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Supported employment (SE) is a burgeoning rehabilitation concept in the U.S., with over 90,000 people participating in community employment through this strategy (1). While closely linked with the developmental disabilities field, principles now associated with supported employment -- i.e., on-site support, no prerequisites, "in vivo" training -- have been utilized in psychiatric rehabilitation for many years. Examples include: the Fairweather (Community) Lodge model (2, 3) rehabilitation clubhouses such as Fountain House (4,5) and assertive community treatment (6,7). However, people with mental illness still fare poorly in the labor market (8,9) and often require extensive support to hold and maintain employment.


The intent of this paper is to present some practical guidelines for providing comprehensive support, a crucial element of any supported employment approach. Five areas of support, particularly important to people with psychiatric disabilities, will be discussed:

•
"Natural" Co- Worker Supports

•
Personal network supports -- Peer and Family 

•
Training supports

•
Self-management supports

•
Organizational supports

Natural Co- Worker Supports


Good natural support techniques are synonymous with good supported employment, because multiple, long-term supports are present.  Natural support expands supported employment by incorporating social inclusion and belonging as valued outcomes and criteria for success, similar to how long-term, on-the-job support (i.e., SE) itself became accepted as a successful outcome. Proponents of a "natural support" approach (10) advocate: 

• enlisting/expanding support from a network of informal resources (11,12)

• facilitating relationships with co-workers (13)

• understanding workplace cultures and designing interventions to fit them (14)

• using existing company resources (15)

• involving consumers fully in selection and control of supports (16)

• teaching support strategies to company personnel and acting as a consultant to their efforts (17,18).


Practitioners have emphasized support provided by an external source -- a job coach or counselor.  Though often essential, this external support can exclude workers with disabilities unless it is provided in partnership with internal workplace supports.  These include: formal supports offered by an employer, such as personnel services or flex time; informal workplace supports created as people assist one another on the job; informal resources available through a network of family and friends away from work. Many functions usually associated with paid human service workers are available "naturally". Co-workers are a common source of support in society. Co-worker supports can include helping someone learn a task, listening to problems, and covering up for mistakes. Many co-workers and supervisors regard these supports as "nothing special" and feel supported in turn by the employee they assisted (19). Baumgart and Askvig (1992) found that non-disabled workers could identify appropriate solutions to typical social problems faced by supported employees at a worksite about 75% of the time (20).


Fear of the unknown colors many interactions involving people with disabilities (physical, intellectual, or emotional). The current stereotypes of people with physical or cognitive impairments tend to produce reactions such as sympathy, pity, and overprotectiveness. In contrast, the community view of mental illness is not just formed by wariness of people who act or look "odd," but is influenced by the unremitting media image of violence committed by "ex mental patients" or "the suspect with a history of mental problems." These images create concern about safety and potential for violence -- what one of the authors refers to as the "Lizzie Borden Syndrome."  Those with psychiatric disabilities are discriminated against more overtly than people with other disabilities, particularly with regard to job hiring (21, 22). Pervasive safety fears among the public call for different strategies to help people get jobs and engage in positive interactions at the workplace. 


One effective strategy is "passing" --not informing employers about psychiatric history (23).  The philosophical dilemmas inherent in this approach lie in ethical implications of withholding information, lack of ability to change attitudes about hiring if the problem is "covered up," and potential stress of having an "explosive" secret. The conundrum is how to provide effective advocacy and support when the employer doesn't know the support needs.  For some workers, the answer is to rely on a combination of strategies such as job seeking skills instruction, off-site support, unobtrusive on-site support (e.g., employment specialist's posing as a customer), and skill building for the worker on interactions with other workers. 


Fear, stigma and guilt associated with mental illness, are not always dependent on individual behavior (24), thus further underlining the need for non-obtrusive interventions. The use of individual strategies may not be powerful enough for people whose needs are more intensive. Answers must be developed to address the fears many people harbor about dangers associated with relating to people with mental illness.  Attention must be paid to the images to which people relate. 


Trying to encourage increased positive interaction with co-workers would involve different strategies for people with mental retardation and people with mental illness, as there are different myths to dispel. For a person with mental retardation who is legitimately angry about a work issue, an effective approach might entail supporting that person to express anger directly, to demonstrate that [s]he has adult emotions, not a child in an adult's body. In contrast, a person with mental illness might be encouraged to suppress emotion in discussing the subject with a colleague, and practice raising it in a dispassionate way to show that [s]he has self control. 


Quality of working relationships is also important, and supervisors tend to give higher performance ratings to subordinates with whom they interact informally (25).  Some strategies that allow workers to discover their commonalities and de-emphasize differences are: helping explore common interests, presenting the person in more valued social roles (e.g., spouse, parent, sports fan), giving normative interpretations (e.g., identifying odd facial contortions as the way a worker with mental illness deals with stepping up the pace to meet a deadline- the functional equivalent of another worker's curses sotto voce), and avoiding professional jargon at the workplace. Sometimes, the on-site support person needs to ferret out avocational and social interests from co-workers and rehearse the SE worker in sharing biographical data.

Personal network supports -- Peer and Family 


Many have recognized the value of social networks to vocational adjustment (11,12,26).  People may have existing networks to mobilize for support in getting a job, getting ready for work, transportation, and talking about work problems (9,12,26,27). Assistance in recognizing, reconnecting with, or requesting help from their networks may be needed. Several factors produce barriers to relationships for people with mental illness whether with friends, co-workers, or family members: stigmatization due to psychiatric labeling, segregation through service programming, behaviors functional only in mental health settings, and affect influenced by side effects of medication and/or psychiatric symptomatology. These barriers must be circumvented to create effective personal support networks for the person to use.


The Federal mandate for supported employment for individuals with developmental disabilities emphasizes integration into the workforce, with time spent with other disabled individuals viewed as "segregation" and problematic.  Yet, psychiatric rehabilitation recognizes and values the social support and guidance that can come from people with similar experiences (11,28,29,30). The key issue to consider is the voluntary bonding of a group of people who see themselves as sharing common problems and a common base of experience from which to deal with these problems. Especially when support groups meet away from a workplace, peer support may be regarded as a valued form of natural support, rather than as segregation.


Families of persons with mental illness are often characterized as part of the problem by helpers, while families of people with mental retardation are more often seen as part of the team allied to solve the problems (31). The explicit possibility of conflict and problematic family relationships is considered more frequently than in the developmental disabilities arena. Unfortunately, parents, particularly mothers, have been scapegoated many times as causative factors in the development of the disease (32) or as part of a "schizophrenic family" (33). Skepticism is reinforced by societal guilt and the stigma that mental illness holds. Creating healthy distance and recognizing divergent interests between parent and adult child is often a function of those assisting people with mental illness in organizing a community of supportive relationships within their work lives. 

Training Supports

Psychiatric rehabilitation places an emphasis on strengthening a person's interpersonal skills and building environmental supports to deal with the difficulties that people with mental illness have in getting and keeping a job (9,34). Workers with mental illness will experience difficulties in the job seeking process due to a number of factors including discrimination, effects of the illness on social behavior, and poor work history (35). Once employed, workers with mental illness can encounter problems in forming and maintaining relationships with supervisors and co-workers, responding to social cues, giving and receiving feedback, and incorporating work maintenance skills, such as good attendance and punctuality, into their repertoire. Competency building focuses on developing skills to deal both with disability-specific issues (e.g., overt symptomatology) and more generic stressors (e.g., job rejection, trying to form friendships with co-workers). 


Since mental illness is not an intellectual impairment, it is assumed the person is capable of learning the job tasks and responsibilities in the same manner as a non-disabled worker. Thus, program supports commonly focus on interpersonal and work adjustment areas. An area that is sometimes overlooked is the effect of the disability or related factors on the cognitive functioning and learning ability of a person with a primary psychiatric diagnosis. These may include:

•secondary disability of mental retardation

•learning disability 

•effects of medication 

•alcohol and drug abuse

•lack of academic skills due to interrupted educational process

•specific psychiatric symptoms including hallucinations, anxiety, lability.

For individuals unsuccessful in entry-level community employment, it is important to assess learning style and need for task training, in addition to social skills deficits.  Moving into more highly skilled jobs may require on the job skill training and support.


Starting a job can produce anxiety for any employee. For the new worker who has a mental illness, concerns about prior job failures, getting ill again, and acceptance by co-workers can make this an especially vulnerable time. A complicating factor is that people with mental illness (along with family, professionals, and the public) are conditioned to view any anxiety as indicative of an exacerbation of the illness. It is very difficult to discern the difference between what is a non-psychiatric response to the normal stresses of getting settled into a new job and incipient decompensation (36). Furthermore, there is little predictive validity in judging adjustment on a job from previous general measures of social functioning (37). Providing support for learning new tasks may help alleviate a panic response leading to quitting jobs prematurely out of fear of inadequacy or illness reoccurrence. Training in social skills and problem-solving, along with supports provided away from the job may not be immediate enough. Job training at the worksite, coupled with positive reinforcement, can help get more leeway for the person to learn the job, socially bond, and develop confidence.


Some techniques are common to support of both people with developmental disabilities and those with mental illness. These are:

•performing a task analysis to identify training strategies using existing natural cues and job modifications

•creating visual reminders for the person to use to self-monitor progress and task completion

•job sharing to take into account a person's limited concentration or specialized skills

•identifying a supportive co-worker or mentor

•using current employer in-service training options 

•negotiating with the employer for an extended training time, so tasks can be gradually added. 

Self-Management and Support


Self-management strategies have gained increasing recognition as a training technique fostering independence.  Some strategies a person with mental illness can use to contribute significantly to support planning are: 

•labeling things which helped during stressful times

•reviewing what did not work and why

•identifying which behaviors/thoughts indicate a return of symptoms

•recognizing what kinds of behaviors/thoughts indicate on-going, rather than situational stressors

•identifying who can be counted upon to provide support.

Directly teaching the worker with a psychiatric disability about what to consider in the analysis of workplace supports is a major staff contribution to the rehabilitation team effort (38).


There are unobtrusive ways of obtaining information about how the worker with the psychiatric disability is doing on the job -- such as going on a tour of the business, posing as a customer of an establishment, acting as a consultant to the company, or soliciting reports from the employee or co-workers. Sometimes the environment allows for presence of staff with little notice.  Examples of this type of unobtrusive interaction are the interchange between customers and employees at retail outlets and participating in tours.  Off-site services, are valuable, as long as four conditions are present: 

•there is a strong supportive relationship between the SE worker and staff person 

•the worker can articulate needs well 

•the worker is an accurate reporter 

•the worker can generalize the information and skills back to the worksite.

Organizational Support

Supported employment models associated with helping people with mental retardation evolved from rehabilitation facility and work enclave approaches, while in the mental health field, supported employment has evolved from the earlier transitional employment (TE) approach.  TE, developed in the mid-1960s, is a core component of the "clubhouse model" of psychiatric rehabilitation (5). TE involves a time-limited series of placements into community jobs for the purpose of gaining work experience and building self-confidence (34,39).  Most TE placements are in entry-level jobs for which on the job training is the most prevalent pedagogical technology.


TE grew out of the belief that clubhouse members -- by virtue of their skill deficits, lack of good work histories, and status as ex-mental patients -- would almost always have great difficulty in securing employment (4) and needed chances to practice work skills in more practical settings, while less demanding than typical jobs.  Because of the increased emphasis on the employment aspect of community integration, free-standing TE programs have become increasingly popular in recent years. 


Originally, it was not considered important to provide TE in areas of vocational interest, because the point was learning about work, not acquiring specific work skills. However, the confluence of heightened consumer clout, people spending more time in the community, advances in treatment, use of supported employment, and increased awareness of the importance of values in skill acquisition has moderated this view. However, the kinds of jobs employers are willing to make available as part of TE (i.e., easy to train, entry level) preclude a really extended range of vocational options.


Some areas where TE creates problems in developing a supportive work situation are:

1) Since the TE program has ownership of the job, the client risks being perceived as an outsider in the workplace.

2) Program staff traditionally provide job site training. Hence the support system itself often produces barriers to full inclusion.

3) TE, by definition, is short term. Therefore, the capacity to develop long lasting collegial and social relationships is severely constrained. 

4) Many TE jobs occur in entry level, high turnover positions where creating significant relationships is usually difficult. People come and go, there is frequently little autonomy, and employees are often seen as interchangeable.


Despite these problems, there are ways in which the TE idea is in close concert with a more naturalistic supports approach:

1) Since TEs are in real community jobs, a workplace support network exists that can be readily used.

2) Even though the TE model, as originally constituted, provides for on-site training, most training and support is faded much earlier than supports for people with developmental disabilities (40). 

3) Most TE programs include an off-site  peer support component, such as dinner meetings, for clients to discuss and problem-solve work-related issues. 

4) Because TEs usually take place in high turnover occupations, the traditional 6 month TE tenure really can amount to a long-term work commitment compared to non-TE workers. 

5) Because the employer pays the TE worker directly, there is a stronger identity developed as an employee than in jobs where the worker is paid through a provider contract. 


A TE provider can ensure effective links to a supportive environment by:

1) Scheduling the half day TE slot to overlap with some employee social times (coffee breaks and lunch), rotating half - day shifts periodically (weekly), setting up a 3 day - 2 day schedule for each worker.

2) Making sure that a formal agreement with the employer includes ways that the worker will be included in regular employee activities.

3) Including involvement from co-workers or regular supervisors as part of the training by including the TE worker in demonstrations of tasks. 

4) Not including the support person as an extra line worker -- [s]he is an accommodation for the TE worker.

5) Making sure that TE workers get invited to company meetings, even those that occur in the "off" half day. A corollary to this concept is that the TE provider share workplace information with all TE workers.

6) Including TE workers within larger regular employee work groups, not in isolated sections. 

7) Allowing the worker to "graduate" to a permanent job within the participating TE company, but not at the expense of losing the TE slot for another worker. 

8) Offering only person-specific, work-related information to co-workers and supervisors while presenting clinical issues in only two instances: 

• if they are work-related and  there are easily implemented solutions which co-workers and/or supervisors can introduce. 

• if they are not work-related and can be tolerated easily (e.g., odd dress or mannerisms). 

Conclusion

Supporting people with different disability labels involves variances in service history and social stereotypes, much more than in disability specific technology. Effective support transcends disability labels, but the issue of mental illness does affect factors like how overt the support should be and how to engage peers and co-workers most successfully. Developing a typology of supports based on disability category perverts such core concepts of personal support as:

•the intrinsic worth of each person 

•supports based on individual, self-identified needs 

•the impossibility of relating to another person on the basis of labels 

•the importance of avoiding iatrogenically (i.e., as a by-product of helping) caused isolation and stigmatization

•the need to assist people in being fully included in the day-to-day social context of society at large

The field of supported employment will continue to flourish if artificial divisions created by "either-or" arguments around disability label or support strategies are not allowed to dominate debate. The issue of effective support at the worksite should be shaped by experimentation, creativity, personally designed and controlled services, and concern for fundamental human values, social policies and civil rights.
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