[image: image7.wmf]
[image: image8.emf] 

 


CONCEPT PAPER ON SUPPORTED EMPLOYMENT FOR PEOPLE WITH PSYCHIATRIC DISABILITIES FOR

OREGON MEDICAID INFRASTRUCTURE GRANT (MIG)/ 

OREGON COMPETITIVE EMPLOYMENT PROJECT

Prepared by:

Joe Marrone

Senior Program Manager, Public Policy

Institute for Community Inclusion,

University of Massachusetts Boston
Northwest Office at:
4517 NE 39th Ave.
Portland, OR 97211-8124
Tel: 503-331-0687 
Fax: 503-961-7714 
Email: JM61947@aol.com
Under contract to the Oregon MIG

December 20, 2005

INTRODUCTION


This concept paper with recommendations was undertaken by Joe Marrone from the Institute for Community Inclusion (ICI) at the University of Massachusetts Boston pursuant to a request from Travis Wall, Oregon Medicaid Infrastructure Grant (MIG) Project Manager.  The scope of work agreed to was to provide information related to an overview of issues attendant to evidence based supported employment (SE), its relevance to Oregon specific issues, the types of outcomes that should be sought, an analysis of possible strategic opportunities to further implementation of SE within Oregon, an analysis of the implications of this information for policy and practice development, and some prioritized recommendations for actions or further reviews. This paper, due to the short timeline for its creation, of necessity relies on the accumulated knowledge base already available to the author, but this foundation has included numerous contacts and consultative interactions across the U.S., including with the New Hampshire Dartmouth Psychiatric Research Center, the work of which has formed the core of much of the evidence based SE efforts the state mental health authority has undertaken to date.
BACKGROUND AND OVERVIEW:

A] Assumptions and Conceptual Premises


The activity undertaken for this paper by ICI sought to provide information leading to some overall recommendations regarding next steps for the Oregon system under the aegis of the MIG to undertake in terms of policy, practice, funding, human resource development, etc. The limited time and resources available to this current work are inadequate to provide a detailed, comprehensive, and sophisticated analysis. Having said this, the situation in Oregon mirrors many states in that most state and local mental health systems trying to embrace evidence based practices, particularly in the employment realm, face a similar set of dilemmas. 


Below are basic assumptions about the provision of evidence based supported employment to people with serious mental illness that frame the more Oregon specific recommendations in the following sections. While these are listed as part of the Background and Overview Section because they transcend Oregon specific data, they really in some ways form the heart of the discussions I would recommend the Leadership Council of the OR MIG engage in as part of their further strategic planning and MIG implementation. These assumptions and general recommendations are:

1. Through its policies and practices, Oregon should reinforce the principle of employment as a desired and expected outcome for the total mental health system of care through Oregon Mental Health and Addiction Services (OMHAS), with significant assistance provided as appropriate by Oregon Vocational Rehabilitation Services (OVRS), not merely a piece of a “boutique” of services, including non-employment day services. Supported Employment is a technique and one of the most effective structures in which to provide assistance leading to that goal. However, the premise of this concept paper is that the outcome ultimately sought in Oregon is personally fulfilling and career enhancing employment and economic engagement not different service structure per se, though that is concomitant with producing different outcomes.

2. Any future funding patterns and methodology must demonstrate concretely the mental health and rehabilitation system’s stated commitment to evidence based employment practices, including supported employment.

3. In considering funding alternatives, systems have greater control and impact on deciding what not to fund than in incentivizing services they wish to see occur more frequently.

4. Certain common essentials of any good service philosophy are required for any service intervention including supported employment, regardless of which system or entity provides it or any funding mechanisms used. These include: commitment to the work, compassion for the people served, competence of staff; coordination of service interventions, collaboration and partnership focus, and meeting client/customer needs as the primary goal.

5. The core components of the evidence base in successful supported employment have been documented extensively through research and practice over the last decade with some variability in the strength of the evidence base for specific components. These are well known within the OMHAS and OVRS administration and thus by extension within the OR MIG due to the intimate links OMHAS and OVRS has with the New Hampshire Dartmouth Psychiatric Research Center so the research base will not be cited in great detail here. But in summary the components are: services focused on competitive employment, eligibility based on consumer choice not external assessment of capacity, need for rapid job search not a slow progression or series of steps model, integration of rehabilitation and mental health, services based on consumer choice and preferences, time unlimited and individualized support (Bond, 2004). Presumably Oregon would wish to incorporate these principles and practices in the Supported Employment services they fund. Additionally, the Oregon system through the impetus provided by the OR MIG would also wish to expand employment opportunities and enhance outcomes further beyond the current set achieved, and encourage further innovation in models that work both as improvements to the basic design and also respond to unique needs of groups such as people with mental illness who are homeless, people with psychiatric disabilities from historically discriminated against groups like people from racial or ethnic minority populations, those with co-occurring substance abuse and mental health problems, etc.

6. To accomplish meaningful systemic reform in the dissemination of employment services throughout the Oregon network and system of care, it is necessary to directly confront the often negative views of employment capacity and appropriateness that the clinically trained personnel within the mental health system of care commonly hold about people with psychiatric disabilities.  These staff must be the leaders in this movement, not its naysayers.

7. There is a need for some training and technical assistance interventions, which will be elaborated on further in the Recommendation section. 

B] Brief Environmental Scan


Limited time and resources precluded a comprehensive Oregon environmental scan. This deficit is further accentuated because even though the author resides in Oregon, the work I do is national in scope and the author has not been extensively involved to date in the work the OMHAS or OVRS has done regarding Supported Employment for people with serious mental illness. However, Michael Moore from OMHAS and Mr. Wall from the OR MIG have both responded with alacrity for background data on the topic in Oregon and thus I will briefly highlight key issues from that information here as well as broader national issues that also have resonance within the Oregon framework.


Perhaps the most salient issue that needs attention is concrete employment information. Based on data that Mr. Moore sent the author regarding the numbers of OMHAS clients employed and involved in Supported Employment (SE), there appear to be 347 OMHAS clients involved in SE with only 179 employed as of Q3 of 2005. The extent of their employment is difficult to judge because of the lack comprehensive data available to me so all that is known definitively is that this cohort is employed at or above minimum wage in the competitive labor market. He also stated the key counties where he has seen Supported Employment used consistently were Grant, Washington, Josephine, Polk, Douglas, and Jackson.


Mr. Moore has also provided me with information relative to all Medicaid clients with Severe and Persistent Mental Illness tracked through the MMIS in 2004. Mr. Damon Terzaghi from the OR MIG correlated figures compiled from cross- referencing OMHAS clients with Unemployment Insurance (UI) data and sent them to me in preparation for this report. These figures were slightly different but equal for all practical purposes. This information indicates that the statewide average hours worked in the year was 423 with the highest average achieved in Polk County (703).  Concomitantly, the statewide average for wages earned in the year was $3345 with the highest average achieved unsurprisingly (as it is usually a function of hours worked for a low wage population) in Polk County of $6154. The statewide employment rate of this same population was 18% (national figure with interestingly Polk County having the lowest (except for one county) rate of 10% with the highest figure achieved in Grant of 45%. The average hours worked by this group were less than 8 (7.9) per week. It is also worthy of note that four counties with clients reporting wages in this statewide data set (Klamath, Harney, Lake, and Umatilla) reflected wages below the state minimum of $7.15 per hour. This Oregon data which was given to me does not appear to be reported on SAMHSAs National Outcome Measures (NOMS) data base (http://www.nationaloutcomemeasures.samhsa.gov/outcome/index.asp), which is based on 2003 data. I would assume that since it is now available it would now be able to be included there at least in subsequent years.


While it is impossible to know the specific conditions that led to these results in each geographic area or to properly evaluate the efficacy of the employment programs operating therein, one fact is unassailable and most significant for purposes of further strategic planning within the OR MIG. Even OMHAS consumers who have been employed and presumably working successfully generally remain in poverty, in low wage and probably low status/ non career track jobs, work very few hours, and lack significant economic engagement and presence within the economic life of Oregon. In addition, even with the long standing involvement of OMHAS and OVRS with the national movement towards evidence based practice in employment and these agencies enduring and deeply rooted commitment to enhanced employment outcomes for this group, only a very small number of OMHAS clients with serious mental illness appear to be engaged in Supported Employment at all with an even smaller percentage actually working under the aegis of this programmatic intervention. While immediately following I cite some other elements to include in the scan of current Oregon policy and practice, they seem to me to pale in comparison to the facts cited in the preceding as the fuel driving the engine of the “Blueprint for Change.”


From a financial perspective Mr. Moore offered some additional data regarding the use of Supported Employment. He noted that Washington and Josephine counties fund SE through the Oregon Health Plan and the Mental Health Block Grant.  130,000 dollars per year of the block grant goes to Josephine; 197,000 dollars per year goes to Washington under these authorities.  Both of those counties also have additional VR funding. Jon Collins, PhD, who is the Manager of the Program Analysis & Evaluation Unit of OMHAS provided me with a summary of the finances involved with the provision of adult outpatient services delivered by the MHOs during calendar year 2004. One procedure code (H0036-- adult day treatment or community psychiatric supportive treatment or daily structure & support (DSS)) accounts for $10,207,018 in services--20% of all adult outpatient dollars that the MHOs spend. Mr. Moore estimates that about three million dollars are spent on Day Treatment through Fee for Service arrangements but the exact amount is unavailable. This is especially of great import as will be elaborated on later in the recommendations as in essence the evidence based research in Supported Employment has been based on comparisons of outcomes of this approach with services that traditionally have been incorporated under the rubric of “adult day treatment.”


Regarding OVRS funding for Supported Employment, as reported by Stephaine Taylor, OVRS Director to the author on 12/15/05 two options exist. Either it's treated like a case service expense where the VR agency agrees on a rate, hours, etc and an authorization is then sent, or OVRS has negotiated other arrangements, generally using a contractual agreement.  The federal authorizing Rehabilitation Act legislation provides Oregon as it does all state VR systems with a separate allotment for Supported Employment programming which does not require a state match.  Typically OVRS then spends down that specialized service money first and then goes to use regular case service dollars after it is exhausted. The comparative data on expenditures OVRS has for clients with serious mental illness in Supported Employment based on its federally mandated 911 reporting system is contained in Appendix A. This ICI summary report includes national data taken from US VR reporting done as of 10/1/04 (the latest available publicly) that ICI gathers on its stateinfo.gov web site. This information is self-explanatory. Oregon numbers are bolded and italicized within the tables, but the author would be happy to provide further analysis upon receipt of this paper. These charts are useful for broad comparisons and not necessarily indicative of services to the same types of people (as VR and MH diagnostic data does not offer exact parallels), service effectiveness, or use of evidence based practices but in the absence of more detailed local statistics, serves as a good starting point for discussion.   


Any future work in Oregon on Supported Employment and its evidence base should be undertaken with a full understanding of the policy landscape that presumably will be influenced by SB 267 which will require increased dedication of OMHAS funds to evidence based practice in mental health, including but not limited to Supported Employment. The February 2005 EBP Report from OMHAS states that about [only] 7% of OMHAS funds as of that date went to the provision of Support Employment.  


Also Governor’s Executive Order 03-15, which formed the Task Force on Mental Health that produced the Blueprint for Action in September 2004, had wide ranging recommendations about improving the mental health system along the lines that dovetail in many ways with the overall approach of the OR MIG. It is perhaps illustrative if not evidentiary of the scope of the problem of highlighting employment as a key element of the total mental health system of care that in this report, Recovery was mentioned 17 times, medication 12 times, and employment only 2 times and then within a laundry listing of desired services; poverty is only mentioned once and then only in relation to insurance parity.


The Real Choice System Change grant, whose cycle ended on 9/30/05, operated in Oregon and coordinated at OMHAS by Michael Hlebechuk also presents opportunities for linkage with eventual movement towards greater employment outcomes. To date, this has not proven a major emphasis but it allows for an excellent opportunity to meld these more cohesively than in the past and Mr. Hlebechuk’s membership on the OR MIG Leadership Council reinforces this possibility. The author has discussed this grant previously with people such as Jean Tuller of OTAC, Karl Reer of OMHAS, and JoAnn Sowers of the Center on self Determination (now at Portland State University) but Mr. Hlebechuk has given me the most complete update as of last Fall. Currently my understanding is that the most relevant element of the Real Choice Systems Change project would be the Mental Health Brokerage Pilot involving the use of the service broker model (used widely in Oregon DD Services) to facilitate person centered plans with resources controlled by the consumer with a psychiatric disability. In addition, consumers in Josephine, Tillamook, and Benton counties received various levels of assistance in developed person centered action plans. It is the understanding of the author the brokerage demonstration was the most successful of the various projects. I do not know the employment outcomes associated with this 5 year project but it would be an appropriate any of information for Mr. Hlebechuk to share either as an addendum to this paper or in future discussions within the Leadership Council. 

HOW SHOULD IT LOOK IN OREGON


Simply put, an ideal outcome would be for employment to be a desired and accepted outcome for people with mental illness in Oregon. Employment outcomes initially should be sought to achieve the results reported within the evidence based research in Support Employment as state of the art outcomes for people with mental illness. While no clear, simple outcome expectations are generally available (due to differences in defining the population that the successful percentage is based on, i.e., there is no common denominator used to represent the total pool served) the preponderance of results across the US suggests that this benchmark goal should be about 50% of the clients served achieving employment within the year, with about 30-35% in employment at any point in time. Also, a definition of successful employment should be developed (see Recommendation section later on) that is meant to accurately define whom the system is helping achieve economic, personal, and financial success not merely competitive employment for any amount of hours or for any amount of income.


The VR agency in Oregon (OVRS) should and does play a key role within the state in regard to employment services for people with psychiatric disabilities as should the One Stop system increasingly in the future. However, OMHAS should and does “own” employment services for many of its clients and must continue to play a significant role (both conceptually and financially) in effecting employment outcomes for consumers with serious mental illness. This role cannot solely be delegated to VR sponsorship as many state and local mental health authorities have done around the U.S. -- unfortunately in the author’s view. OMHAS AND OVRS are both to be highly commended for seeking joint ownership of this responsibility.


"Recovery", i.e., the concept that people with serious mental illness can get better and lead productive, fulfilling lives as citizens—has become the dominant paradigm for community mental health policy (Anthony, 2001). Furthermore, as noted in the Report of the June 2004 Evidence Based and Emerging Best Practice Conference sponsored by Oregon Health Sciences University and OMHAS, “We’re looking at our system as a system for Recovery, not just for treatment (Bob Miller).” Patricia Deegan, PHD, noted psychiatric consumer/ survivor activist, has also stated in a speech given in Oslo, Norway at around the exact same time as the Oregon conference that: “Life lived within the confines of the human service and rehabilitation landscape is a life in which the freedom to become and make your own future is diminished.” While employment service has not emerged in the forefront of this societal shift, it appears to be an inevitable by-product of a revamped view of the human potential of people formerly felt to be on a lifetime, downward spiral whose only hope was for community support and maintenance outside a hospital setting. 


In December 1996, the National Association of State Mental Health Program Directors (NASMHPD) released a statement of the organization's belief that competitive, integrated, paid, and meaningful employment is essential to the habilitation and rehabilitation of persons with psychiatric disabilities. The organization asserts that unemployment among those with severe psychiatric disabilities needs to be lowered and that, in fact, productive activity such as work can be instrumental in promoting good mental health. Such a strong stated commitment to employment, even if not yet followed by a significant direction of resources towards this end, represents a major shift in employment and disability policy. 


For any psychiatric rehabilitation system to make effective inroads in long-term employment and career prospects, certain visible and operational principles must be in place and must guide overall policies within such systems. These policies should incorporate a coherent set of beliefs, such as:
· Assisting people with psychiatric disabilities to enter employment is integral to the overall mission of mental health systems of care and thus inherent in the responsibilities of its entire staff and providers, even those not explicitly charged with work service responsibility. This means that employment is an expected outcome for the total system of care, not just employment programs or those involved with public VR.

· Mental health systems must communicate a conviction that all people (including persons with psychiatric disabilities) should be employed, have the citizenship right to equal access to employment, and will be assisted to do so because employment is a way for people to become economically self-sufficient, healthier, and fulfilled. Work is not just an opportunity to be offered people to "take or leave" as they prefer; rather, it is a responsibility of citizenship.

· The mental health system of care should combat barriers to employment that individuals face, such as stigma, discrimination, and economic disincentives.

· People have the right and responsibility to choose and change employment consistent with their self-defined interests, values, and skills—aided by significant personal connections in their lives (e.g., significant others, family, and friends) as well as professional staff.

· It is the responsibility of mental health systems of care to facilitate changes in environmental factors (anything outside the person) and skills (within the person) to enable the person to pursue their job of choice (Marrone, Tellier, DiGalbo, & Taylor, 2005).


Mental health systems are beginning to recognize that dangers related to long-term unemployment (Bruffaerts, Sabbe, & Demyttenaere, 2004; Dooley, Catalano, & Wilson, 1994; Kasl, Rodriguez, & Lasch, 1998; Lennon, 1999) almost always outweigh the dangers inherent in the stressors of working for people with serious mental illness. There is a dearth of any valid scientific data that actively promoting employment as an expectation for all precipitates any psychiatric symptomatology or distress. Concomitantly, there is a plethora of reasons why people with psychiatric disabilities should not just be offered the opportunity to seek employment but be strongly encouraged to do so as part of their overall movement towards Recovery (Marrone & Golowka, 2000). More eloquently than any academic paper is this recent email (both poignant and humorous) I received from a person the author works with in another state in a professional capacity but who also has a mental illness. She wrote: “I just read your Speaking Out article about Why People Should Work.  It's pretty good. It kind of freaked me out though because when I read the part about working provides a distraction from illness.  I was pretty bad off yesterday and I would have gone into the hospital last night if there were any free beds at the hospital...but since they were full I decided to go ahead and go to work this morning."

Access to employment in our society is both a right and a responsibility. We expect that citizens will be productive and participate in a society integrated by race, gender, age, ethnic origin, and disability. The fact that people have the right to choose not to work in a free society does not mean that public systems have to remain neutral about the merits of such a choice. A relevant analogy: Students have the legal right to drop out of school at age 16, yet we clearly have a social and educational policy that seeks to discourage people from doing so.


Supported employment for individuals with psychiatric disabilities is one of the evidence-based practices that SAMHSA identifies that mental health systems have not yet successfully implemented in a way that has had meaningful impact on employment outcomes for people with psychiatric disabilities. One conundrum is that despite the fact that SAMHSA identifies Supported Employment as one of the most implemented evidenced based practices by state self report (43 of 50 states but with substantially fewer using fidelity measures), results in terms of concrete employment outcomes and measures such as full time employment, increased earnings, lessened dependence on public assistance have been meager (U.S. Census Bureau, 1997, Table 4; 2001b, Table P059). This is true even when evidence based employment technology is implemented faithfully (Cook et al, 2002). Greater attention has been devoted to other evidence-based practices (e.g., illness management, medication management, integrated dual disorder treatment (IDDT), family psycho-education, assertive community treatment (ACT) than to data generated by employment research. The reason for increased attention is not to elevate the importance of employment services above other outcomes but, rather, to try to equalize the importance of employment with other services prevalent in outcome-based care.

STRATEGIC OPPORTUNITIES


Many opportunities (financial and otherwise) abound regularly within the US landscape but they all require in varying degrees at different times qualities such as dedication, persistence, entrepreneurship, focus, collaboration, vision, energy, knowledge, and leadership. Also, while opportunities do exist  they may not be specifically focused on employment and/ or people with mental illness so the OR MIG Leadership Council should examine ways to broaden the perspective of the communities which they represent and also the elements of the Oregon community of interest that may be more generic in focus than disability and advocate and educate them as to the need to become engaged in furthering economic engagement as a vehicle to full citizenship and participation for citizens with mental illness. The author would also encourage that the Leadership Council consider ways to implement the employment service resource mapping methodology contained in Appendix B as way to pre-emptively lay out some project activities that may flourish through external community support once initiated. Some specific areas that are currently or potentially operational in Oregon with which the OR MIG can reach out to seize would be:

1. The aforementioned Oregon SB 267, which provides rationale and some incentive for evidence based Supported Employment to be expanded. However, as noted throughout, without some concerted effort to carve out employment as a specific goal and employment interventions as an important evidence based practice to implement, it is unlikely to reap the benefits of the overall system movement towards evidence based practice that SB 267 mandates.

2. There has been increasing attention within the state-federal VR system to the needs of the clients with psychiatric disabilities it serves. Most recently this has been demonstrated by the development of the US Department of Education, Rehabilitation Services Administration’s Institute on Rehabilitation Issues 2004 monograph on Innovative methods for providing VR services to individuals with psychiatric disabilities, IRI Issues Monograph No. 30 (available at http://www.gwu.edu/~iri/pdf/30.pdf) a document in which both Stephaine Taylor and the author participated with 10 other invited authors. This emphasis, coupled with Ms. Taylor’s depth of commitment and expertise in rehabilitation services for people with serious mental illness and her long standing involvement with the evidence based Supported Employment movement in Oregon and nationally, provide an outstanding opportunity to make the OR MIG one of the national leaders in fostering VR-MH collaboration to further employment outcomes foe their mutual clientele.

3. The SSA has released new draft regulations governing the Ticket to Work. There have been several changes but the most exciting opportunity if the changes go through as planned (final comment date is 12/29/05) are the following three. One, the ability of both a provider (using outcomes or milestones) and the state VR agency (using its traditional cost reimbursement mechanism) to collect payments under the Ticket, thus eliminating this competition which historically has hindered the ability of community rehabilitation providers to actively recruit clients. Two, VR clients’ tickets will no longer be automatically presumed assigned to VR, Three, the adding of earlier milestone payments to enable Employment Networks (ENs) to recoup money sooner. Having identified these, it is the author’s view that the Ticket still would not be able to be counted on as a continuing source of operational revenue for employment programs. However, I will offer some specific ideas on how to approach the use of the Ticket for funding services in the Recommendations section.

4. SAMHSA, through the Center on Mental Health Services, has funded seven state Mental Health Transformation grants this year (Connecticut, Maryland, New Mexico, Ohio, Oklahoma, Texas, and Washington) and has plans to fund several more next year. There has been very little about employment in the grants funded (with the singular exception of Maryland) so I believe an Oregon proposal, spearheaded by OMHAS and fueled by some of the transformative work already begun by the OR MIG Leadership Council, could both provide a competitive advantage and advance the effort to achieve better employment outcomes for OR citizens with serious mental illness.

5. It is unclear where future funding related to employment and people with disabilities is headed through the Department of Labor. However, currently Multnomah County through the Worksystems WIB, which is already represented on the Leadership Council by Clover Mow, has one of the five grants in the US devoted to meeting the employment needs of people who are “chronically homeless,” a great majority of whom have primary or secondary mental health and/ or substance abuse problems. This grant’s services are primarily delivered through Central City Concern, with whom OMHAS and OVRS are quite familiar and have regular working relationships. It is certainly worth trying to link strategically with them as innovators especially given the comparative lack of employment focus within the Multnomah County MH system of care. DOL/ODEP funds three national technical assistance centers that could provide some added expertise on such links from a national perspective. The Institute for Community Inclusion at the University of Massachusetts Boston operates the National Center for Workforce and Disability (NCWD), the Institute for Educational Leadership in Washington, DC operates the NCWD-Youth, and the Corporation for Supported Housing in NYC operates the Chronically Homeless Employment Technical Assistance Center (CHETA).
6. The work done by the Oregon Business Leadership (BLN) network, under the management of Lucy Baker (a member of the OR MIG Leadership Council) has been exemplary and was recently recognized as such by a national award through the National BLN/ US Chamber of Commerce. The BLN concept has yet to live up to anywhere near its potential in terms of improving employment outcomes significantly for people with disabilities. Yet the OR BLN does offer hope in this regard, primarily due to the excellent work of Ms. Baker and her ability to link with the business community effectively. 

As with the policy paper prepared to identify issues related to Supported Employment and people with Developmental Disabilities, specific actions around employer education and training are not addressed in detail herein as they are provided nicely in the White Paper prepared by the Oregon Business Leadership Network. One caveat however should be noted. Despite its popularity as an activity in systems focused on employment, there is little evidence available that employer education (or “attitudinal training” offered to any group) has an impact on actions that may impede employment prospects of people with mental illness. The problem is two-fold. One, in general, the correlation between any attitude and actual behavior is not clear (i.e., more positive measured attitudes do not always lead to better behavior). The issue to confront is really discriminatory behavior not stigma. Two, specifically in terms of people with mental illness, since many of the stigma issues relate to fear of violence and aberrant behavior, “education” tries to disabuse people of strongly held attitudes they hold. In fact there is some data to suggest that in attempting to education people about the real facts about violent behavior and mental illness (e.g., people are more likely to be the victims of violent crime than the perpetrators) negative attitudes increase (Corrigan et al, 2004). To counter negative attitudes, as opposed to no information about a particular topic, for which education is a good change strategy, positive interaction followed by education is more effective (i.e., helping people get their “foot in the door” first and then seeking to educate employers).
7. The long term involvement that OMHAS and VRS has had and continues to have with the New Hampshire Dartmouth Psychiatric Research Center obviously opens multiple possibilities for future work and support given their national and international reputation. The fact that there will be an Oregon site in the SSA national research project they are currently undertaking with the University of Maryland and Westat provides another opportunity to expand the research base available to the OR MIG specific to evidence based supported employment with a population of SSDI recipients who have serious mental illness. In addition, ICI itself continues to be one of the two primary partners (along with the University of Massachusetts Medical School) in the Massachusetts MIG, which operates the first funded MIG CEO in the US, and has assisted MIGs in OR, UT, CT, IL, especially in areas related to funding strategies. 

POLICY IMPLICATIONS, CONSIDERATIONS


Many of the policy implications will be described under the section involving recommendations. Since the author has not been directly involved in many of the local system issues or the OR MIG Leadership Council discussions this cannot be construed a thorough policy analysis. Nonetheless, I have seen the draft strategic plan which does help frame some of the concerns. Also, as noted earlier, the situation in OR vis a vis employment for people with serious mental illness mirrors many other states’ dilemmas with which the author does have great familiarity. But in some ways the most important policy consideration is how does the state align its funding and policy structure to reinforce the desired outcome of increased and better quality employment outcomes for people with significant psychiatric disabilities? To that end, the state and counties must look at policies that affect how resources are currently allocated, how additional resources are accessed, how programs operate, how staff function within these programs, and expectations that consumers and advocates bring to the process. The draft OR MIG Blueprint for Change states that “Oregon’s county-operated mental health system provides no supported employment program and very limited employment-related supports and services to persons with significant psychiatric disabilities.” The numbers cited earlier show that the results of this comparatively limited attention to the problem has been that less than 400 Oregonians with mental illness have used Supported Employment services through this system in the last fiscal year. 

As with many states, one difficulty is that the Oregon mental health system, as all mental health systems, was designed under an illness/ deficit model of care that was medically based. Yet the current philosophical climate has advanced to looking at Recovery, Resilience, and Community Outcomes. While often ill-defined, these concepts do convey the assumption that persons with serious mental illness can be helped to achieve a full measure of community participation, citizenship and personal growth and satisfaction. Still, there is an increasing reliance on Medicaid to support community based mental health services. Medicaid has been used in OR and other states as the one source of expandable funding. However, this usage suffers from the complexities of Medicaid funding mechanisms for employment (through rehabilitation options and system waivers). 


In addition, the Centers for Medicare and Medicaid Service (CMS) and Congress have demonstrated a growing reluctance fueled by the large budget deficits of recent years to continue to support non medical services, such as targeted case management and the Rehabilitation option. While it appears the current CMS regulations will not change significantly this year, this pressure to pull back from non medical services funded by the federal Medicaid system is likely to increase.  The category of medical services does not usually provide the ideal construct under which to fund employment services. The support for this argument is that continuing to fund employment services as just one “option” or through "waiver" of existing authority, rather than as a discrete funding stream, devalues the services and, dilutes an already under-funded, fragile safety net of health care in the United States (Marrone, Tellier, DiGalbo, & Taylor, 2005). The author has undertaken as one goal the expectation that I would offer ideas to OR MIG about maximizing the Supported Employment funding base, which practically speaking, means greater use of Medicaid as a funding source in the short term. In the longer term, the author would like to emphasize that in the absence of major structural reforms in the essential conception of what Medicaid’s national medical policy role will be, I would like to encourage OMHAS to attempt to retain state funded employment services that, while less amenable to expansion, are also inherently more flexible and responsive to state level policy decisions and direction. In the current fiscal climate this state sponsorship becomes harder to maintain in the face of greater financial austerity expected. However, several states have still managed to retain the political will to fund Recovery, Rehabilitation, and Employment efforts as discrete state line items. The description of the Massachusetts MH system’s funding of Supported Employment and Clubhouse Services in Appendix C illustrates this point from one state’s experience. In addition, in terms of Medicaid itself, the NYS Office of Mental Health has moved towards “medicaiding” more community services. While not ideal in the author’s opinion, it has created a reasonable approach in its PROS (Personal Recovery Oriented Services) model, also described briefly in Appendix C. Finally, a blended approach, involving Medicaid, state MH funding, and VR services is used in Maryland. The Maryland contact persons from both VR (Christine Johnson) and MH (Steve Reeder) who could provide the most detailed information about this funding model are listed in the Contacts section at the end of this document.

An example of a state policy that while crucial and truly a “cutting edge” approach to services is the focus on person centered and consumer directed and controlled service delivery. This approach is laudable, overdue, and needing to be strengthened. This person centeredness and directedness is a sine qua non of a recovery oriented system of care that OMHAS and indeed mental health advocates nationally aspire to create. The conundrum comes not from this approach itself but from an aberration that often occurs in its implementation at the service level. Many consumers are understandably concerned and fearful about seeking employment due to worries regarding benefits or medical loss, fears generated by their mental health supporters about the dangers of too much “stress”, lack of information about career opportunities, lack of appropriate supports, lack of self confidence caused by histories of mental health problems, or innumerable other concerns generated by facing the formidable barriers attendant to serious mental illness. Sometimes, providers use these anxieties to mask their own insecurities or inability to provide effective employment services by stating that NOT choosing employment is an example where they are respecting client choice and control. As alluded to earlier and as will be further explicated in the Recommendations, staff who display an aversion to influencing people effectively under the guise of not controlling their behavior are in reality abdicating their responsibilities to further consumers’ Recovery. The author in earlier works has stated some characteristics seen in a consumer driven system (Marrone, 1994; Marrone, Hoff, & Helm, 1997) and the most salient to this discussion are that in such a system staff should not be seen as “Abdicating responsibility to influence behavior. Values such as the importance of working and personal responsibility must be advocated by any responsible service provider” (p.74) and “Staff roles are more, not less, activist in that they offer opinions, advice, suggestions, clarifications in an assertive manner designed to seek agreement- not limited to a ‘take it or leave it’ approach” (p.75).


The Oregon Medicaid Buy-in program has been a pioneering effort nationally.  The Employed Persons with Disabilities (EPD) program, was one of the first Medicaid Buy-In programs in the country, and continues to allow employed persons with disabilities to retain their medical coverage. It remains quite small, due to budget constraints, and several states have surpassed it in their ability to expand coverage to greater numbers of individuals. The Minnesota Medicaid Buy-In program probably is the best example of a broad based and flexible buy-in. While cut back somewhat over the last few years due to a change in political philosophy and the national emphasis on human service budget reductions, it nonetheless still serves several thousand people annually. A less sanguine example of a broad based Medicaid buy-in program was that of Missouri, which formerly covered 9000+ people but was completely rescinded during this current budget cycle as a result of fiscal issues and changes in the governorship.

Benefits Planning (BP), currently organized under the umbrella of the Oregon Advocacy Center, and provided free to recipients due to federal and state subsidy, is seen as a key asset for people with significant disabilities, who face a confusing maze of rules, regulations, and possible resources. The draft Blueprint for Change for the OR MIG states that all SSA work incentives continue to be underutilized in Oregon. The dilemma about how best to make use of Benefits Planning, expand it, and make it more effective is conceptualized best within this section of the Blueprint itself. The first two goals for BP listed in this section of the document are: “Empower people with all types of disabilities to obtain meaningful employment” and “Educate and engage employers to develop and market the “business case” for employing people with disabilities”. Yet, the next section on “Outcome Indicators” lists the following three measures:

· “Increased number of benefits planners”

· “Increased availability of benefits information”

· “Increased utilization of benefits information and employment supports”. 


None of the listed measures in the draft relate directly to the first two goals. This actually reflects a major policy debate taking place in many venues where BP is practiced. The essence of the debate is whether BP is meant solely to provide accurate information to its clients and assume a position of complete neutrality in regard to return to (or entry into) employment or whether it is expected that BP is a service that should postulate a belief system about trying to encourage people into employment and thus should be measured in one respect by its customers working in greater numbers or for more hours. Local Oregon data supports the urgency of addressing this continuing dilemma by looking simply at the average wages earned by clients reported earlier, which are less than 25% of the SSA Threshold amount for continued Medicaid coverage for SSI recipients, yet concern about loss of health benefits still remains a key apprehension among consumers and supported by staff as a major reason why unemployment still is exceptionally high for this group of people.

RECOMMENDATIONS FOR PROPOSED STRATEGIC ACTIONS/OPTIONS (3 YRS) 


The recommendations for action parallel to some extent the recommendations made in the OCDD paper on Employment and People with Developmental Disabilities because people with various sorts of significant disabilities (cognitive, psychiatric, physical) face many of the same societal barriers. In particular, the focus on leadership/administrative structures, consumer/ family education, and outcome evaluation are well taken and would serve as useful information for those concerned with employment of people with mental illness as well. There are also several important differences that the recommended actions will address however. A fuller explanation of some of these possible differences and similarities can be found in an earlier work (1994) of the author listed in the Reference section: Supported Employment for People with Mental Illness: Myths and Facts. Most of these distinctions stem not from the disability itself, as people with mental illness or people with developmental disabilities are “people first” and thus share many of the same joys and burdens and because of disability as a social construct, some of the same obstructions to full citizenship and inclusion. Some of the actual disability related issues do have impact of course. For example, people with mental illness usually do not have their intellectual capacity impaired as do people with cognitive problems; medication plays an important role in mental health treatment whereas a much lesser one in developmental disabilities. But in terms of systemic change there are many significant differences. For example, the mental health system, even with an emerging Recovery orientation remains a health care entity, the developmental disabilities system is essentially a community service system. Medicaid also has different rules that impact these groups (e.g., only one state (Colorado) has a home and community based waiver for people with mental illness and this does not include employment; CMS has an IMD exclusion for payment for services for people with mental illness). Finally in the area of employment itself, Oregon was one of the leaders (even with its recent decline in this arena as noted in the OCDD paper) in what is now a national movement towards employment as the primary “day activity” which should be supported for people with developmental disabilities. However, there is still a great deal of tension and disagreement around this point in mental health systems in Oregon and elsewhere, among staff, consumers, and advocates.


As the recommendations proffered will demonstrate, there is an assumption of the author, based on his own and ICI colleagues’ experience and practice that the funding issue must inextricably be linked to clear definitions and outcome expectations and accurate data collection. Specifically the author feels that the definition of successful work outcomes for the OMHAS population must more closely approximate the consensus the public at large has about what constitutes employment, rather than conform to its current artificial and idiosyncratic characterization. Also, the author posits that one major barrier to employment success of people with serious mental illness, even with the strength of the evidence base to date of successful supported employment methodology, is low expectations that many groups, including consumers themselves and their advocates and family members as well professional staff and the general public, hold in terms of work outcomes.


Regarding interagency work, there are distinctions that are useful to examine in terms of coordination, collaboration, and cohesion in attempts being made in OR among OMHAS and OVRS and community providers and the broader generic workforce system to create a seamless system of care within a broader network of employment and life supports. The grid in Appendix D illustrates concepts that guide some of ICIs overall approach and vision in these recommendations, involving partnerships among disparate organizations or service systems.


Finally there are a plethora of technical assistance resources both within and outside of Oregon that can assist in various ways in achieving any these recommendations which the OR MIG Leadership Council wish to pursue. Some of these resources are already engaged through grant and contractual relations within the federal or state systems; others can be accessed in the future if desired. Some resources that could assist with any or all of these that are already known to the group but not members of the Leadership Council itself would be NCHSD, the Center for Self Determination at PSU, the Dartmouth-New Hampshire Psychiatric research group, ICI through its National Center for Workforce and Disability or its other contractual arms, and Western Washington University RCEP X. In addition, there are programs and people within the state that while perhaps not known to me, could be used as exemplars in delivering employment services to people with mental illness by Council members and their expertise should be tapped consistently where available. Finally there are other state systems that perhaps might offer guidance or information on potentially different ways of doing business in certain areas, while recognizing that Oregon and each state tends to share certain characteristics or also confronts issues unique to its own environment. Some suggested state contacts that might offer information to share on various topics are noted in the Recommendations section itself and included as a separate list in the last section. I have not included the other states involved in the RWJ evidence based practice project as OMHAS and OVRS are well acquainted with them through their monthly conference calls and regular meetings.


The recommendations that are in Bold are considered the top priorities to address by the author.

RECOMMENDATIONS:


The administrative recommendations are framed simply by the desire to incorporate two values that I see as inherent in the type of major systemic restructuring and reform that the Medicaid MIG is undertaking:

1] It is important to not let the “perfect become the enemy of the good” in balancing provider flexibility with organizational accountability

and

2] Processes to accomplish the employment goals of the OR MIG initiative should be streamlined and made easier wherever possible; the work itself should be made “harder” in that high standards of performance and outcome expectations are what Oregon citizens with mental illness and their advocates expect and deserve.

I] General Administrative Recommendations

1. As noted earlier, ultimately a public policy entity makes choices about what it values as part of the social fabric of the society in which it is based. There is ample evidence that traditional day treatment does not present an effective modality by which to enhance Recovery, Rehabilitation, and Employment goals (Becker et al., 2001; R.E. Drake et al., 1996; R. E. Drake et al., 1994). Furthermore, in a practical funding sense, the funding for evidence based SE outside of special grants is usually only available by transferring monies that formerly funded day treatment and using them for SE instead.  Therefore, the author would recommend that the OR MIG, OVRS, and OMHAS seek to begin the arduous and controversial process of “converting” day treatment programs to a variety of community employment supports and self help, consumer run centers. While it is beyond the purview of this limited report to examine in great detail all the obstacles that must be overcome, ultimately the provision of Supported Employment and eventual overall employment success are contrary to the types of services that a day treatment modality provides. Concurrent to movement away from day treatment, the OR MIG and OMHAS could support the use of seed money to develop more consumer self help centers, which would offer a vehicle for social supports and should eventually seek to become self sustaining. It appears from briefly reviewing the Medicaid billing codes recently sent to me, SE is already “incentivized” in the billing system by its reimbursement rate set as double the rate for what is used in day treatment ($15+ vs $7+ per 15 minute). So the problem as in most systems is really “de-incentivizing” day treatment philosophically more than creating incentives for SE.


Michael Moore from OMHAS has identified some excellent strategies and approaches to accomplish this goal in his brief “white paper” on the topic which was made available to me and the OR MIG. I would only add that ICI could serve as an additional possible resource to assist in this conversion due to our work with other mental health systems and MIGs in converting local systems such as in Maryland, Illinois, Napa County, CA as the most recent national examples. The best local example would be the work of ICI over the last 5 years in Vancouver, Washington where we have helped a fairly traditional mental health center which 6 years ago had 2 1/2 dedicated employment staff that now consists of 26 FTE and over a million dollar budget for employment services, serves over 500 people a year in various employment services, and funds no ongoing day treatment. It also has been selected as a pilot site for the Dartmouth/ Univ. of Maryland SSA national EBP demonstration project. The contact there for more information would be Gregory Robinson, Executive Director, Columbia River Mental Health, TEL: 360-993-3034; email: gregoryr@crmhs.org. 


As with several other areas of inquiry there is a corollary in the recommendations made by the OCDD “white paper” on employment prepared for the OR MIG. It cites the Washington State policy of “work first” within the DD system in that state. I will not include that policy here since it is included in that companion paper. While MH systems of care do have different mandates than DD systems so situations are not exactly comparable, the author does feel that the OR MIG, OMHAS, and OVRS and all the partners should recommend that as a matter of state policy there is a belief that services delivered to clients with psychiatric problems do take into account the importance of employment and productive activity as part of Recovery and Citizenship and that community mental health services delivered should, in the majority of situations, be accountable for employment outcomes as one aspect of their measure of efficacy. 

2. It would be useful for OMHAS and OVRS to try to come up with some more detailed guidance about what would constitute a successful employment outcome. OMHAS and OVRS should define as much as practicable a successful employment outcome as working at least 15-20 hours weekly at minimum wage. VR has federal rules to which they must adhere that precludes their defining it this way in absolute terms. Nevertheless, they can certainly establish standards of expectations that are flexible enough to be waived but still set clear expectations for staff. The author would suggest that this sort of operational procedure be developed involving line and management staff of OVRS, OMHAS administrative personnel, and representatives of providers with the possible use of external consultation to facilitate and help clarify the definition. The monetary total (e.g., 60 - 80 hours monthly @7.15 hr) could be used as the figure to account for fewer hours at higher paying jobs, but the author’s preference would be to include some sort of minimum hours as that would seem to further the goals of Recovery, Citizenship, and Community Inclusion more. The definition should be straightforward and something the general public would recognize as an employment outcome, not something that requires a Talmudic definition incomprehensible to the outside world. The “devil in the details” comes into play in terms of what OR OMHAS/ OR Medicaid wishes to pay for. Also there would be a need to allow for periods of interruption due to illness. And there may not be a need to get too complex on exceptions for time off but a pro-rata schedule could be applied (i.e., payment would be percentage of hours worked) or make a distinction between a work plan and actual work hours or a three month average (e.g., total of 180 hours worked every three months). Another potential change that would encourage cross-system collaboration is to pin OMHAS outcomes, in part, to what other systems (OVRS, WIA, etc.) would consider successful.  These need not be hard and fast requirements, but could be considered quality improvement goals (potentially accompanied by increased financial incentives) for providers to aspire to.  While contributing to OMHAS’s employment focus, it would also position them to coordinate with other systems around certain service models.



But these options would require more detailed costing and development involving input from others including providers and each becomes quite difficult to monitor, as well as each adding layers of intricacy to an already complex system. The outcome orientation and bias towards simplicity of the author leads me to encourage a more concrete definition that allows for consistency of reporting and ease of administering. The deficit of this approach is of course that to the extent OMHAS and OVRS define success with a brighter line, more people and providers will fall short - which poses political and constituency problems. Therefore, in practice, if the Medicaid MIG, OMHAS, and OVRS agree with this recommendation, this would probably require initiating a public education and feedback process before actually implementing any change. We at ICI would be happy to assist you in this and fully own this as the firm recommendation of ICI incorporated in this report.



The predictable concern encountered nationally and internationally in the author’s work over the years is that such a firm outcome classification inevitably leads to “creaming” and indicates a lack of concern on the part of funders (or consultants) for meeting the needs of those consumers with the most significant psychiatric disabilities. The author fully recognizes the manifold barriers that consumers face and the difficulties providers have to surmount in order to assist such people achieve successful community employment. Concomitantly, I also recognize the dangers low expectations pose. While the imposition of this definition would no doubt hold both providers and the public system up for greater scrutiny, it seems clear that higher standards of performance are meant to be stressors on the system to perform better, NOT meant as further screening tools to be used to judge client’s capacity to achieve success. There is nothing contradictory in the zero exclusionary principle of evidence based employment practice and the elevation of the meaning of successful competitive employment. In fact, it seems that either one without the other loses its impact.
3. I am not sure whether OMHAS and OVRS have ever issued a public joint policy statement to their respective staffs about not just their mutual commitment but the kinds of cooperation and expectations each system has for its personnel and providers in furthering the goals (which of course need to be stated clearly and measurably) of their collaboration. In addition, OVRS & OMHAS could supplement formal policy statements and interagency agreements or memoranda of understanding with some sort of joint orientation for providers/staff/community so that there is a clear and consistent message about this coordinated effort towards employment goals for mutual customers with psychiatric disabilities. I would emphasize this should not be a training day but a policy forum, perhaps starting with a one day  “think tank” involving just OVRS and OMHAS administrators and supervisors formulating a statement and next steps, followed by a policy forum with providers/staff/community. This is an area where either internal or external consultation for facilitation could be utilized effectively. As a corollary to the forgoing, OMHAS & OVRS should publish an annual report on their joint efforts to take deserved credit, inform each other’s staff of progress they might otherwise not be aware of, to gain further public support, and build momentum. 


It has been the experience of ICI in our work that in terms of administrative coordination and collaboration, the Maryland state linkage developed between their VR and MH systems alluded to earlier represents best the best (if not perfect) example of systemic coordination in terms of SE and people with mental illness of all the states. There is braiding of funding, close partnership at the top executive levels, joint services to many mutual clients as a matter of policy not individual negotiation, and creative use of Medicaid, state MH and state VR funds to serve clients with psychiatric disabilities. 

4. OMHAS should move towards specific outcome expectations in terms of its own goals for consumers in the system and employment (i.e., create an explicit goal of xxx% of consumers being employed as a measure of success for the OMHAS). This goal should be seen as one for the system of care as a whole not just for the employment program subset of the system. We would recommend that OMHAS first announce benchmarks based on data in the literature to date (which is quite limited in terms of employment results for the overall system) for employment outcomes (working at least 15-20 hours in the week reviewed). Thus somewhat arbitrarily but with some support in terms of evidence based practice to date (Bond, 2004) that if data is collected at specific points in time (e.g., quarterly), this benchmark should be 35% of the client population served in PRPs working during that week. If collected cumulatively, that at least 50% of the client population would have been employed at least 15-20 hours in one week during that period. To begin this process, OMHAS would need to further develop baseline figures for the period in which this process would start. After implementation and further refinement of the OR MIG strategic plan, I would encourage OMHAS to consider benchmarks in areas such as weekly salary, employment (rather than job) retention, i.e., days worked in a year or weeks with 15 hours of paid competitive employment within a year, and career progression/ type of job. But the data system and transformation efforts are both at such an embryonic state currently that I would not suggest overloading it with these more sophisticated measures of employment success right now.

5. OMHAS and OVRS should make the provision of outcome data from various providers a condition of funding for employment services. Such data should be made easily accessible to the public via state web sites and publications and client mailings.  If this proves impossible to do by fiat due to state laws, intractable policy, or tradition, I would suggest a] strongly recommending and encouraging providers to do so of their own volition, b] distributing widely the information from providers that do, and c] publishing a “scarlet letter” list of providers who do not provide the data. Of course, the list would not need to be identified as such but merely a listing of providers for whom data is not available. Presumably this openness of information already extends to consumers in the MH and VR systems in the state routinely having copies of any planning documents but also as a matter of course, not request, being given open access to their VR and MH charts and case notes that their professional helpers record. I would also encourage OVRS and OMHAS to include in this listing comparative state or regional data available from the OR Department of Labor regarding unemployment rates, wage information, and economic status (average family income) for the general population as a way of assessing progress towards Recovery, Inclusion, and Full Economic Engagement. 



This distribution would assist in creating competition at least in urban areas of the state especially if some form of individualized funding employment project is expanded. The availability of web and email dissemination should make this task easier. I would recommend that you encourage providers to submit their own public relations data, including outcomes in areas such as clients served in employment, career/ service plans developed that include employment goals, clients placed in employment, type of employment, job and/ or employment retention if possible, average time to placement, and average weekly wages earned. Furthermore, a section could be included that solicits client feedback/ commentary on services (from both providers and public systems) in a consistent reporting format. As long as the site had a moderator to filter out any ad hominem or scurrilous comments, there is little reason not to use this technique, especially in a state that prides itself on a commitment to consumerism and increasing consumer control. A possible vehicle to consider for this is an expansion of the existing web site of Disability Navigators. Inc. at http://www.disabilitycompass.org/.
6. In addition to the provision of shared funding (discussed below), which is essential to systemic change in these arenas, OMHAS should also focus on coordination of services and non-monetary resources with and beyond its partnership with OVRS.  Given the oft-noted funding limitations being experienced, an increased interaction with Oregon’s US DOL funded One Stop system, its benefits planning projects, the Oregon Business Leadership Network (OR BLN), etc. would take much of the pressure off just OMHAS and OVRS to perform the full scope of employment services and potentially lead to a well-coordinated, integrated, “seamless” overall system.  If OMHAS and OVRS were to move further towards this multi (as opposed to binary) system linkage, the division of efforts could be expanded to include coordination with One Stops and the OR BLN around business outreach, benefits planners to assist with the difficult issue of benefit management, and residential service providers to assist with the initial coordination of transportation.  Again, this would require a well organized and coordinated system – one that Oregon is fairly well-poised to have – and a clear vision on the part of OVRS, OMHAS and its funded service providers as to the priority of employment and their role in accomplishing it.  As mentioned earlier Worksystems, Inc (WSI) in partnership with Central City Concern has a Customized Employment (in essence, Supported Employment technology) Grant focused on serving the needs of chronically homeless individuals and is represented on the MIG Leadership Council. This grant could serve as a learning laboratory for the OR MIG in developing systemic partnerships serving people with serious mental illness and facing a multitude of other social barriers.

7. The facts at this stage of progress in community mental health are incontrovertible that the evidence based practices validated by SAMHSA in regard to Supported Employment for people with psychiatric disabilities are demonstrably more effective than traditional day programming or continuum, step approaches. However, the results are still clearly unacceptable in the author’s eyes in terms of the goal of full Community Inclusion, Participation, and Recovery. The most recent data sent to the author by Mr. Moore of OMHAS makes this point tellingly. Using 2004 MMIS and Employment data, the figures show that in non - evidence based practice SE sites in OR the employment rate was 16.8%; in the evidence based practice SE sites, the comparable rate was 22.1%. So, as almost all studies have shown, evidence based SE does produce better results than a less rigorous use of SE methodology. However, the higher figure still should be seen as a system failure in that even using the best information available to practitioners, the apparent unemployment rate for this group remains close to 80%. So the lesson learned for the MIG would seem to be that the state needs to continue to understand and use the available evidence but should not stop trying to evolve newer and improved methods. The conclusion from the 5 year SAMHSA multi-state Employment Intervention Demonstration Program with the results published through the University of Illinois Chicago (Cook, 2002) is the specific program “model”(i.e., SE, Clubhouse, ACT, Consumer Self Help Center) matters much less than that the core fidelity measures are incorporated. The proponents of the most documented method of effective SE for people with mental illness (the IPS model with which Oregon OMHAS is quite familiar) identify it a series of components that are associated with its effectiveness, not a program model per se. Therefore, the issue is not to prohibit use of options like volunteering (for some people being able to give back is quite an important step to Recovery) or transitional type work experiences (often valuable for youth or adults out of the labor market a lengthy period of time). Rather it is crucial to communicate that these are processes not outcomes. A program’s success in achieving employment should be measured in terms of remunerative employment in the competitive labor market or for some, self employment, not by “improved functioning” as demonstrated by improvement in job seeking skills or Activities of Daily Living or GAF score or symptom reduction.

II] Funding Structures


There is a need in OR to continue to include concerted efforts to maximize funding through the use of different financial streams that can be combined to serve the complex needs of people with psychiatric disabilities, including OVRS and Medicaid. Each of the fiscal mechanisms available and all used at one time or another within OR has drawbacks as well as offering the potential for added funding. State funding of OMHAS employment services is constrained by the current conservative fiscal climate and by the multiplicity of medical as well as rehabilitation needs that must be attended to. OVRS finances are constricted by a relatively small budget in comparison to OMHAS and by the need to respond to its own distinct federal and state mandates, which in essence can reduce providers to functioning as VR vendors rather than as part of the total OMHAS system of care. 

1. The Oregon MIG, as with most of the MIGs funded nationally, has the potential to be a vehicle for creativity in employment interventions for people with mental illness and other disabilities even though it cannot be used for service delivery. The author would recommend that it would be constructive to attempt to use the existing OR MIG to pilot small demonstrations as has been done in several instances in other states. The most relevant in this regard for Oregon efforts are the Minnesota MIG demonstrations on converting mental health day programs to IPS models and the Utah demonstration of evaluating the potential for using Personal Assistance Services for consumers with mental illness who are working. Information about both of these models can be sent upon request or the OR MIG Leadership council can contact them directly as they will be noted in the final section of other state examples. Additionally, the piloting of an OMHAS or OMHAS-OVRS individualized funding project specific for employment supports would seem to fit well within the MIG mission.

2. The author believes that the OR MIG should, as part of its mandate, assist the OVRS and OMHAS in developing some revised funding mechanisms that would consist of joint funding of selected projects and also experimenting with different funding models based on outcomes or “milestones”. I believe that the statement in the draft paper prepared for the MIG on services to people with developmental disabilities is essentially accurate. It is also relevant for the population of people with serious mental illness: “Oregon needs alternative incentives for provider agencies to create and/or continue to develop individualized supported employment services, as it is far easier and less expensive to manage alternatives to employment programs, sheltered work, or group employment.”  The outcome based approach associated with Oklahoma and adopted in other places either as policy or as pilot projects is worth experimenting with in Oregon. Samples of the Washington policy and another outcomes funding project in New York State are included in Appendix C. The specific costs associated with various outcomes are subject to debate as to their appropriateness, but the important matter for the MIG to investigate is whether the funding approach has utility for Oregon.
3. The author would encourage OMHAS and OVRS to discuss how OVRS might use the VR “service to groups” modality or some form of Innovation & Expansion money (initial program development funding) for some start up funds to target priority groups that are jointly designated (e.g., urban inner city population, rural areas, ex-offenders with mental illness, people with co-occurring disorders, young adults, etc.) The benefit to consumers, providers and OMHAS in this approach would be a system that maximizes ease of use and makes funds available more flexibly. The risk to OVRS is that this sort of funding methodology gives OVRS staff much less control and is usually only used in situations where there is a significant dearth of services that need to be developed.  If OVRS were to agree to consider this, they would need to be assured that both OMHAS and OVRS would couple this flexibility with specific outcome expectations and with the assumption that plans for sustainability would be a key part of the tasks that the provider of these newly inaugurated services would undertake. 


OVRS, per conversation with its Director, Ms. Taylor on 12/16/05 does not receive the state match required to draw down its full allotment of federal funds (approximately 78-79% federal to 21-22% state). Ultimately the ability of a state to attract all available federal match funding for VR is the ideal. However, in the absence of this capacity, OMHAS and OVRS could explore the creation of a cooperative agreement whereby state or county MH money is used as the state portion to draw down additional federal money. Many states use these sorts of matching agreements. Historically the most successful in the author’s mind has been the approach used by Minnesota VR and MH (since scaled back dramatically but many projects were seeded) whereby rather than just devoting the additional monies derived on a case by case basis, it was used to establish a RFP process to respond to specific state priorities over the years (e.g., services in rural areas, services to historically disadvantaged groups such as racial or ethnic minorities, etc.)

4. The “services to groups” process could also be utilized to assist OVRS and OMHAS to develop approaches to improving supported employment services to OVRS consumers who have significant mental illness but may not be OMHAS consumers. This population is one for which OVRS may need assistance from OMHAS in developing supports and services to enable these individuals to access the OMHAS system or to receive other community mental health services that will support their successful employment. 

5. In a similar vein, both OVRS and OMHAS can explore alternatives regarding more direct consumer controlled funding. There have been several projects over the last decade looking at individual budgets, service brokerages, and "microboards" (a Canadian term coined by the developer, the Vela Corporation in B.C., Canada) or SDSC- "self directed support corporations" (the technical term used in many jurisdictions in the US), including within Oregon, with OTAC currently very invested in this concept of SDSC. Most of the work in this area has been done in terms of uses of personal care assistance in working with people with physical disabilities or individual funding of support services for people with developmental disabilities and their families. There have been only a couple of projects nationally that focused on this for consumers with mental illness (Florida as well as Oregon). There have been a few VR individualized funding projects nationally (VT VR had one of the most successful) based on the “informed choice” provisions of the Rehabilitation Act of 1973 (in the 1992 amendments). A recent National Council on Disability report on self directed health care funding (NCD, 2004) identified this area in relation to consumers with primary mental health disabilities as one that has been largely unexplored to date and thus would certainly be an area worth exploring as part of the overall OR MIG system change endeavors.

6. A further recommendation for potential appropriate use of the MIG funding authority is that MIG might consider funding in conjunction with the state provider association and OMHAS, either a retrospective or prospective cost study of actual costs of delivery of supported employment service. This seems entirely within the purview of the OR MIG statement of work and the goals of the MIG in the U.S. generally. Such a study probably could be further expanded to include assisting OMHAS in creating an overall data management system for evidence based employment services as part of future mental health system transformation. I would recommend that if such a study were undertaken that there be a two pronged approach, a strict econometric study from a technical vantage and then a follow up analysis with refinements from external sources more familiar with programmatic aspects in addition to finances. ICI is one of the sources that could offer this refined analysis, with our expertise in areas of the intersection of MH and VR systems and the evidence base/ fidelity scales of supported employment. 

7. The Ticket to Work new funding structures that are expected to come to pass will open the doors for the potential for new sources of funding. Even with the changes proposed, it is still a difficult proposition for all but the largest and most fiscally sophisticated private providers to undertake. The author would recommend that the OR MIG develop a strategy to coordinate with OVRS and OMHAS to seek to encourage county mental health authorities themselves to become Employment Networks since they fund services anyway and could tolerate financially the episodic nature of the payments received. Then, as long as these county agencies are able to maintain retained revenue accounts (i.e., keep the money attached to their organizations rather than into the general county budget) the income earned through the Ticket could be used for Research and Development activities to support innovative employment options (such as microenterprise or economic development tied to hiring people with disabilities) or as bonuses for superior performance to organizations or individuals or connect the income derived directly back to the provider that helped generate it through their employment services.

8. While not strictly an employment issue, yet one that nonetheless impacts on it and fits well within the purview of the Medicaid Infrastructure Grant would be collaborating with OMHAS on comprehensive mental health, physical health, and substance abuse services with an employment link. As noted in the recent Bazelon publication Get It Together (2005) “numerous studies over the last 30 years have found high rates of physical health - related problems and death among individuals with serious mental illness.” Also, they note: “The life span for men with schizophrenia is about 10 years shorter than average; for women, almost nine years.” Clearly the impact of serious and chronic health conditions coupled with serious mental illness and often co-occurring substance abuse cannot but be seen as a major hindrance in eventual employment success and a significant issue for the healthcare system, whether for insured or uninsured adults. Therefore, the author would recommend that the OR MIG partner with OMHAS and OVRS, and presumably an academic entity such as OHSU or a service organization that includes interventions along these multiple strands such as Central City Concern, to attempt to connect with other systems in Oregon trying to affect improvement through integrating behavioral and physical health systems of care with the added enhancement of including employment services within this integrated system. This might prove another fruitful avenue to consider using OR MIG resources for some pilot demonstrations linked to some existing or embryonic attempts to integrate physical health, mental health, substance abuse treatment with the MIG value added being one of providing an additional emphasis on employment as part of the “total package.” 

III] Human Resource Development Recommendations:

1. There is a need for training focused on enabling provider staff to: 1) develop their practitioner skills in areas such as motivating the consumer to consider employment, person centered planning, motivational interviewing, job development, employer negotiation skills, advocacy, knowledge of impact of work on benefits, and on and off the job support strategies; 2) identify disability-specific and generic local resources that can be accessed and leveraged; 3) deliver services in ways that are "user-friendly." Training and technical assistance has been offered to staff in various ways in Oregon but the author is not privy to all the opportunities presented, though he is aware of current training to target some of these competencies conducted by Western Washington University RCEP X and also the business and customer service consultation currently underway to OVRS by Allen Andersen, which complements some of the employment marketing skill needs. Training has also been suggested as an element of needed change by the OCDD report written for the OR MIG in conjunction with this one. A portion of the recommendations contained herein will also suggest some training requirements. 

Furthermore, there is a need for technical assistance and consultation, either from internal or external sources to the OR MH and VR systems, to managerial and supervisory staff of both these entities and these funded providers. This help would concentrate on creating administrative structures and supports to enable line staff practitioners to operate effectively with the aforementioned skills and to communicate clearly to clients, advocates, providers, and the public at large its beliefs about employment as a core component of the mental health system of care, including its assistance from the OVRS to accomplish this goal. The structure for assessing and delivering such technical assistance in employment including the environmental scan or resource mapping approach that ICI often uses in its work is contained in Appendix B and it is easily adopted by others. The General Organization Index (GOI) protocol used for the Supported Employment evidence based practice projects assisted by Dartmouth is helpful in this endeavor but does not fully address the need. However, training and technical assistance themselves are not system change strategies but rather a second tier intervention that must be offered in conjunction with more structural intervention involving policy, management, program design, and funding revisions in order to have real impact on outcomes for people with serious mental illness in Oregon.

2. Oregon has a long and innovative history in attempting to engage consumers as provider staff of various agencies, including for the mental health system. Often however in the mental health structure, the primary avenue for this employment is in designated roles as peer providers or peer supporters or self help staff. The author would recommend not just the continuation of this excellent approach but would also suggest that two further areas of personnel development be considered: 1] the active outreach by organizations serving people with mental illness to recruit and hire current or ex-consumers in non consumer designated roles (i.e., as case managers, accountants, therapists, social workers, service brokers, etc.) and 2] that OMHAS pursue a linkage strategy with organizations with whom they contract for both administrative and clinical services. This linkage strategy would expect (but legally could not require) that each contractor over a certain amount, would have to undertake and present to OMHAS an active recruitment and hiring policy to engage people with a history of mental illness as employees, including in non consumer designated roles. This approach is not one of affirmative action but economic linkage, akin to what many states and localities use in economic development when negotiating tax breaks for developers.

3. In addition, Advocates for Human Potential under the leadership of Sherry Mead (with assistance from Patricia Deegan, Laurie Curtis, and Jean Campbell) are contracted with SAMHSA to develop a Consumer Operated Services Resource Kit and are currently looking for input specifically on: 1] What tools or resources have, been exceptionally helpful in getting consumer operated services up and running smoothly in your area?  and 2] What kinds of tools or resources would be most helpful in promoting, developing, operating or sustaining peer run services in your area?. The author’s presumption is that OMHAS and Michael Hlebechuk are already actively engaged with this process but if not, certainly should become so. In case this has not happened, contact information for Ms. Mead is included in the last section also.

4. The Oregon Advocacy Center’s Benefits Planning service has been well known and documented as part of the OR MIG and has been performing this function quite well over the years. As several others have suggested, I would recommend that a fee for service payment option be developed for BP, fostering the growth of some individual providers of that service, while including a subsidized service that OAC would continue to operate. There clearly are risks associated with this option in terms of consumers getting accurate information. However, this approach appears totally consistent with the OR MIGs movement towards more consumer control and choice in resource use. 


One area of possible development for their staff and by extension, their constituents is becoming better versed in not just Social Security and disability benefits per se but making sure that calculations regarding impact of working take into account the Earned Income Tax Credit. Significant income transfers occur at low wage levels, which unfortunately many of the consumers with mental illness appear to start at based on reported income data, through this generic tax vehicle. While many disability advocates continue to strive to get a disability specific income tax deduction or credit passed in the future, this current resource is often overlooked within Benefits Planning organizations. If it has not been done already, I would encourage the OR MIG to connect with some additional training for both consumers and staff on this option. IRS has a full time person who is available to speak and train. Though he is based in Atlanta, he does consult nationally through the IRS. His contact information is: Richard Keeling, TEL: 404-338-8814; email: Richard.Keeling@irs.gov. 


Also, in the author’s experience, the Benefits Planning projects in Vermont, Connecticut and Minnesota have been most aggressive in terms of trying to use Benefits Planning as a resource clearly devoted to offering the most responsible information for the betterment of consumers’ lives while still having a focus on supporting a movement towards employment in an ethical manner. Full contact information has been included in the following section of this paper. 

5. The OVRS and OMHAS have been exceptionally well connected throughout their work with the Dartmouth Research Center and the RWJ evidence based practice grants as well as the other system change national grants Oregon has developed. However, one model to consider that has brought some benefits to systemic collaboration and coordination within the Connecticut environment has been the creation of a position that is jointly funded by the VR and MH agencies to work at the administrative levels of both agencies to foster better relationships leading to better employment outcomes. While not a panacea, it does move service integration along better. The OR MIG might consider seeding such an arrangement. For more details on the inception and possible utility of this approach, the best person to contact would be John Halliday from ICI, whose full contact information is contained in the following section.
6. There are many people who experience mental health problems who function quite well in the community with minimal formal supports, if any. However, the population of citizens with psychiatric disabilities that public systems serve and are dependent on Medicaid for their health insurance often face multiple barriers such as poverty, substance abuse, homelessness, discrimination posed by their being members of racial/ethnic/linguistic minorities, interaction with the criminal justice system, etc. In addition, problems faced by young adults with mental illness are affected by non disability related developmental issues. Some of the evidence based practice initiatives in employment have touched on all of these complicating factors in one venue or another. However, to date, not a great deal is known with the possible exception of services for people with co-occurring substance abuse and mental health problems, on the specific employment strategies that might dovetail most effectively with the current state of evidence based practices in SE. Three of the components of employment services that appear particularly affected by these possible mitigating factors are 1] the specifics of person centered vocational planning (Marrone, Hoff, & Helm, 1997), 2] the types of employment supports (professional and more naturalistic) that should be offered, and 3] assistance in dealing with discrimination and stigma that may be directed at the person based not just on mental illness but on these other characteristics.  Therefore, the author would encourage that the OR MIG explore ways to ensure that these issues get addressed adequately as subsets of the broader concern of furthering the growth of evidence based Supported Employment.

CONTACTS OF POSSIBLE OTHER ENDEAVORS TO INVESTIGATE

Some Key States Benefits Planning Projects Referenced:

	Barb Smith, Director

Minnesota Work Incentives Connection
c/o Minnesota Department of Employment and Economic Development
2200 University Avenue, W
Suite 240
St. Paul, MN 55114
TEL: 651-632-5113
WEB: http://www.mnworkincentives.com/index.html
	Amy Porter, Director

Connect to Work Center

http://www.brs.state.ct.us/ConnectToWork.htm

Bureau of Rehabilitation Services
Department of Social Services
25 Sigourney Street-11th Floor 

Hartford, CT 06106 

TEL: 860-424-4864

Email: amy.porter@po.state.ct.us
WEB: http://www.brs.state.ct.us/ConnectToWork.htm

	James Smith, Director

VT VR - Work Incentives Project

103 S. Main Street

Waterbury, VT  05656

TEL:  (802) 241-4480

E-mail: james@dad.state.vt.us


	


VR and MH Contacts Regarding Collaboration

	Steve Reeder, Director of Vocational Services

MD Mental Hygiene Administration

Spring Grove Hospital Center,

Mitchell Building

55 Wade Avenue

Catonsville, MD  21228

TEL: (410) 402-8476

Email: SReeder@dhmh.state.md.us
	Christine Johnson

Staff Development, CRPs 

MD Division For Rehab Services

2301 Argonne Drive

Baltimore, MD  21218-1696

TEL: (410) 554-9440

E-mail: cjohnson@dors.state.md.us



	Virginia Selleck, PHD

Coordinator, Adult CMH Program

MN Division of MH

MN DHS

444 Lafayette Road

St. Paul, MN  55155-3828

Tel: (651) 431-2230

E-Mail: Virginia.Selleck@state.mn.us
	Claire Courtney

2200 University Avenue, W
Suite 240
St. Paul, MN 55114

TEL: (651) 296-0219

Email: Claire.Courtney@state.mn.us

	John Halliday, Sr Program & Policy Specialist

ICI/ UMASS Boston

100 Morrissey Blvd

Boston, Ma  02125-3393

Tel: (617) 287-4336

E-Mail: John.Halliday@umb.edu


	RUTH HOWELL

Coordinator of BRS/DMHAS 

Employment Project

CT DMHAS

410 Capitol Avenue

Hartford, CT 06134

 TEL: (860) 424-4882

Email: RUTH.HOWELL@PO.STATE.CT.US




DOL Funded Workforce And Disability Centers

	NCWD- ADULT

ICI/ UMASS Boston

100 Morrissey Blvd

Boston, Ma  02125-3393

TEL: 1-888-886-9898

WEB: http://www.onestops.info/
	NCWD/Youth | c/o Institute for Educational Leadership

4455 Connecticut Avenue NW, Suite 310

Washington, DC 20008
TEL: 1-877-871-0744

WEB: http://www.ncwd-youth.info/

	CHETA

Corporation for Supportive Housing

50 Broadway, 17th Fl.
New York, NY 10004
TEL: 212-986-2966 x222

WEB: http://www.csh.org/



Utah Project on Employment Personal Assistance Services 

(EPAS) for People with Mental Illness

Cathy Chambless, PHD 

(soon to retire but still able to be 

contacted through this project)

Project Director, Work Incentive Initiative

Utah Department of Health

Division of Health Care Finance

c/o Office of Rehabilitation

1595 West 500 South

Salt Lake City, UT  84104

TEL: (801) 887-9388

E-mail: cchambless@utah.gov

MN MIG Project On Conversion of Day Programs to EBP SE

	Virginia Selleck, PHD

Coordinator, Adult CMH Program

MN Division of MH

MN DHS

444 Lafayette Road

St. Paul, MN  55155-3828

Tel: (651) 431-2230

E-Mail: Virginia.Selleck@state.mn.us
	Mary Alice Mowry 
Medical Infrastructure Grant Director 

MN DHS

444 Lafayette Road

St. Paul, MN  55155-3828

TEL:  (651) 634-5107 
EMAIL: maryalice.mowry@state.mn.us


SAMHSA Consumer Operated Services Resource Kit Development

Sherry Mead

Consumer Operated Services Resource Kit 

302 Bean Rd. 

Plainfield, NH 03781

TEL: (603) 469-3577 

Email: Peertoolkit@ahpnet.com 

CONCLUSION


These recommendations are based on ICIs and the author’s experience in many venues and an “outsider’s” perspective of Oregon, for while I live here most of my professional work takes place outside the state. It is hoped that most if not all of the foregoing recommendations prove valuable to the OR MIG Leadership Council, funders, partners, service providers, and constituents in forging an enhanced Recovery and Employment focused mental health and vocational rehabilitation system, as well as stimulating some fresh emphasis within more generic systems. ICI would welcome the opportunity to be involved in some future partnerships with the OR MIG or any of its collaborators in areas such as technical assistance and consultation, program and system evaluation, joint grant development, research endeavors related to employment and person centered planning, managerial and administrative coaching, and on going project development of both a pilot and permanent nature. 


The author has sought to recognize the outstanding ground work laid to date in Oregon through the broad based alliance of public systems, private providers, funding agencies, advocates, and, most profoundly, the numerous people with mental illness who have successfully confronted the multiplicity of clinical mental health, systemic, funding, health care, and societal barriers in order to achieve employment success. Yet, much remains to be done in order to achieve the promise of Recovery, Inclusion, Economic Engagement, and Citizenship, which people who are clientele of OVRS, OMHAS and their partners deserve and should expect. 


People experiencing the challenges posed by psychiatric disability have been victimized as much if not more by the low expectations of many systems that purport to serve their needs—even rehabilitation or mental health specialty organizations — than by having these expectations set too high. For many years, the professional mental health constituency has not been effective in developing a sense of hope and possibility or encouraging their clients/patients to step outside the artificial boundaries of mental health services and mental illness itself into the bright light of community participation and citizenship. If the OMHAS and OVRS systems and their partners are to meet the abundant promise of seamless service delivery they have espoused, then they must meet the challenge of making all their services more accessible, available, and accountable. The confluence of new psychiatric rehabilitation technology and mental health treatments, evidence-based practice in employment services for people with psychiatric disabilities, and the flexibility of a creative, vigorous, transformed mental health system of care, has created the potential at this point in time for both the mental health and VR systems, aided by the efforts undertaken through their partnership on the Oregon MIG, to participate in breaking new ground in helping people with serious mental illness achieve a more fulfilling and complete life and reaping the benefits of full U.S. citizenship. It is hoped that ICI’s involvement has helped move this arduous but exhilarating process along. The author chooses to end this report with another quote from an address made by Patricia Deegan, Ph.D. at the 20th Rehabilitation World Congress held in Oslo, Norway in June 2004, which sums up why the pursuit of these efforts is a worthy and significant enterprise. In Dr. Deegan’s usual poetic, powerful, and inspirational style, she stated:

“It is nearly impossible to make your own future when you are not part of the economic fabric of the culture you live in.”

This report was prepared for the Oregon Competitive Employment Project, which is a part of the Oregon State Department of Human Services, Office of Vocational Rehabilitation Services. The Project is funded through a Medicaid Infrastructure Grant from the U.S. Centers for Medicare and Medicaid Services (CFDA #11-P-92415/-01).
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APPENDIX A: VR National Data - FY 2004

Total rehabilitations for people with mental illness FY2004, all closure types

	

	
	Valid N

	AK
	N=260

	AL
	N=1403

	AR
	N=1146

	AS
	N=2

	AZ
	N=1706

	CA
	N=9056

	CO
	N=1447

	CT
	N=914

	DC
	N=363

	DE
	N=466

	FL
	N=7868

	GA
	N=2280

	GU
	N=4

	HI
	N=751

	IA
	N=1978

	ID
	N=1609

	IL
	N=4333

	IN
	N=2214

	KS
	N=1452

	KY
	N=4103

	LA
	N=1212

	MA
	N=3191

	MD
	N=2272

	ME
	N=886

	MI
	N=3777

	MN
	N=3017

	MO
	N=4441

	MP
	N=10

	MS
	N=593

	MT
	N=879

	NC
	N=5644

	ND
	N=560

	NE
	N=993

	NH
	N=609

	NJ
	N=2774

	NM
	N=1158

	NV
	N=735

	NY
	N=7868

	OH
	N=5828

	OK
	N=1453

	OR
	N=2040

	PA
	N=5138

	PR
	N=1285

	RI
	N=615

	SC
	N=4967

	SD
	N=653

	TN
	N=2841

	TX
	N=14529

	UT
	N=2114

	VA
	N=2528

	VI
	N=2

	VT
	N=938

	WA
	N=1584

	WI
	N=2893

	WV
	N=1041

	WY
	N=392

	Total
	N=134815


Total rehabilitations for people with mental illness FY2004, 

by type of closure: successful v. All others

	

	
	1.00 Not successful
	3.00 Successful rehabilitation

	
	Valid N
	Valid N

	AK
	N=189
	N=71

	AL
	N=727
	N=676

	AR
	N=874
	N=272

	AS
	N=2
	

	AZ
	N=1291
	N=415

	CA
	N=6945
	N=2111

	CO
	N=1125
	N=322

	CT
	N=652
	N=262

	DC
	N=217
	N=146

	DE
	N=300
	N=166

	FL
	N=5534
	N=2334

	GA
	N=1602
	N=678

	GU
	N=4
	

	HI
	N=526
	N=225

	IA
	N=1557
	N=421

	ID
	N=1178
	N=431

	IL
	N=2882
	N=1451

	IN
	N=1737
	N=477

	KS
	N=1035
	N=417

	KY
	N=2806
	N=1297

	LA
	N=979
	N=233

	MA
	N=2407
	N=784

	MD
	N=1608
	N=664

	ME
	N=739
	N=147

	MI
	N=2698
	N=1079

	MN
	N=2182
	N=835

	MO
	N=3532
	N=909

	MP
	N=10
	

	MS
	N=478
	N=115

	MT
	N=708
	N=171

	NC
	N=3867
	N=1777

	ND
	N=396
	N=164

	NE
	N=738
	N=255

	NH
	N=395
	N=214

	NJ
	N=1890
	N=884

	NM
	N=891
	N=267

	NV
	N=564
	N=171

	NY
	N=5521
	N=2347

	OH
	N=4608
	N=1220

	OK
	N=1184
	N=269

	OR
	N=1546
	N=494

	PA
	N=3320
	N=1818

	PR
	N=785
	N=500

	RI
	N=412
	N=203

	SC
	N=2893
	N=2074

	SD
	N=453
	N=200

	TN
	N=2073
	N=768

	TX
	N=11435
	N=3094

	UT
	N=1311
	N=803

	VA
	N=1712
	N=816

	VI
	N=1
	N=1

	VT
	N=616
	N=322

	WA
	N=1233
	N=351

	WI
	N=2273
	N=620

	WV
	N=753
	N=288

	WY
	N=285
	N=107

	Total
	N=97679
	N=37136


Total cost and number of people with mental illness FY2004, all closure types, by supported employment status

	

	
	Supported employment status

	
	0 Not SE case
	1 SE case

	
	Cost of purchased services
	Cost of purchased services

	
	Mean
	Valid N
	Mean
	Valid N

	AK
	4253
	N=102
	5646
	N=29

	AL
	2207
	N=968
	3610
	N=154

	AR
	2069
	N=635
	2606
	N=21

	AZ
	3113
	N=656
	3225
	N=471

	CA
	3350
	N=5007
	5915
	N=365

	CO
	2235
	N=470
	4460
	N=217

	CT
	2149
	N=468
	2260
	N=50

	DC
	3378
	N=222
	2202
	N=1

	DE
	2855
	N=263
	2679
	N=13

	FL
	3794
	N=4562
	3298
	N=682

	GA
	1662
	N=1156
	3139
	N=295

	GU
	1010
	N=1
	1192
	N=1

	HI
	1979
	N=490
	4353
	N=13

	IA
	2182
	N=707
	2706
	N=191

	ID
	1857
	N=929
	1669
	N=77

	IL
	1924
	N=2562
	5809
	N=295

	IN
	3904
	N=856
	3577
	N=500

	KS
	3384
	N=563
	1532
	N=319

	KY
	2480
	N=1824
	3090
	N=226

	LA
	5382
	N=423
	5286
	N=178

	MA
	1633
	N=1421
	1959
	N=20

	MD
	2269
	N=730
	1823
	N=303

	ME
	4314
	N=457
	4475
	N=23

	MI
	2914
	N=2029
	3354
	N=321

	MN
	2189
	N=1246
	1951
	N=557

	MO
	4261
	N=1535
	6198
	N=284

	MP
	1131
	N=7
	.
	

	MS
	2663
	N=180
	833
	N=44

	MT
	3642
	N=292
	3133
	N=51

	NC
	1881
	N=3531
	2744
	N=383

	ND
	2439
	N=228
	3491
	N=38

	NE
	568
	N=344
	183
	N=226

	NH
	2306
	N=298
	2008
	N=38

	NJ
	2180
	N=1220
	1435
	N=460

	NM
	2387
	N=488
	3130
	N=65

	NV
	2513
	N=301
	1874
	N=63

	NY
	3401
	N=3309
	1150
	N=1479

	OH
	3152
	N=2349
	2732
	N=479

	OK
	2881
	N=655
	3483
	N=225

	OR
	2219
	N=928
	1439
	N=49

	PA
	2903
	N=3616
	4075
	N=208

	PR
	7928
	N=705
	17202
	N=24

	RI
	2803
	N=244
	3221
	N=150

	SC
	1040
	N=3329
	1893
	N=169

	SD
	2231
	N=246
	2006
	N=144

	TN
	4802
	N=1178
	3657
	N=192

	TX
	1827
	N=9280
	1804
	N=649

	UT
	2977
	N=1427
	2775
	N=11

	VA
	1644
	N=1385
	2936
	N=420

	VI
	4327
	N=2
	.
	

	VT
	896
	N=413
	2266
	N=193

	WA
	3135
	N=859
	6788
	N=15

	WI
	4920
	N=563
	6195
	N=57

	WV
	2356
	N=516
	2521
	N=51

	WY
	2892
	N=107
	3617
	N=89

	Total
	2664
	N=68282
	2839
	N=11578


Total cost for people with mental illness FY2004, by closure type 

(successful v. all others) by SE status

	

	
	1.00 Not successful
	3.00 Successful rehabilitation

	
	Supported employment status
	Supported employment status

	
	0 Not SE case
	1 SE case
	0 Not SE case
	1 SE case

	
	Cost of purchased services
	Cost of purchased services
	Cost of purchased services
	Cost of purchased services

	
	Mean
	Mean
	Mean
	Mean

	AK
	3481
	4099
	4940
	6738

	AL
	1808
	1591
	2477
	4731

	AR
	1434
	1605
	2979
	3517

	AZ
	2394
	2755
	4472
	3932

	CA
	3045
	4950
	3821
	7449

	CO
	1959
	3391
	2586
	5409

	CT
	1544
	1790
	2780
	2502

	DC
	2840
	.
	3663
	2202

	DE
	1860
	964
	3485
	5423

	FL
	2550
	1368
	5256
	6922

	GA
	1497
	1589
	1871
	4294

	GU
	1010
	1192
	.
	.

	HI
	884
	1481
	3357
	6149

	IA
	1539
	1761
	2942
	3621

	ID
	1508
	1620
	2334
	1719

	IL
	1712
	4819
	2126
	6862

	IN
	3274
	3215
	5054
	4256

	KS
	2356
	1299
	4689
	1740

	KY
	1463
	1145
	3064
	4331

	LA
	3059
	3647
	9087
	7814

	MA
	1486
	3147
	1756
	771

	MD
	1677
	1448
	2636
	1981

	ME
	3626
	3024
	5953
	5805

	MI
	2526
	2940
	3396
	3708

	MN
	1729
	1643
	2716
	2318

	MO
	3426
	5658
	5170
	6540

	MP
	1131
	.
	.
	.

	MS
	1664
	618
	3557
	1090

	MT
	3346
	3361
	3930
	2856

	NC
	1112
	1816
	2791
	4023

	ND
	2135
	2059
	2617
	4779

	NE
	405
	95
	746
	314

	NH
	2008
	1838
	2473
	2119

	NJ
	1721
	1140
	2655
	1618

	NM
	1765
	2717
	3051
	3583

	NV
	2084
	1691
	2981
	2119

	NY
	3151
	1045
	3671
	1251

	OH
	2671
	2307
	3790
	3280

	OK
	2187
	2162
	4542
	6072

	OR
	2017
	1395
	2418
	1475

	PA
	2066
	1978
	3873
	5028

	PR
	5752
	15017
	8942
	17777

	RI
	1985
	2121
	3736
	3975

	SC
	1011
	2007
	1061
	1835

	SD
	1384
	1110
	3078
	2785

	TN
	2247
	2193
	6928
	4442

	TX
	1579
	1493
	2368
	2603

	UT
	1746
	3073
	3944
	2255

	VA
	1382
	2183
	2005
	3541

	VI
	8654
	.
	0
	.

	VT
	864
	2320
	926
	2226

	WA
	2218
	.
	4562
	6788

	WI
	.
	.
	4920
	6195

	WV
	1587
	2892
	3090
	2104

	WY
	2979
	2985
	2821
	4157

	Total
	2067
	2127
	3364
	3578


APPENDIX B: EMPLOYMENT SERVICE/ SYSTEM RESOURCE MAPPING

	Prepare For Employment by 

Self-Assessment and Planning:
•
Career exploration 

•
Vocational evaluation

•
Job shadowing 

•
Informational interviews

•
On-the-job assessment 

•
Person centered planning

•
Work units in psychosocial programs

Prepare For Employment by Training
•
Occupational skills training

•
Academic training

•
Financial aid

•
On The Job Training (OJT)

•
GED preparation

•
Computer literacy

•
Work Try-outs

•
Volunteer work

•
Transitional employment programs

•
Job Seeking Skills/Job Club

•
Using personal networks

Help Get Employment through Advocacy
•
Individual job development/marketing 

•     Links with One Stop Career Centers

•
Specialized job placement for people with disabilities and links with VR

•
Get clients & jobs matched quickly

•
Supported Employment

•
Group placements (work crews, enclaves, etc.)

•
Client run businesses
•
Temporary agencies

•
ADA consultation/Disability awareness

•
Special Links with business and civic organizations

Support People After They Get Jobs

•
On site training and support

•
"Natural supports" in the workplace

•
Off site support (individual - group)

•
Links with Social Security Office regarding incentives/ disincentives

•
Services for families

•
Child care for working parents

•
Transportation to job site

•
ADA & Accommodation advocacy
	Asset


	 Easily Accessible?
	Gap  
	Priority    
	Who Does It?


System Self Assessment

Assessment of Current Performance: What Is Going Well/Not Going Well?

	
	


	System/ Organizational Considerations
	Needs/Implications  for System Change Efforts

	External Influences


	

	Resource Allocation & Supports


	

	Structure & Management 


	

	Mission, Culture & Practices


	

	Staff Skill & Knowledge Needs


	


Technical Assistance Resource Analysis
	Need
	Symptoms
	Reasons
	Change Wanted
	Methods
	Sources of Help

	
	
	
	
	
	


Technical Assistance Action Planning

	Problem To Be Addressed:



	Action Steps
	Who's Responsible
	Time Frame
	Deliverables

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


In developing the action steps, the following should be considered:

[image: image1.wmf]Are changes recommended consistent with mission of the systems/ agencies involved?

[image: image2.wmf]Are resource allocation & supports sufficient to achieve stated goals?

[image: image3.wmf]Are structure & management of the system change project currently designed to achieve goals?

[image: image4.wmf]Are the changes planned consistent with culture & practices of the systems involved?
[image: image5.wmf] Are the changes recommended supported by a high level of managerial and staff investment and support?

[image: image6.wmf] Are staff skill & knowledge needs being adequately addressed?

The questions below are based on a large body of change management research summarized by John P. Kotter as well as the Prochaska research on personal “readiness” to change and taken from work done by a colleague and myself under contract to United Behavioral Health, Inc., the ASO, in an on-going system change initiative promoting a Recovery orientation in the MH system of care in Spokane, WA. We see “cutting edge” employment initiatives within mental health as components within an overall Rehabilitation/ Recovery/ “Systems Change” approach. I would note here however that employment is perhaps the piece which is the least accepted element as anything other than an “optional” service.

References:

Kotter, J.P. (1998). Leading change: why transformation efforts fail. In: Harvard Business Review on Change. Cambridge: Harvard Business School Press.

Levesque, D.A., Prochaska, J.M., & Prochaska, J.O. (1999). Stages of change and integrated service delivery. Consulting Psychology Journal, 51(4), 226-241. 

Prochaska, J.0., Norcross, J.C., DiClemente, C.C. (1994). Changing For Good. New York, N.Y.: Avon Books 
Kotter has identified 8 major errors that consistently lead to failed attempts at organizational change:

Error #1: Not establishing a great enough sense of urgency. 

In the eyes of stakeholders, how important and urgent is the adoption of a Rehabilitation & Recovery model?

Are people so comfortable with the status quo that they will not want to take the effort and risks associated with change?

Are a significant portion of the key “stakeholders” (i.e., people with authority or influence or ideally both) honestly convinced that “business as usual” is totally unacceptable? 

Bottom line: Is there a system-wide perception of urgency?

Error #2: Not creating a powerful enough guiding coalition. 

Which stakeholders are driving the system redesign? Which stakeholder groups are indifferent? Which are opposed?

Do the people “pushing the change” have the means to create incentives and modify the organizational infrastructure to support the system redesign?

Who are the strong, credible, and assertive leaders who will communicate the need for change to all in the system?

Bottom line: Do the people driving change have the means to make it happen?

Error #3: Lacking a vision.

Is there a clearly articulated vision of what we are doing and why? 

Does the vision easily translate into actions?

Is the vision concise and easily understandable (The “rule”: If you can’t explain it easily within 3 – 5 minutes, you don’t really know it)?

Is there a clear link between the vision and each specific system redesign activity? 

Bottom line: Is there a clear theme and blueprint showing how the various system redesign initiatives relate to a vision, or is system redesign perceived as a collection of disparate activities with no central theme? 

Error #4: Undercommunicating the vision by a factor of ten. 

How has the vision been communicated? Do people “get it”?

Are day-to-day actions of the system’s leadership and the guiding coalition consistent with the vision? Are we practicing what we preach?

Are we using every possible communication channel to communicate the vision?

Are we willing and able to displace nonessential, generic training programs and devote those resources to training specific to Rehabilitation & Recovery?

Bottom line: How effectively have we communicated the vision?

Error #5: Not removing obstacles to the new vision. 

Have we identified the obstacles?

Are we willing to make changes in the existing organizational structures if those structures do not support system redesign?

How will the system handle administrators, supervisors, and/or managers that do not support change and make demands on their employees that undermine system redesign?

Bottom line: Are we willing and able to take the actions necessary to manage organizational and personnel obstacles?

Error #6: Not systematically planning for and creating short-term wins.

What are some potential short-term wins that would get system redesign off to a positive start?

Do we have the commitment to devote resources to creating short-term wins?

Bottom line: Are we willing and able to do what it takes to create short-term wins?

Error #7:  Declaring victory too soon. 

Does the system have the long-term perspective to maintain the system redesign initiative over time?

Do the stakeholders recognize that change requires years, not months?

Bottom line: Is there a plan to orchestrate a series of short-term wins so that momentum is sustained?

Error #8:  Not anchoring changes in the organization’s culture. 

How can we create a Rehabilitation & Recovery organizational “culture” within the local MH system of care?

How can we develop a broad base of support so that Rehabilitation & Recovery is not restricted to a small circle of advocates?

Bottom line: How do we make Rehabilitation & Recovery such an integral part of the mental health system so that it is self-sustaining?
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Appendix C: Funding Methodology For Supported Employment from Either Mental Health or Vocational Rehabilitation Systems in Other States

1] Massachusetts Department of Mental Health (June 1, 2005)

Employment, Education, and Training-Related Programs


The majority of Massachusetts Department of Mental Health (DMH) clients and others with mental illness in the community are unemployed or under-employed.  To address this, DMH sponsors community-based programs to assist clients with achieving employment or educational objectives; both as a means of furthering a client’s recovery process and his or her economic well being.  DMH delivers these services to clients primarily by contracting with private vendors.  The major programs of this type are the Services for Education and Employment (SEE) and Community Support Clubhouses. Clients also receive employment services through the Department's Programs of Assertive Community Treatment (PACT), which are not employment programs per se but each PACT effort does offer employment services within its mix of community-based client services.  It is important to note that none of these DMH employment programs sponsor so-called "sheltered employment workshops."

Services for Education and Employment (SEE)
The SEE program consists of 25 local projects in communities across the state.  Enrollment is limited to DMH clients. Funding is over $6 million dollars annually.  The program strives to assist participants to secure employment; obtain work training; and/or deal with remedial, basic, or post secondary education needs.  Clients are offered flexible, individualized supports with the goal of producing permanent employment with mainstream employers.  Education or training placements are also offered with the intent of better preparing clients to enter into competitive employment.  The individual SEE projects engage in active job development in their communities and form relationships with employers and mainstream employment, training, and educational systems external to the mental health community. In FY ’04, 2428 clients received SEE services.  SEE programs collectively found 2468 jobs for 1679 clients. This was in addition to 1171 client placements in educational and training programs.
Community Support Clubhouses

DMH’s Community Support Clubhouses provide members with a range of career counseling, job search, training, support, and placement services for obtaining and maintaining permanent, supported, or transitional employment.  Clubhouses also serve as multi-service drop-in centers for DMH clients and other persons with mental illness living in the community.  Approximately $17 million dollars in annual funding is allocated by DMH to the clubhouse programs. In addition to the more traditional job development, training, and employment services offered, each clubhouse operates under a “work ordered day” philosophy.  Under this approach all members are expected to contribute to the operation of the clubhouse each day.  This allows members, particularly those who are just beginning their recovery process, to develop appropriate life skills and work attitudes and abilities. FY’04 data compiled by the Massachusetts Clubhouse Coalition indicates Clubhouses found 2451 job placements for 1768 members among 901 employers. 

Programs of Assertive Community Treatment (PACT)

The Department has been actively developing PACT programs across the state, a nationally proven model for service delivery to adult clients with serious mental illness. PACT proactively offers outreach and highly individualized, flexible community supports customized to meet each client's individual needs, through comprehensive service teams. PACT services are delivered to individuals in their own place of residence by a team of staff, and are available as needed on a 24 hour, 7 days per week basis. A comprehensive services approach is used, which includes assisting clients with not only their mental illness but other needs, including successfully maintaining housing and households. If appropriate for the client, assistance with finding employment or education opportunities is also offered. Presently there are 13 PACT programs across the state, collectively funded with state funds at about $10.4 million per annum. In FY 03 of the present statewide PACT client caseload of 500 individuals, about 90 were employed, 25 were pursuing education, and 25 were in job training.

Homeless Employment Initiatives

Most DMH-funded Community Support Clubhouses and Services for Education and Employment (SEE) programs provide employment-related services and supports to non-homeless, homeless, as well as formerly homeless persons. DMH sponsors focused homeless employment programs in Boston, Worcester, Springfield, Quincy and Framingham.

Employment Connections

One DMH homeless employment program is particularly noteworthy because of its effectiveness and because the provider is a US Department of Labor (DOL)-funded Career Center. Employment Connections (EC), an interagency collaboration between DMH Metro-Boston and the Mass. Department of Career Services formerly the Mass. Dept of Employment and Training (DET). In state FY 04 EC served 72 participants and helped secure 56 jobs, with 48 participants working during the year. 


EC is housed at JOB-NET a One-Stop Career Center in Boston funded mostly by US DOL funds. Because JOB-NET serves a diverse array of job seeking disabled as well as non-disabled individuals, who have good as well as problematic work histories, DMH clients are given an integrated job search and placement experience, which has been recognized as a valuable, empowering and confidence building process.

HomeWorks Demonstration

DMH partnered with the Job Net Career Center, the Boston Private Industry Council (PIC), Boston Office of Neighborhood Development (OND), the Metro Boston Housing Partnership (MBHP), and the Boston Emergency Shelter Commission, to help the PIC obtain a very competitive grant in FY 04 from HUD and the US Dept. of Labor (DOL). The US Veteran's Administration (VA) is also involved. DMH played a role in bringing the project principals together and helping with the application. The employment component of the application was based on the Employment Connections program model. Home Works is focused on providing housing and jobs to chronically homeless persons. 

· The PIC, as the lead applicant, receives $622,912 a year for five years from US DOL.

· The regional housing agency, the Metro Boston Housing Partnership (MBHP) receives $1million over three years from HUD for 40 Shelter Plus Care housing slots---20 for DMH clients; 20 for other chronically homeless persons.

· DMH homeless clients are a main but not exclusive focus of the project.

· Customized employment services for the DMH clients, with supports from DMH, are to be provided by Job Net in conjunction with the DMH Career Advancement Resources program, a SEE program run by Bay Cove Human Services.

· This program is of interest in the homeless community because 1. It was a joint HUD-DOL-VA solicitation offering "mainstream" federal funds to end chronic homelessness and 2.  DOL is finally getting involved with homelessness.

2] Washington State VR Milestone Policy Attached as Separate Document

3] NYS OMH Performance Contracting Pilot Evaluation Attached as Separate Document

Appendix D: Seamless System Design Grid

	  
	    Coordination

	      Collaboration 
	       Cohesion

	Staffing 


	Knowledge of each agency’s type of staff, roles & responsibilities.

Have regular interaction. 


	Staff have structured interactions and develop skills at working together

Team & group approaches to serving common customers 

Joint funding of some positions


	Staffing structures and roles for agencies coordinated to maximize systems capacity. 

Common staffing for specific functions, modifications to job duties & assignments. 

	Service funding


	Understanding of funding practices & policies

Ability to provide simultaneous & sequenced services
	Ability to combine funding easily – braiding.

Ability to pool and streamline joint funding 
	Ability to create new funding mixtures.

Movement of funding into new arrangements across programs 

	Physical Proximity


	Staff visit other programs & utilize each other’s space on an intermittent basis. 
	Planned utilization of each agency’s space for services /meetings

Planned co-location or close proximity
	Common space designed to function as a unified service site. 

	Service Techniques


	Programs are familiar with each other’s service process & the types of services utilized 
	Programs understand the service processes & approaches that are being utilized

There are modifications made to service methods to improve services to joint customers

New techniques are introduced into the existing service mix 
	There is a unified service structure and major modifications have been made to service approaches which include discontinuing some, increasing other and adding new methods

	Program Development 


	Agencies are aware of major new program activities by other agencies 
	Agencies actively consult with other agencies when developing new programs.

Opportunities for cooperation & teaming are implemented.   
	There is strategic development of new programs that fit into a systems structure for programs.

Decision on new programs are based upon overall program networks  

	Vendors


	Agencies know of each other’s vendors and have a basic understanding of the services they provide
	Agencies share information & outcomes of venders. There are joint programs with common vendors including efforts to introduce & develop new services that are added to the existing service options
	There is an integrated vendor system that is structured to achieve common goals for the wider system. 

Funding & outcome measures are unified to enable fast responses to consumers 

	Training


	Agencies receive notices of each others trainings. There are opportunities for staff from various agencies to attend trainings offered by a variety of programs.  
	Agencies cooperate in the development of multi-discipline training for mixed groups of staff. 

Specialized cross agency training events.
	Training integrates the competencies of multiply professions into a cohesive program that results in a system wide level of competencies. 

	Joint ventures


	Pilot programs that focus on case coordination, referral & information exchange. 
	Pilot & model programs that share funds & staff.

Grants & Programs designed to bring additional funds to the existing services or add new services into the existing mix. 
	Restructuring of programs & services into new arrangements, including unification of programs & services, dramatic changes in how resources, staff & funds are utilized. 

	Forms


	Agencies & programs are familiar with each others key forms
	Forms such as referral & applications are modified to increase ease of cooperation.
	Key forms are restructured to support unified system of services.

Consumer control & access to their information is a priority

	Customer Information


	Sharing of necessary information among programs. 

 
	Pilots of approaches to increase electronic sharing of information & decreasing duplication of information gathering 
	Unified & simplified information gathering & sharing based upon significant changes to MIS and consumer case systems.  

	Policies & Procedures


	Agencies have a basic understanding of the key policies & procedures such as eligibility & consumer planning.  
	Efforts to align & coordinate policies such as eligibility to speed up services to joint consumers.  
	Development of integrated polices & procedures that support a unified system of services. 


Coordination


Collaboration  

Integration


Synchronize


Cooperate


Unification


Harmonize



Alliance


Fusion


Understand


Joint efforts

Merger



Relating



Teaming


Seamlessness 
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