
>> The broadcast is now starting.  All attendees are in Listen Only mode. 
 
>> Welcome, everybody.  This is Jacki Lyster from Pennsylvania Training and Technical Assistance 
Network in our East office.  If you were expecting Michael Stoehr, don't have him today.  You have me 
today.  Michael's on a nice vacation, and I'm just stepping in for him. 
 
We'd like to welcome you to today's broadcast, where we'll be talking with the Employment First State 
Leadership Mentoring Program.  And our topic is, Overcoming the Stigma of Living and Working with the 
Labels of Significant Mental Health Challenges.  So I'm just going to run you through a little bit about the 
webinar, in case you haven't -- this is a first for you.  You should have a little GoToWebinar dashboard 
that pops up for you.  You can close that if you choose, by clicking the small orange arrow, and it'll move 
off to the side of your screen.  You can click it and bring it back at any time.  If you're struggling with 
audio, click the Audio tab.  You should be able to hear -- hopefully you're hearing all of this now -- but if 
you're struggling with that, go there, look at the settings and that may help you fix what might not be 
working for you. 
 
If you have a question at any time during the broadcast, feel free to enter it into the Chat box.  I will be 
monitoring that Chat box, and then working back and forth with our presenter for today.  So you'll put 
the questions in, I'll collect a few, and then I'll pass them on to Rich, who will be presenting.  If you need 
tech support, what we recommend that you do first is go out and reconnect to the webinar.  There may 
be something with the bandwidth in your area, so you may choose to join by phone, and your email 
would tell you how to do that.  You might reboot or try another browser.  Then the other option is to 
look at Technical Assistance from wherever you're working.  If you've tried all those and you're still 
struggling, send in a question to me and I'll see if I can help you through that. 
 
Today's resources are located on the PaTTAN website.  Let me take a second and show you where that 
is.  You can go to this tinyurl link -- I'm sorry, it's not cooperating there -- but on the PaTTAN website, 
under the Transition, Secondary Transition link, you will find a Community of Practice off to the right on 
the PaTTAN website.  And then look for today's date, and you'll be able to download all of the materials 
for today. 
 
So we're going to move on, because we only have an hour together.  And I would like to introduce to 
you Devon Grant, who is the executive director of the Governor's Cabinet and Advisory Committee for 
people with disabilities.  Devon's been with us through these workshops, and he will be introducing our 
speaker.  Welcome, Devon. 
 
>> Thank you, Jacki.  I'd like to take a second, too, to thank you and Michael both for hosting the 
webinars for us.  Having PaTTAN run these has really made things easy for us.  So we certainly 
appreciate that.  I'd also like to welcome everybody today.  Unfortunately, this is our last webinar for 
this year.  The Employment First State Leadership Mentoring Program runs through the federal fiscal 
year, so they want us to wrap everything up by the end of this month.  But if you've not had a chance to 
participate in all of the webinars, I would encourage you to visit the website.  They will all eventually be 
posted; I'm not quite sure what's up there yet, or how current it is.  I mean the last one's not quite, but I 
think Michael said most of them are.  We are captioning them first before we post them, so that takes a 
couple weeks to get that done.  So I would encourage you to go visit that website, and look at the past 
webinars. 
 



I would like to introduce Rich Toscano this morning -- or this afternoon, I'm sorry.  Rich is a nationally 
recognized expert on issues related to employment, rehab and recovery for persons labeled with 
significant disabilities.  He has over 40 years of experience promoting meaningful employment 
outcomes from diverse perspectives, and he is one of our subject matter experts for this program.  So 
thank you, Rich, for closing out our series. 
 
>> Thanks, Devon.  Hello, everybody.  Happy to be here with you today, and it's kind of nice to go last, I 
think, because you've had all that other expertise ahead of me.  So I'm sure you've gained a lot.  I know 
some of the presenters that were on the series this year, and I think you really had a good, quality 
experience with many of those topics.  The topic I'm going to speak to today, on some level, touches 
some of those other presentations that have preceded me.  And I have spent most of my 40-year career 
focused on providing services within four individuals who are labeled with significant mental health 
challenges.  I wanted to spend some time with you today to kind of take you through some of my 
observations, some of the accomplishments and challenges that we've experienced with helping people 
kind of get reconnected to their community again, after the onset of a mental illness of some sort. 
 
So Jacki's going to advance these slides for me today, because I'm kind of old-fashioned, and not really 
sophisticated about webinars, so she agreed to do that for me.  Thank you, Jacki.  Let me just also start 
by apologizing; I've got my little summer head cold here, so I'm a little more nasally than I usually am.  
And I'll try and project so that doesn't interfere with our conversation today.  I'll also let you know that 
I'm fine if people have kind of pertinent questions that they want to bring up during the presentation.  
Jacki will capture those and she'll let us know, and we can address those in a timely fashion as that 
topic's being talked about.  We don't have to necessarily wait until the end.  But we'll also take 
questions at the end.  So Jacki, why don't we move to the first slide. 
 
What I shared with everybody was kind of what we'll talk about today.  Let me just highlight that for you 
for a second, that we'll look at, and acknowledge the accomplishments of the practice for many, many 
years now, 25 years in particular, because I think it's important to do that.   One of the experiences and 
backgrounds I come from was not only working for a state system in Massachusetts doing community 
development work, but running a private, nonprofit organization providing employment services to 
people with significant challenges to employment.  And we felt -- we were a small organization, we felt 
it really important to come together periodically; not just the staff, sometimes family members and 
individuals we served, to talk about where we've come from, how far we've come in terms of advancing 
inclusion opportunities for people in society.  And I think that's important for all of us, because the 
challenges of everyday work that we do can become somewhat frustrating.  So we have to celebrate 
periodically how far we've come, and then set new strategies to move forward in the future.  So I want 
to touch on that today. 
 
The second area was to really kind of dig deeper into why, with all the accomplishments, if you will, that 
we've had over the past 25 years, does the employment outcomes for people with label of mental 
illness still lag way behind many other populations?  I've come to learn from the many, many hundreds 
and thousands of people that I've come in contact with over the past 40 years that stigma is still alive 
and well, and very strong in our society.  And it's a very difficult think to overcome, because it has to do 
with attitudes.  And attitudes are hard-wired and difficult to change.  So I think any types of strategies 
we develop together with the people we serve, with our family members, with the providers, has to 
come along with some ongoing education to address stigma in society.  We've come a bit of a way, but 
we still have a long way to go. 
 



The third component, if you will, is kind of understanding the core principles of what works and why, for 
persons living with significant mental health challenges.  So basically, what have we learned from the 
research over the past 20 years now?  I've been very lucky and fortunate to have worked with some of 
the champions in our field of mental health, around evidence-based practices.  And having been in 
Massachusetts for many years, and now I live in Georgia, worked closely with Dr. Robert Drake and 
Debbie Becker and Gary Bond on the individual placement and support research and practices, and 
more recently in my work with the Department of Veterans Affairs where we were advancing evidence-
based practices for veterans with serious mental illness.  We've incorporated many of those principles in 
the service delivery for veterans as well.  So I want to share with you some of those core principles and 
why they're important. 
 
Then lastly, I wanted to touch on some strategies that we can all work on together to kind of continue to 
move the field along and address stigma in really more tangible ways as we go forward.  I was fortunate 
in the past and kind of revisited my relationship to the Department of Labor Office of Disability 
Employment Policy.  I spent a lot of time working with them about 10 years ago on the customized 
employment movement, then got somewhat distracted by my work in the VA, in the research and 
development side of what we did in the VA, and have become reintroduced to working with DOL ODEP 
again.  And some of the folks there have asked me to kind of address some of the things we've learned 
about serving individuals in the mental health arena, and what some practices are that might be more 
effective, moving forward from here.  So recently I just worked with Virginia Selleck, and we put 
together a little whitepaper that we just submitted to the Office of Disability Employment Policy on why 
does this issue still kind of lag behind other populations in society?  So more to come on that, I guess.  
Jacki, can we go to the next slide, please? 
 
So I just wanted to share with you as a resource and just one of those reminders about the 
accomplishments that I mentioned, and talk just briefly about each.  I'm not going to read through these 
references here, you have those in front of you and available.  But the Vocational Rehabilitation Act, the 
original 1973, really is a work of art.  In the many projects and consultations I've done over the years, 
I've had the opportunity to work with RSA, Rehabilitation Services Administration, and state projects, 
vocational rehabilitation counselors -- and maybe we have some on the call today.  But one in particular, 
a Midwestern state, I actually spent a six-month period and met every VR counselor across the State of 
Indiana.  And we talked about kind of the challenges that they experience, but also about the Rehab Act, 
and how it's a wonderful, flexible document that allows them to do really creative things to support the 
individual needs of people with mental illness or other disabling conditions.  There's a plus and a minus 
here in terms of its implementation, because as flexible a document as it is, the demand for services is 
so high.  And VR counselors have caseloads that are upwards of 100 plus individuals, that they can't 
really take it out for a spin.  They can't use that document to its fullest potential.  But the 
accomplishment is that that is in place.  And it's been refined through amendments over the years, and 
those amendments have improved the access and participation possibilities for people with serious 
mental illness as well.  And I think that's the point I wanted to make today; as an accomplishment, this 
document continues to evolve and be a useful resource for those who want to return to work and have 
that be a major part of their life again. 
 
The second bullet here is, obviously, the ADA, the Americans with Disabilities Act, which was landmark 
legislation back in 1990, and really an advancement of civil rights for people with disabilities.  It 
incorporated concepts of reasonable accommodation and accessibility for folks, not only physical access, 
but also addressing the need for accommodations for other disabilities.  It's obvious why that was such a 
critically important legislation, legal turn of events in our society.  It just highlighted kind of that whole 



civil rights movement for people with disabilities.  The part that has always been perplexing, though, is 
that as much as that was a celebration and an accomplishment, it's caused another level of 
discrimination undercover, or basically under-the-table discrimination, because people are so fearful 
about liability if they do invite folks with disabling conditions into the workplace, that they're afraid 
they're going to get sued.  I've seen this play out time and time again when I was running a private 
nonprofit, the employers seemed very supportive and empathetic, but they just wouldn't be able to 
close the deal with us in many cases, because of that little fear or anxiety about liability of bringing 
people into the workplace.  So I think that's an ongoing thing.  If there are providers on the call today, 
I'm sure you've experienced that to some level; the hesitation when you thought you had a really good 
deal negotiated, and it just didn't pan out in the end.  This is just kind of under the surface where people 
are afraid to talk about it, but it's out there.  And it's something we need to be aware of in terms of how 
we go about job development, how we go about education about integrating people into the workforce. 
 
The third bullet is the Olmstead Decision, really specific to folks with mental illness.  It really was kind of 
elevating least-restrictive environments for individuals to have access to their community again, and not 
be in institutional settings for long periods of time.  I mentioned I live in Georgia now, and I actually 
worked with the named plaintiffs in this case, L. C. and E. W.  I had the privilege when I was at the 
University of Georgia to actually work hands-on with them and do some job development with them.  
Wonderful women; very talented in their own right.  But they lived with symptoms of mental illness that 
really cause people some distress in terms of ways to integrate them into the workplace.  And the 
person L. C. now actually has her own self-employment.  She is a very talented artist, and does African 
American folk art.  Unfortunately, E. W. has passed away, but she did have an opportunity before she 
passed to do some administrative work in an office setting, which was something she always wanted to 
do.  So again, the various legislation and legal aspect of this, I call it the art and science of advancing the 
field, that the legislation is important, but also the education that comes with it is maybe more 
important.  And many of you on the phone today are part of that education day in, day out in the work 
that you do. 
 
Then lastly, very current, is the Workforce Innovation and Opportunities Act, WIOA, that we've heard so 
much about in recent years.  Even beyond 2014, we've had some committees come together providing 
guidelines for what defines competitive, integrated employment as a priority for all people, no matter 
the level of disability.  And what strikes me about the power of WIOA is the strength and ability we have 
with the technology that exists today.  Twenty years ago when we talked about technology, we talked 
about adaptive equipment and workplace accommodation for physical access.  But today we can talk 
about technology for also helping individuals with mental health challenges, PTSD challenges, with other 
types of challenges and accommodating the workplace in different ways.  So technology has changed.  
And I've often talked to employers about that there's probably no obstacle we can't overcome.  You 
know, whether it's somebody in a wheelchair, somebody that has intellectual disabilities, somebody 
who has symptoms of mental illness that aren't always controlled by medication or other interventions, 
that we can manage those if we're working collectively together to advance opportunity in a timely 
fashion.  So WIOA is a very important recent change that I think is going to help us all in the work that 
we do together.  Jacki, do you want to go to the next slide, please? 
 
I wanted to take each of the kind of the focal points I mentioned a few minutes ago, one at a time.  Let's 
first talk about this very important one, stigma.  The policy and law place a spotlight on societal attitudes 
toward persons with the labels of mental illness.  We've often heard the mass media, the way they 
elevate sensationalism around horrible events that happen in our communities, when it's noted that 
somebody's had mental health challenges in the past.  That's what the takeaway is for everybody, is 



mental health or mental illness is something to be fearful of, the unpredictability.  This is a horrible 
stigma on folks that kind of live and work with this every day, that they get lumped into this element of 
fear and trepidation about what's going to happen next.  We have to break the myths about that, 
because the truth is that it's a very, very small percentage of folks labeled with mental health challenges 
that impact the criminal justice system.  I think again, the work that we do together has to incorporate 
not only promoting opportunity, but promoting education about this.  When I do a lot of training with 
job developers and job coaches and folks who are in contact with people in the community, we talk 
about not assuming that those biases aren't there, that when we're doing some negotiation and 
education with potential employers, that if we have permission for some degree of disclosure about the 
folks we're working with that we use that opportunity to do some education too, to talk about people's 
strengths, to talk about their skillsets, and that the label of a disability is something that we have 
supports for that can help that person be as productive as possible, day in and day out.  There might be 
glitches along the way, but so, too, are there glitches with anybody in the workplace.  When you have a 
really honest conversation with employers, they recognize that their total workforce is not always 
operating at top form all the time, that there are personal stresses at home, that there are marital 
issues, financial issues that people tend to bring to work.  In fact, I've had many employers who have 
told me and my colleagues that, boy, I wish I could use folks like you who support individuals with 
disabilities to support some other members of my workforce who have challenges to their lives as well 
that affect their productivity.  So I think we have to have some honest dialog to really overcome this 
issue. 
 
A second bullet talks about the personal experience and frame of reference towards mental illness that 
perpetuates the myths and the underground discrimination.  These are roadblocks to employment.  We 
already talked a little bit about the myths that we want to kind of educate people about what's true and 
what's not true.  But the other thing that I think is important to remember, that there's only a few 
degrees of separation from what people's personal life experiences are, that I think the recent statistics 
that I've seen are one in four or five individuals have some significant contact with people with mental 
illness, either in their families or their circle of friends, somewhere in close proximity to their lives.  The 
attitudes they form about that are oftentimes based on that personal experience.  So if you're in dialog 
with the people in the community, even in social environments, that may be coming up on occasion, and 
to take those opportunities to educate what we know to be true and not true about people living with 
mental illness, particularly when we're negotiating with employers.  I'm very big on motivational 
interviewing.  So if I have an opportunity to get in the door with a potential employer that I'm 
advocating on behalf of somebody, I want to draw that person out to what their personal biases might 
be; why they have those concerns, where those concerns came from in a very respectful way, because 
you want to be able to uncover that on the front end, so we're not surprised on the back end when the 
employer either decides to hire the person or decides to come up with some other reason why they 
didn't hire the person.  So these are important ingredients, and they're subtleties sometimes.  But I think 
it's important that we raise the awareness of these stigmas that are very active and current in our 
society. 
 
The third bullet, I think, is a tricky one.  Persons living with mental illness personalize the stigma and fear 
as to why they might not be successful at work, or why they don't want to risk going to work, because 
they might lose benefits or their healthcare eligibility.  These things are real and they're tangible.  I've 
even heard individuals talk to me about their benefits and their eligibility is life-saving, in many ways.  
That people start to take on that stigma themselves, and they start to believe it themselves, that maybe 
I can't work.  So the work that we collectively do together as support systems, whether we're workforce 
related or whether we're mental health service related, are critically important to revitalize the person's 



belief in themselves.  I often talk about developing vocational profiles.  And what happens in a good 
vocational profile is, you're kind of doing a timeline of this person's life, going back to maybe even 
before the onset of mental illness and saying, what were the things you were interested in?  What were 
your passions?  What were your skills?  What did you hope to do with your life?  And to capture that and 
build that into the current vocational plan for them, recognizing who they were before as who they can 
become again as they get the opportunity to manage the symptoms of their illness.  So we're always 
kind of reinforcing, revitalizing the person's belief in themselves at the same time, because it's so easy to 
get beaten down by that stigma that exists in our society.  Again, the mass media picks it up in movies, 
in TV shows in terms of mental illness and its impact on our systems in society. 
 
The fourth bullet talks about employers establish what I call "gatekeepers" to screen out persons 
perceived as risks, further limiting accommodations for mental health.  I know this to be true.  I have 
some family members who have been in the Human Resource system for major companies, that the 
training in HR has historically been reducing the company's liability.  And it's even talked about 
internally, that people with significant disabilities, in particular mental health issues, are perceived as 
high liability in the employment arena.  So HR folks are really cautioned to be careful of that, and to 
screen out without being discriminatory.  That's where that underground discrimination happens.  That's 
-- I'm sorry, my phone is just beeping a little bit from an incoming call.  So that's a significant issue here.  
And this is where we can become much more strategic in how we go about advocating for people to be 
successful in the workplace, going forward.  Okay, Jacki, you can go to the next slide, please. 
 
So I want to move into what I mentioned at the beginning as the core principles that we want to look at, 
in terms of overcoming these obstacles in society.  I talked a little bit about Debbie Becker and Gary 
Bond and Dr. Robert Drake.  They've developed now 24 randomized control studies of what we call 
"evidence-based supported employment," or IPS, individual placement and support.  I'm sure many 
people on the phone have been exposed to and are familiar with some of those practices, and may even 
be using them in the work that you do.  But in essence, I'm going to go through some of the core 
principles in a few minutes.  But I think the evidence is quite striking now.  This chart is just a visual 
representation of these 24 studies, and the black line is the employment outcomes using IPS, versus the 
red lines that are services as usual, if you will.  So there's significant increase in employment outcomes, 
using this individual placement and support design for folks with serious mental illness.  And that's been 
the predominant population that this evidence-based practice has been implemented on behalf of.  
Jacki, you can go to the next slide. 
 
Some of those core principles involve these seven areas here.  There's actually eight core principles now, 
but commonly known for these few.  Let me just describe.  Individual placement and support is 
universally acknowledged as the most effective, evidence-based practice to successfully address the 
employment and recovery needs of persons labeled with serious mental illness.  The first core principle 
is zero exclusion, otherwise known as the absence of readiness criteria.  Basically, anybody who 
expresses a desire to re-enter the workplace again is deemed eligible, that we're not looking at level of 
disability, level of symptoms.  If somebody wants to go back to work, that they should be included in an 
IPS program, not using any other kind of exclusion criteria.  And the reason this is important is because 
of the second core principle here, that the integration of vocational and mental health services together 
is what this practice is about.  What we learned in the research practice is, by people having some 
degree of success back in the workplace, a sense of identity, a sense of contribution really advances 
their ability to receive active treatment that's helpful to manage those symptoms.  The employment is 
almost a treatment in and of itself.  You're feeling better about yourself.  You're doing a job that you 
value that's important to you, and you can make a contribution to.  That makes you more receptive to 



the treatment recommendations, because you know it helps you be successful in the workplace.  So 
they go hand in hand.  And then vice versa, the treaters, the mental health treatment people, both the 
doctors who are prescribing medications, the psychologists who provide counseling, the case manager 
and social worker who's managing all the other variables -- they're learning from the employment 
experience.  I've had many, many doctors and clinicians comment to me about the IPS practice that it's 
so helpful as a prescriber, or so helpful as a counselor to know functionally what's happening in the 
community with somebody who's receiving that treatment.  So by having the employment specialist 
who works with that individual come back to the clinical team and say, this person is doing so well at 
work and the medications are managing the anxiety and they're managing the depression, and things 
are going well, that lets the clinician or the prescriber know that that treatment is being effective.  If the 
IPS specialist comes back and says the person is more highly anxious, they're really distracted, then that 
prescriber might know that they might need to adjust the dosage.  So it's a very invivo, if you will, way of 
managing the treatment and managing the symptoms.  So it's a very powerful technique, I think, in 
terms of advancing the opportunities. 
 
The third bullet talks about benefits counseling.  I think you had a whole session devoted to that 
recently in this series.  The actual IPS developers added that in a second iteration of the core principles 
of this practice, because it was such an important feature for individuals living with mental illness to 
have that ongoing benefits counseling to recognize how health benefits and healthcare is so important.  
They didn't want to risk losing that prematurely before they were established in their career path again, 
so it's a back and forth in terms of that going counseling -- very critical to this practice.  I would 
encourage anybody that's doing vocational supports for this population to keep bringing that up as 
you're working with the individual with the mental illness, to keep asking the question, even if they're 
not bringing it up as a concern, because it usually is right below the surface.  I'm worried I'm going to 
lose my benefits, I'm worried I'm going to lose my job, and then I'll be out again without anything. 
 
The next bullet is an obvious one, I think a common sense one, attention to individual preferences.  I 
mentioned the vocational profile a few minutes ago.  Building a profile based on who the person is, 
what's important to them, what their life experiences have been, and then building an employment plan 
that's respectful of that.  The person's going to be more motivated if they're moving to something that 
they've always wanted to do, or maybe they've done in the past and then their illness interfered with 
their job and they lost their job.  I think to make sure that we're really building our employment plans 
around who the person is, is critically important.  It's a highly individualized practice. 
 
The next bullet talks about rapid job search, which, in essence, is a motivational principle, what the 
research taught us is as somebody identifies the interest to go back to work, that we want to kind of 
jump in right away and start to make things happen right away, because the longer the time between 
each meeting, the longer the time between getting out into the community and meeting employers and 
maybe doing some job tours, then the person starts to get more anxious.  Maybe this was a bad 
decision.  Maybe I shouldn't have pursued employment right now.  Maybe I’m not ready yet.  All those 
things start to ruminate around what can go wrong, as opposed to what can go right.  What we learned 
about rapid job search is, the quicker we engage and the more actively we engage in those first three or 
four or five weeks, the more successful people tend to be.  Even if they don't get a job right away, 
they're engaged, they're encouraged.  They're meeting people in the community, and they're gaining 
more confidence. 
 
The next bullet talks about follow along supports, as probably many of you on the phone know, that the 
nature of mental illness is not a linear path in recovery or rehabilitation, that it tends to be an up and 



down graph, if you looked at it over time.  That sometimes we're doing well and sometimes we're not 
doing so well.  So the follow along supports are critically important to kind of track that, to make sure 
the person's not hitting a little bit of a cliff and needs some extra support.  The IPS model is intended to 
follow the person for an extended period of time so that we can kind of catch that when it does happen, 
get back in with the clinical staff, maybe adjust the dosages up or down -- it doesn't always mean 
adjusting up the dosages of psychotropic medications.  Often times it's more beneficial to drop it down, 
because more things are happening in that person's life.  I don't want to get too sidetracked by 
medications, but I've become quite critical of our system, that we tend to just overmedicate people all 
the time.  And as their lives become more active, their metabolisms are changing; their nutrition 
changes, so, too, the medications need to adjust up and down accordingly.  So that's the advantage of 
this integrated model of employment and treatment together, is you're working with the clinicians.  And 
you can help them understand why those adjustments might be necessary. 
 
Then the last piece reinforces the integration.  It's the team-based services that really assist people to do 
systematic job development and the time-unlimited follow along support.  Again, I want to don't be 
overly redundant, but sometimes we learn from the clinical staff who know the person well some of the 
triggers that might cause symptoms to come on more rapidly.  So the employment specialist having 
communication with those clinicians allows them to provide extra support at those times, where maybe 
symptoms are increased for some reason that's going on in that person's life -- family issues at home, 
financial issues might trigger those symptoms.  So the employment supports might be increased in the 
workplace, or increased after work to help that person kind of work through that anxiety. 
 
So IPS, again, for those of you who might not be familiar with it, it's tracked over time.  There's also what 
we call a fidelity scale.  And I do a lot of that for state projects and the VA, a program evaluation scale 
that crosswalks the core principles against what's happening day to day with the services.  And then 
there's some fine-tuning and quality improvement that goes along with that.  Jacki, the next slide, 
please. 
 
So I want to kind of, in the balance of our time here, just sort of move to a couple of other core practices 
that we've learned not only from the research of evidence-based supported employment, but also from 
customized employment, which was another one of your topics in the earlier part of this series.  My 
colleague, Virginia Selleck, who some of you may know, is also an ODEP subject matter expert, 
developed this employment strategy quadrant.  She and I worked together six or eight months ago and 
we kind of talked through this quite a bit.  I felt it was a really helpful visual for understanding intensity 
issues, and individual needs of people and what program or services might be most beneficial to them.  
It doesn't have to be one program for everybody, because the label of mental illness is a cross-section of 
our population, that some people have higher intense needs, and some people are more independent 
and able to be self-determining in how they pursue their employment. 
 
So this graph, let me just walk through it very quickly.  Quadrant one on the lower left bottom there, is 
individuals that are a little more independent and are self-directed.  They may have some symptoms of 
mental illness or minor depression, challenges to their employment in the past.  But they don't need the 
whole package, if you will.  Just referral with some supports to community resources that best serve the 
are adequate to help them get back into the workplace again.  They might use workforce systems, one-
stop centers, if you will, to help get connected again to employment of interest.  Quadrant number two, 
to the right, really is what you might call vocational assistance need to overcome some of the limitations 
or symptoms of mental illness, guiding people through that process.  Maybe using motivational 
interviewing to help them really fine-tune what their career path might be.  So again, it's a little more 



intensive for an individual.  Maybe somebody that gets discouraged and kind of stops looking again, 
giving them resource centers in our community to help them advance their employment search.  So 
lower level of collaboration for that to happen. 
 
Then you go up to the upper left, number three.  Here you're talking about referrals to community 
rehabilitation organizations or supported employment programs, more hands-on because the person 
has higher needs to get reconnected to the workplace.  Maybe there's a lack of follow-through.  Maybe 
there are still active symptoms, and they need that guidance and support to kind of get reconnected to 
the workplace.  Then quadrant four is the full package, if you will.  It's full integration, what we call 
individual placement and support, the evidence-based supported employment, where individuals who 
are really kind of paralyzed by the symptoms of their illness and have a hard time taking those next 
steps need that high-integrated model where we're moderating both the treatment and the 
employment support simultaneously as they pursue employment again.  This quadrant picture, I think, 
was a nice way for service systems to also look at how they fund and how they deliver services in terms 
of what programs to refer to, or maybe the types of intensity of services that might be necessary for 
folks.  And that changes sometimes for different people, too.  We've had people that started off in an 
IPS program, full integration, high intensity, but they really did well with treatment.  Medications 
manage their symptoms well, and they didn't need that level of intensity anymore, and they dropped 
back to a two or a three quadrant in terms of the service supports that they needed ongoingly.  Jacki, 
let's go to the next one. 
 
So I wanted to kind of talk to you a little bit about how that employment strategy quadrant segues nicely 
to what we've come to know as customized employment.  Customized employment is not technically an 
evidence-based practice.  It's a best practice, and we've learned a lot in the past ten years about its 
application to a wide variety of individuals with intellectual disabilities, physical disabilities and mental 
illness.  But it hasn't been kind of coined as an evidence-based practice.  I've worked had in my time with 
the VA over the past 10 years to try and integrate what we've discussed recently about individual 
placement and support with customized employment, because customized employment, as defined by 
the Department of Labor, is a flexible process designed to personalize the employment relationship 
between a job candidate and an employer in ways that meets the needs of both.  Well, I see this in the 
evidence-based practice as strategic job development.  So when we have folks who really have a hard 
time connecting and networking in their community to bring in some of the customized employment 
principles to help advance creative opportunities to job carve, maybe use self-employment, other 
techniques that I think you heard about, possibly, in the earlier webinar that was done in this series.  
Customized employment is based on an individual match between the strengths, conditions and 
interests of a job candidate and the identified business needs of an employer.  Again, in mental health 
we saw how important it is to be educating employers every step of the way and doing what I call 
"dignified disclosure."  So using some of the customized employment practices of meeting people in the 
community, networking two employers, networking to decision makers in the company allow us to do 
that education simultaneously about this job candidate, what strengths and contributions they can 
make.  And all of a sudden the label of mental illness becomes less important, because now you get to 
know the person in terms of what they can offer that particular person or company. 
 
Again, customized employment, highly individualized, flexible, designed to meet the strengths, interests, 
skillsets, conditions for productive employment through strategic job development.  I want to 
emphasize strategic job development is one of those core practices within evidence-based practice.  It's 
also a key factor and ingredient in customized employment.  So this is where the two come together.  I 
think where it really gets best represented is in the process of discovery.  Again, for those of you on the 



phone familiar with discovery, is that walking somebody through the community, reminding them of the 
context they have in that community, and sort of building the bridges back to those relationships that 
can help get in the door of a potential employer, and hopefully sustain employment over time. 
 
So that customized discovery process really enriches our snapshot of who the person is.  It also enriches 
the partnerships that exist in the community.  This is the one stumbling block that we've had in mental 
health challenges, is that overcoming stigma really makes it all the more important to build those 
connectedness relationships in the community.  I really see the two partnering very well together.  Then 
again, the last bullet, the strong intersections with evidence-based practice, ongoing vocational 
assessments and respecting and adjusting the job development planning based on the positive and-or 
negative changes in adherence to treatment.  This is where the mental health and the intersection of IPS 
really come together, that ongoing vocational assessment of where the person is today, because the 
complexity of mental illness is that it's changing week to week, month to month sometimes.  And we're 
always adjusting our strategies accordingly.  Jacki, let's go to the last slide, please. 
 
Just to summarize, some actions to increase meaningful employment outcomes in partnership with 
persons living with significant challenges, the first bullet is actions from the person living with SMI, or 
serious mental illness' perspective; consider "dignified disclosure" and negotiated workplace 
accommodations.  I want to emphasize partnership here.  I've been privy to projects that are always 
kind of doing things for the person, as opposed to doing things with the person.  The power of what 
we've learned in some of the evidence-based practices is, the person needs really to be a partner in that 
process, and if nothing else, the driver of that process.  I always find myself in working with an individual 
with a serious mental illness to always be asking permission.  Is it okay if I ask you about this?  Are you 
willing to talk about this?  If we work together in this way, what if I do this and you do that?  Is that okay 
with you?  Always put the veto power back to the individual, that they're in control.  It's a very powerful 
technique to help that person feel confident about themselves and moving forward, that they have 
control over the situation.  So it's just a way of interacting that's critically important.  And then, of 
course, to be able to negotiate workplace accommodations, you need some level of -- back to my 
comment of dignified disclosure -- you need to be able to go into an employment setting knowing that 
some of the obstacles that get in the way of that person either getting or keeping their job to be able to 
negotiate that out in a workplace accommodation.  Doesn't always meant that we're talking about the 
label of mental illness; in fact, most of the time I do job development for somebody with a serious 
mental illness, we never mention the diagnosis.  We never mention those things.  We might talk about 
an individual's been out of the workplace for a variety of reasons, they have some anxiety about re-
entering the workplace, and this is a program to help them overcome that anxiety.  So there's lots of 
ways to treat this in a very dignified fashion, and again, negotiate that with the individual; what they're 
willing to have you say with and for them, as we negotiate with employers. 
 
The next bullet talks about commitments from providers to embrace the core principles, if not the 
practice itself, and expand access to individualized flexible supports using zero exclusion practices.  
Many parts of our workforce system and our mental health system have always been built on inclusion 
and exclusion criteria.  Are you ready to go to work?  Are you not ready to go to work?  Pre-vocational, 
versus are you in an employment program?  We really have to get that out of our lexicon and really get 
back to anybody who wants to work should be given the opportunity to work, and that we have the 
technology to make that happen.  It's where there's a will, there's a way kind of a concept here.  So we 
have the resources, we have the knowledge.  We have the research at hand to implement high-quality 
employment programs for folks with significant mental health challenges. 
 



The third bullet talks about collaboration coordinated by local funding authorities and municipalities and 
networking between mental health, vocational rehabilitation, workforce systems, mental health 
advocacy organizations, Chamber of Commerce.  SHRM -- the Society for Human Resource Management 
-- had the opportunity to talk to some representatives of SHRM, raising some of the things I mentioned 
to you before about HR being a gatekeeper sometimes.  They were open to those conversations.  If you 
have access to that in your local area as a provider that does employment supports, it's a good 
conversation to have.  Obviously, private sector employers, we want to have more dialog with them.  
And in particular I've had a lot of success working with HR diversity offices.  Many of the larger 
companies will have a diversity division in their HR department, which our individuals who are trained to 
try and look at inclusionary practices.  We've had some good luck getting in the door of some large 
companies using that vehicle. 
 
Then lastly, I just want to mention to de-mystify and de-stigmatize mental illness by addressing all of the 
things we've talked about this afternoon.  To be effective, I think we must build our profiles of who the 
person is and who they were before the onset of their symptoms of mental illness, and work with them 
thinking about who they're going to become again in life.  The most successful job developers doing this 
work really had a sense of identity with the person they served; either they had a family member who 
lived with mental illness, they themselves had a lived experience with mental illness, and they had a 
sensitivity to that in terms of what some of those obstacles are.  And they had a passion about 
overcoming those obstacles, and they really stuck with the person. 
 
I'll tell you one quick story before we get to the final questions here.  One of my colleagues, when I had 
a nonprofit organization, was working on a subset of individuals who presented significant challenges to 
going back to work.  She attended a treatment meeting with this individual, who was starting to make 
some progress, starting to get some confidence.  And they went to the mental health treatment 
meeting, and people started to kind of take potshots at him, saying, "You sure you want to go to work?  
Remember the last time you tried to work, and you ended up back in the hospital again?"  Somebody 
else said, "You know, you're not ready to go to work.  Why are you doing this?"  Things like that started 
to pop up.  Fortunately, the staff person, who was relatively young in my organization, stood up and 
said, "I believe in" -- the person's name was Ron -- "I believe in Ron and I'm going to continue to support 
him, no matter what all of you say.  He really wants to work, and I believe that's going to make a 
difference in this life."  And then she broke down in tears and left the room.  Some months went by, and 
Ron came back to her a couple of months later and said, "Thank you.  I wouldn't have been able to keep 
going forward if somebody in that room didn't stand up for me at that time and kind of help me keep 
moving forward incrementally until I got the job that I wanted," and he did.  That's just one small story 
of courage that I think we have to bring to the work that we do, because there's going to be lots of 
reasons to stop and say somebody's not ready for work.  But we have to kind of use all the resources 
around us to advance the practice the best way we can. 
 
This is a complex issue, and I don't mean to oversimplify it in the presentation today.  We could spend 
10 hours on this and break down stigma and break down some of the challenges to this topic.  But we've 
made process, and there's a lot more to do.  I think the things I've heard about Pennsylvania and the 
people in Pennsylvania and kind of the creativity that exists there, I think are right to really help this 
advance for your local services systems.  So I'm going to stop there, and see if we have any comments or 
questions, Jacki. 
 
>> We do have a few that have come in.  First of all, so exciting to really hear what you're talking about 
with this, and that there's been such movement in this direction.  Just really exciting.  Can you talk a 



little bit about -- we had a question come in about folks using mood-stabilizing medications.  Maybe just 
from your experience, you did talk a little bit about your thinking around medication.  But if you 
wouldn't mind talking a little bit about that again. 
 
>> Yeah, I definitely don't want to put out there that I'm an expert on medications.  My training has 
been, actually, vocational rehabilitation specialist, and done a lot of work in the mental health arena for 
many years.  I partnered with many physicians and psychiatrists in that process.  I'm not a big believer in 
medication at all.  I always thought medications are kind of a stop-gap measure.  And when I work with 
individuals, I actually tell them that.  I said, "I know you're concerned about taking medications and 
you're worried about the side effects," and sometimes those side effects are devastating around sex, 
around eating disorders and gaining weight, and things like that, which cause people not to take them.  I 
said, "It's really important that you communicate with your prescriber to tell them honestly what you're 
concerned about, because there's a variety of medications in the marketplace now, and a good 
psychiatrist or a good doctor will tell you that a lot of this is still trial and error.  I think to talk about it 
and communicate openly and honestly about it, and if you have a physician who's prescribing and you're 
not comfortable with what they're prescribing it, to question it.  If you need help questioning it, to call 
upon advocates or supports to do so."  I think early on in treatment, I think it's important for people to 
use the term "mood stabilizer" or drugs that help with anxiety to get through that early stage of high 
anxiety.  I think many of us on the call would recall that even without the label of a mental health 
disability, going back to work is particularly stressful, entering a new work environment with people you 
don't know, not knowing how they think about you is particularly stressful.  You'll want to use all the 
tools in your toolbox to get over that honeymoon period, if you will.  So I think there's a place for a 
variety of medications to help people get through whatever that particular symptom is that gets in their 
way.  So I don't know if that fully answers the question, but -- 
 
>> I think it gives us more to think about in that regard.  So we just -- 
 
>> I can, as a -- 
 
>> -- go ahead. 
 
>> Let me just say as an employment specialist, I can, to ask permission from the person I'm working 
with if they are okay with me to go talk to their prescriber, just to get a good understanding of why 
that's being prescribed, and what it helps with. 
 
>> Hmm.  Thanks.  There are a few other questions.  One is around thinking about helping employers 
who may be willing to be a part of this process, and educating the employees in that workplace to be 
maybe more welcoming, with the fears that you talked about, that there are those fears that people 
have.  If you bring somebody with a serious mental health issue into the workplace, that that may put 
other people in danger.  So that piece of it.  Then there's also the question about funding a little bit for 
this -- so if you could talk about those two. 
 
>> Okay.  Yeah, the first part, again, along the lines of education that we talked about a little bit earlier, 
that's how I see that first part of the question is, that's an opportunity to break down some of the 
perceptions that possibly managers or coworkers might have in the workplace, if it's obvious that 
somebody's coming in with challenges, whether it's a mental health challenge or not.  I think that can be 
a healthy thing.  I think it's a tricky one to overly disclose.  I would really kind of negotiate that with the 
individual and the primary supervisor first.  Maybe that's as far as you really need to go, is educating the 



supervisor to be a little more patient and tolerant and understanding of what some of the conditions 
might be for success in the workplace, and allow that supervisor to decide whether they need to step in 
with other coworkers.  I think we have to be careful of privacy for the individual as well, and respect 
that.  But quite honestly, I have been in situations in the past where we've gone in, and actually 
everybody was in agreement that they wanted to sit down and talk together because the person was at 
risk of losing their job for a variety of reasons.  And some of it was, coworkers just didn't understand 
where some of the behaviors were coming from.  So the person agreed to have myself or my colleagues 
come in and sit down in a little team meeting to help, in a very respectful way, explain a little bit about 
why he or she reacts to a situation like he or she does.  I think that can be a healthy conversation.  So I 
think it's a case-by-case basis.  I don't think you can put a blanket response to it. 
 
In terms of funding, that's always the hard one.  I think the work that I've been doing with the 
Department of Labor has really been talking about looking at ways for the blended and braided funding.  
We really have to partner -- that's what that third bullet on that action page was about, was looking at 
ways for VR, mental health and workforce to work together and manage the resources.  Some of you 
who know the VR system well know that they're a time limited resource that really focuses on the 
upfront job development and job placement part of the process, whereas the mental health system 
services tend to be sustaining long-term supports for folks.  So the providers need to be strategic about 
using the right money at the right time in the right place.  And it puts an extra burden right now, quite 
honestly, on providers.  That's part of that whitepaper that Virginia Selleck and I were writing to the 
Department of Labor recently, was talking about more efficiencies to make it easier for providers and 
individuals living with mental illness to have more continuity of care in those early stages of pursuing 
work in their lives, because they're so afraid the rug's going to get ripped out from under them.  That's 
the most simple way I can respond to the funding issue in our short time today. 
 
>> Well, it's really an exciting concept, and we're thrilled to have had you with us today, Rich, to talk 
about this.  That ends our time today, but we really do thank you and also Devon for bringing this 
together for all the folks on the webinar.  And we look forward to what happens with that whitepaper.  
So thank you very much for being on the call, and wishing you the best. 
 
>> Thanks, everybody. 
 


