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CHAPTER 1: INTRODUCTION

1.1 Relevance of work in psychological health

In societies where employment is the norm and absyraf adulthood and full
citizenship (Parsons, 1951 cited in Bond, Drakeelger, 1998) work becomes central to
a person’s identity, social roles and communityustaHaving a job is a significant part of
most people’s lives and paid employment is the commeans of achieving adequate
economic resources which are essential for peaptallty participate in society (Turner,
2010; Hensel et al., 2007). Work represents pertiapsnost consistent and profound
way in which individuals interface with their solci@conomic, and political context
(Blustein, 2008). It provides access to resourtes help people to ensure continued
survival: without work, individuals often struggb®nsiderably to obtain money or other
sources of sustenance that furnish food, sheltet,ctothing. Another critical need that
working provides is access to social support andtiomal connections. Many jobs
involve indeed some structured and informal inteoas with other and people who work
often report that they feel more connected to tt@nemic and social welfare of their
communities (Bowe et al., 2000; Blustein, 2006).

The benefits of employment do not stop at a sdeial but also impact on our
physical and mental health. According to Rinaldi @onlleagues (2008) work is generally
beneficial to health and quality of life. Workingrcindeed promote connection to the
broader social and economical world, enhance watidy and provide a means for
individual satisfaction and accomplishments (Blugt2006, 2008; Brown & Lent, 2005).
People who are employed experience a lot of benfitluding the possibility to develop
and use their abilities, to develop a socially edludentity, “a chance to contribute
meaningfully to their societies, communities anchifees, increased income to meet their
basic needs and to plan for their future, and actespportunities and events that enrich
their quality of life” (Krupa, 2010 p. 93).

On contrast, research into job loss and continuingmployment has clearly
established that in general unemployed signifigaimipairs mental health. According to
Shortt (1996) unemployment is itself pathogenichwitany ill effects on health, such as

increased general health problems, specificallytemal and cardiopulmonary diseases,

1



particularly among the younger people, the econaltyienarginal and middle-aged men.
Perhaps the most obvious indication of how impdntaork is to mental health is the fact
that individuals who lose their jobs often strugglgh mental health problems, such as
depression substance abuse, and anxiety (Blusteah,e2004; Vinokur et al., 2000).
From an individual perspective, the loss of work baen consistently linked to problems
with self-esteem, relational conflicts, substanoesa, alcoholism, and other more serious
mental health concerns (Blustein, 2006). Form aadeo community perspective,
unemployment can lead to social exclusion (Turmned.e2009). According to Evans and
Repper (2000), without employment the risk of sbaaclusion and poverty is
dramatically increased and “poverty, unemploymsantial exclusion and mental health
are intricately linked” (p.15, cited by Turner, 201

During the past decades, many attempts have beda mahe effort to develop
conceptual models that relate job characteristits amployee well-being (Warr, 1987;
Kahn & Byosiere, 1992). Two main theoretical pecipes have been particularly
prominent in the literature: models that assumesdinrelationships (i.e., the Job
Characteristics Model by Hackman and Oldham, 198@) models that stipulate non-
linear relationships (i.e., the Vitamin Model by M/al987) between job characteristics
and mental health outcomes, including employee-haitg. The first perspective states
that, for example, autonomy on the job is linea$sociated with job satisfaction: the
more autonomy a worker experience, the more sadisfe/she is with the job. Peter Warr
in his Vitamin Model (1987) argues, instead, tha effect of job characteristics upon
mental health parallel the ways in which vitamios @pon the human body. The analogy
is that as vitamins are required for physical teatsimilar pattern can be observed with
the environmental features on the mental health aed-being of individuals. In
particular, the availability of vitamins is impontafor physical health up to, but not
beyond, a certain level. Low levels of vitamin rigephysiological impairment and ill
health, but after attainment of certain levels,réghare no benefits from additional
guantities. As likely, the presence of job chamastes (such as opportunity for control
and interpersonal contact, variety, environmentlity, physical security) initially has a
beneficial effect on employee mental health, whetbair absence impairs mental health.
But beyond a certain level, they have no positiffece anymore, and the level of mental
health remains constant. Again, further increasgobf characteristics may produce a
constant effect or may be harmful and impair memthlth (Warr, 1987; Jonge &

Schaufeli, 1998). For example, high levels of jadoaomy may be harmful to the
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employee’s level of well-being, since it involvegth job responsibility, uncertainty and
difficulties in decision making (Warr, 1987).

Existing qualitative evidence suggests that peopll psychiatric disabilities
experience the same benefits that people in theergkerpopulation receive from
employment, including increased self-esteem, dsekaocial isolation, and improved
quality of life (Salyers et al., 2004) as well asahcial gains, personal growth, and
improved mental health (Honey, 2004; Marwaha & &aim 2004; Strong, 1998). Work
is perceived by employed people with mental dig#sl as a means of coping with the
illness, a way of develop a sense of self-empowetr{l@unn et al., 2008), as well as a
way to develop future plans and the willingnesexpose themselves to new learning
experiences (Alverson et al., 1995). Work is ofteen also as a significant opportunity
for pursuing further self-development, making addial improvements in quality of life,
and enhancing the experience of wellness (Stro?@g;1Yong & Ensing, 1999). Overall,
these findings provide support for the role of waska vehicle of self-transformation in
recovery. Work participation indeed plays a centodd in the acknowledgement of the
mental illness, and the construction of an accégtablf and public identity (Krupa,
2004).

There is growing evidence that employment is céntraecovery from severe
mental illness (Killeen & O’Day, 2004; Krupa, 20@rovencher et al., 2002; Dunn et al.,
2008). Recovery is about taking back control andifig one’s own way of overcoming
barriers and getting on with life (Deegan, 2001;isKansen, 2005; Borg, 2007).
According to Anthony (2004), recovery does not ssegly mean a cure, but rather may
be defined as the process of overcoming symptomsgchgatric disability and social
handicap. It can involve a redefinition of the séife emergence of hope and optimism,
empowerment and the establishment of meaningfatiogiships with others (Resnick et
al., 2004). Recovery is oriented towards the reitaogon of meaning and porpoise in
one’s life, the performance of valued social roli® experience of mental health and
well-being and life satisfaction. Waghorn and Lloy8010) defined recovery as
“maximizing well-being within the constraints impakby health status” (p.10). Having a
reason to get out of bed and something meaningfdotduring the day is essential for
the well-being of people with mental illness, andainy of the general goals of
rehabilitation and recovery are best served by es#iing the person’s vocational
aspirations (Corrigan, 2003). Employment is alsoiraportant factor in recovery as a

way of building a sense of meaning in life (Anderse al., 2003; Svanberg et al., 2010;
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Corbiere & Lecomte, 2009). Furthermore, many waakplfeatures, such as a culture that
values the full utilization of worker capacitiesdaskills, opportunities for decision-
making and for a variety of activities, the invailvent of the employee, reasonable job
demands, clear and predictable work conditiongrjr@rsonal contacts and productivity
connected to gains and rewards, are itself assaciaith psychological health (Kirsh &
Gewurtx, 2011; Krupa, 2007; Vézina et al., 2004yp&, 2010).

In short, employment is beneficial for people wsthvere mental illness in making
them feel useful, giving them a sense of purposeyiging them the opportunity for
social interaction and enabling them to focus omething besides their disability
(O’Day et al., 2006).

1.2 Employment and people with severe mental illnes

1.2.1 The unemployment situation for people witlesemental illness

People with severe mental illness are among the masginalized members of
the community from a social and economic pointiefw(Waghorn & Lloyd, 2005). The
term mental iliness is used here to refer to a grofuchronic and disabling psychiatric
conditions as defined by international classifimatsystems (e.g., DSM-IV-R, ICD-10)
(American Psychological Association, 2000; Worldalle Organization, 1993) that
result in functional impairment or role incapadiiyone or more life domains, including
vocational functioning (Dunn et al., 2010; Worldali@ Organization, 2001). Examples
of severe mental illness are the anxiety, affectwd psychotic disorders. In specific,
psychotic disorders refer to schizophrenia spectrdisorders, bipolar disorders,
depression and other mental disorders involvingudisince of thought and perception
(Waghorn & Lloyd, 2005). Because of the extent gedvasiveness of mental health
problems, the World Health Organization recognimestal health as a top priority. Five
of the ten leading cause of disability worldwidee andeed mental problems, and
depression alone constitutes the second highedebuwf disease worldwide (Murray &
Lopez, 1996). Furthermore, all predictions indicttat the future will see a dramatic
increase in mental health problems (Brundtland 020@orld Health Organization, 2000),
with significant impact on any working population.



Difficulties with employment are a feature of sevenental illness, despite the fact
that just like members of the community without naérdisorders, they want to work
(South Essex Service Research Group, Secker anidd>&006) and view not working
as leading to a lack of money, inactivity and netgeiving themselves as being “well”
(Evans & Repper, 2000). In particular, several igsiddentified that 55-70% of people
with severe mental illness are interested in empkayt (McQuilken et al., 2003; Mueser
et al., 2001). Studying the working plans of a graf workers with mental disabilities
employed in Italian social enterprises, Zanibonid aoolleagues found that the
predominant pattern of intentions in this populatis related to continuing to work
(Zaniboni et al., 2011). In general, there is cstesit evidence to support that people with
mental illness place a high value on employmenigchvis consistently identified as an
important goal for them (Cowther et al, 2001; Dwtral., 2008; Krupa, 2010). Kirsh in
2000 provided an in-depth understanding of the rmgaof work for this population. In
particular, she investigated how work relates toidadentity and self-image and she
described three major ways in which participantshef study regarded employment as
meaningful. Firstly, participant saw employmentaasay of “giving-back” to society, as
a way to be seen by others and to see themsehamaghuting parts of the community.
Secondly, work contributes in their opinion to aftsim focus from the ways in which
they are seen as different from others to the wayhich they are similar to others, and
this helped them to feel more normal. Work alsavptes a shift in focus from iliness to
wellness by enabling people with severe mentaésinto focus on something different
than their illness. Thirdly, work was seen as aparsjunity to experience a sense of
accomplishment that increased feelings of selffwartd self-esteem.

Yet, a large number of workers are unable to warkaose of disability arising
from various health problems, either physical omtak The disruption in vocational
functioning for people with severe mental illnessmpressive, with unemployment rate
approaching 90% (New Freedom Commission on MentdltH, 2003; Center, 2011,
Corbiéere, Mercier & Lesage, 2004; World Health Qrigation, 2000; Corbiére, Lesage,
Mercier & Villeneuve, 2005; Corbiere, Lesage, Mikkaive & Mercier, 2006; Corbiere &
Lecomte, 2009; Corbiere, Lanctét, Sanquirgo & Letmyn2009; Waghorn & Lloyd,
2005; Honey, 2002). It is important to note thatthe literature it is difficult to
distinguish between the portion of people with taédisorders who are not in the labor
force (e.g., early retirement, discouraged indigidupeople incapable of work) and those

who are unemployed (i.e., people who find it diificto find a job, even when actively
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seeking for a job). For sure, it is true this papiohn is less likely to be working (Bowden,
2005; Ettner et al., 1997; Marwaha & Johnson, 20@dchanic et al., 2002; Patel et al.,
2002; Waghorn & Lloyd, 2005; Drewa & McDaid, 201tye to the inability either to
obtain or to retain employment (Lerner et al., 200Bhus, the unemployment rate
includes people who are no longer actively lookifng employment or that are
discouraged and no longer believe that they camh difob, but also individuals who are
actively seeking work, who are willing and capatolevork. In both cases, individuals are
affected by social and economic negative conse@sgnsuch as social isolation,
discouragement and lack of income. Individuals étss severe disabilities, while more
likely to be employed than severely disabled peom&ll experience a 26%
unemployment rate (National Organization of Disapil 2001; New Freedom
Commission on Mental Health, 2003; Center, 201d)ltaly, it is estimated that about
750.000 Italians have disabilities related to miedisorders (ISTAT, 2005), but disabled
who really work do not even rise to 150.000 uriligt is to say 19% of disabled person in
working age, while 55.8% of people with their saage, but without a disability, have a
job. Thus, rates of unemployment are extraordirmgin among individuals with severe
mental illness (Dunn et al., 2008) and successitdames from vocational rehabilitation
are consistently lower than for other disabilitpgps (Marshack et al., 1990; McCue &
Katz-Garris, 1983; Rimmerman et al., 1995).

Furthermore, those who are working tend to be werdployed and have poor job
retention (Mueser et al., 2001; Twamley et al.,20unn et al., 2010). Several studies
show that job tenure in this group is often brigith an average of 3 to 7 months and
nearly half of all clients that leave their suppdrtemployment positions within six
months (Gervey et al., 1995; Shankar, 2005; Bedbrake et al., 1998; Roessler, 2002;
Corbiere, Lanctot et al., 2009; McGurk & Mueserp@0Xie et al., 1997; Fabian, 1992;
Corbiere, Lesage, et al. 2006; Corbiére, Mercietesage, 2004). These data highlight
how for many people with psychiatric disabilitiassgining employment is often more
challenging than acquiring a job (Shankar, 2005kBe Drake et al., 1998), and many
experts have indeed noted that this population hawvdeast as much difficulty
maintaining jobs as finding jobs (Anthony & Blanch987; Black, 1988; Bond &
McDonel, 1991; Cook, 1992; General Accounting Gffid993; MacDonald-Wilson et
al., 1991; Drake, Bond et al., 1998).

Thus, there are compelling ethical, social andigdinreasons for helping people

with severe mental illness gain and maintain wéilkom anethical standpointthe right
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to work is enshrined in the Universal DeclaratidrHoman Rights (1948). In particular,
Article 23 of the Universal Declaration of HumangRis (1948) states that everyone has
the right to work, to be free to choose the kindadif to do, to be provided of just and
favourable conditions of work and to be protectggiast unemployment. Everyone,
without any discrimination, has the right to egpal for equal work and everyone who
works has the right to just and favourable remuimraensuring for himself and his
family an existence worthy of human dignity. Thghti to work in suitable conditions,
which reflect equity, security, human dignity amdpect for all community members is a
principle that has been incorporated into natidegislation worldwide. From aocial
standpoint high unemployment rates are an index of the tesielusion of people with
severe mental illness which governments worldwidecammitted to reducing (Waghorn
& Lloyd, 2005; Boardman et al., 2003) and frornalimical standpoint employment may
lead to improvements in outcome through increagisglf-esteem, alleviating psychiatric
symptoms, and reducing dependency (Crowther e280]1; Cook & Razzano, 2000;
Corbiere & Lecomte, 2009).

1.2.2 The impact of mental illness on employment

Non-participation in the labour force and brief j@mure do not mean that people
who suffer from a severe mental illness are inckgpab working (Waghorn & Lloyd,
2005). Despite that, it is true that mental healtbblems have an impact both for the
individual and the productivity of the enterprigd.the individual level, having a mental
illness brings about a redefinition of self andntiy which affects work considerations.
The onset of the illness often leads to loss ofpatspects, goals, self-esteem and self-
confidence (Bassett et al., 2001). On enterpriselleemployee performance, rates of
illness, absenteeism, accidents and stuff turnaverall affected by employee’s mental
health status. Crown in 1995 identified severalseguences of mental health problems
in the workplace, such as frequent short periodabsience from work due to physical
conditions (e.g., high blood pressure, sleepingrders, headache) and poor health (e.g.,
depression, stress, burnout), reduction in prodigti increase in error rates and
deterioration in planning and control of work. Allese consequences indirectly affect
staff's attitude and behavior and relationshipswatrk, with increased tension and

conflicts between colleagues and increase in diseify problems.



The idea that mental illness impacts employmentesdhtuitive sense, but the
nature of this relationships has proven very comphecording to Waghorn and Lloyd
(2005), any symptom associated with a mental ifres act as a barrier to employment.
In particular, several symptoms and impairmentsehasen found in the literature to be
generally predictive of poor employment outcome.ild/medications have demonstrated
effectiveness in reducing positive symptoms of pegts, such as hallucinations, they
have been less successful in reducing negative teynp In particular, people
experiencing affective flattering, poverty of spee@mpairment of attention and poor
social skills can present as a general disturbangetivation, impaired decision making,
a reduced capacity to initiate a particular cowbeaction and a reduction in personal
drive (Krupa, 2010). This often is translated inpdmyment into lack of attention to
important work-related behaviors, impaired inter&stwork activities, discomfort in
social relations and problems with sustaining themmitment to manage the challenges
and demands that employment requires (Bond & Mey@939; Cook & Razzano, 2000).

SchizophreniaMental illnesses such as schizophrenia are cleizetl often by deficits
in cognitive functioning, such as difficulties ittention, concentration and judgment, as
well as difficulties in perception, memory, planginmental flexibility, insight,
processing speed, executive functioning and psyobmmspeed (Tsang et al., 2000;
Lewis, 2004). These deficits impact on employmeypntcbmpromising social skills at
work, with limited interactions with others, diffities in managing emotions and the
capacity to assess one’s own work performanceh&urtore, the nature of contemporary
work settings, which are demanding and characttigejobs that are complex, requires
high capacity in executive functioning. According McGurk and colleagues (2003),
cognitive impairments can indirectly restrict inthysand job choices, limit work hours
and work performance and increase the need for inggassistance to retain
employment. Even though measures such as intetiggests are poor predictors of work
performance (Anthony & Jansen, 1984; Stauffer, 19B6s true that cognitive abilities
can affect employment for people with schizophreamd other mental illnesses (Bell &
Bryson, 2001; Goldberg et al., 2001, Mueser e2801).

Depression.Another mental disorder that affects at least 4.82ahe working age
population (Blazer et al, 1994, cited in Lernerakt 2011) is depression, a chronic,

episodic condition that causes substantial linotatand social role disability (Wells,
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1985, 1997; Wells et al., 1991). Depression canaobndividual of the drive and the
energy for work, the ability to concentrate on taskl can undermine personal confidence
and self-esteem at work (Krupa, 2010). Wang andeagues (2004) found that
depression can negatively impact focus on work, tagkle Adler and colleagues (2006)
demonstrated that it can create difficulties withental-interpersonal tasks, time
management and output tasks. Furthermore, the meedttend frequent medical
appointments could interfere with the individuadility to maintain expected full-time
work hours. Depression has also been linked to bb#enteeism, that means lost work
day, and presenteeism (Goetzel et al., 2004), eleéfas coming to work but performing
below par. Symptoms such as difficulty concentgtimistractibility, fatigue, and
difficulty sleeping, which are often reported insasiation with depression, have been
found to have a strong relationships to presentediserner et al., 2011). Finally,
depression can be misunderstood by employers acativoal services providers as poor
motivation for work or as low motivation for worlgnproductively while employed
(Waghorn & Lloyd, 2010).

Anxiety disordersPersons with anxiety disorders are likely to exgrere a myriad of
work-related problems as well. Anxiety disorders among the most represented group
of mental illness in the workforce (APA, 2000; Saragbn & Andrews, 2006) and in the
general population (APA, 2000; Kessler et al., 200%hese disorders usually follow a
chronic course and are accompanied by substaatiatibnal impairment that often leads
to work absenteeism, presenteeism and unemploynteath of the major anxiety
disorders is defined by specific symptom criteha international classification systems
(e.g., The Diagnostic and Statistical Manual of kKérDisorders, DSM-IV-R, APA,
2000), but they share a number of common featsted) as the persistent mood state of
anxiety accompanied by several behavioral, emati@ognitive and physical symptoms.
For example, a person with anxiety can avoid agxpebvoking situations, experience
intense fear or panic, have impaired concentratod memory, experience muscle
tension, sweating or fatigue (Wald, 2011). All thesymptoms cause significant distress
and functional interference that can have an impaawvork performance: the occurrence
of frightening thoughts, images and physical seoasatcan indeed contribute to reduced
productivity (e.g. difficulty with maintaining red¢ar work attendance), difficulties with
time management (e.g., difficulties in initiatirmyganizing and completing task within a

schedule — see Lerner et al., 2001), and diffiesltiperforming tasks requiring
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concentration and other mental efforts (e.g., diffies in performing work activities
requiring sustained attention) as well as diffimgdt at the interpersonal level (e.qg.,

problems communicating and interacting with supsams, coworkers).

Personality disordersPersonality disorders are another common mentalraiks that
impact on vocational outcomes. As defined by th&/B18-TR (APA, 2000), personality
disorders are “pervasive, inflexible, and endurpafterns of inner experiences and
behavior that can lead to clinically significantstiéss or impairment in social,
occupational, or other areas of functioning” anat tleflect “inappropriate, ineffective, or
painful ways of behaving and interacting” (APA, POOEven though each personality
disorder is associated with different symptoms dehaviors, they are generally
characterized by maladaptive coping mechanismaiathave negative consequences on
interpersonal relationships, including work relaships (Ettner, 2011). For example,
people with personality disorders may have diffigupraising the performance of
subordinates, or are controlling and manipulatawedeceptive and vengeful, leading to
interpersonal problems on the job. Moreover, wagkwith a person that suffer from a
personality disorder is not always easy. As regblg Trimpey and Davidson (1994),
employees with supervisors or co-workers with peasity disorders often become
irritated, frustrated, angry, resentful, or everpréssed. Consequently, productivity
declines and turnover tends to be high (Ettner1201

Pharmacological treatments.Treatment factors and complications arising from
medication can also interfere with vocational outes. Pharmacological treatments have
had considerable success in reducing the symptaeswsciated with mental illness and
preventing the relapse of acute exacerbationdradsi$s, but unfortunately they also have
serious side effects that interfere with employmdsar example, drugs used in the
treatment of psychosis can cause drowsiness, shiggss, shakiness and other disturbed
movement patterns. Also, side effects such as wejgim (Lieberman et al., 2005) can
compromise self-esteem and confidence and this magatively impact work

participation.

Disruption of mental illness and Educatiofhere are also other characteristics of mental
health that can indirectly cause difficulties ingayment, long-term unemployment and

limit career prospect. For example, many mentallthedisorders are episodic and
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recurrent. This means that exacerbations in symgtand deterioration in functioning
may recur over time. Also, the experience of seweegatal illness typically begins during
the adolescence and young adulthood, disruptingecgrlanning, work experiences and
education. The typical onset age of psychotic dis is indeed from 10 to 30 years,
which usually coincide with formal education andrkvdraining. It is the critical time
period for developing a work identity, gaining expaces, relationships and completing
education and training associated with adult wédko, the complex and cyclical nature
of mental health disabilities can be exacerbated byde range of stressors, inherent in
daily life and work environments (Schultz et aD]12, Baldwin and Marcus, 2010, Wang,
2011).

In conclusion, since research to date has not smmly shown psychiatric
diagnosis to be a predictor of who can or will w@flsang et al., 2000), Krupa (2010)
suggests that the impact of mental illness on eynmpémt is expressed through some
outcomes, but not others. For example, the spedifmgnosis does not predict
participation in employment (Razzano et al., 20@bl, it predicts intensity of working,
with those having schizophrenia working fewer hoursa month. Still, intensity of
working in this population may be understood byesadfects of some treatments (e.qg.,
sedative effects of the anti-psychotic medicatioos)oy debilitating effects of some
psychiatric symptoms (e.g., apathy, reduced eneig@guently experienced by people
with schizophrenia. Also, being many mental illnesgisodic in nature, such as
schizophrenia and affective disorders, the expeeiesf symptoms and their negative
impact on work capability may be time limited. Thias implication, not only for the
ability to perform consistently within the struatuof a work environment, but also for
feelings of stability and self-esteem (Rutman, 1994

It is then clear that the relationship of symptotasemployment outcomes is
multi-faceted and cannot be understood by measuowveyall symptom severity or
diagnosis alone. The nature of the interferencevds®t mental illness and employment
will depend on the interaction between the indigkikiexperiences of symptoms coupled
with the actual work demands and context. Only ughmut the understanding of how
people with mental illness experience their symam relation to employment can
probably help researchers to uncovering the facktany relationship that may exist

between outcomes, diagnosis, and symptoms.
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1.2.3 External barriers to employment for peopléhvgevere mental illness

As adding to internal barriers arising from thetfeas of mental disorder they are
suffering from, people with severe mental illneasef other difficulties and barriers in
their attempts to gain and maintain employment (&ag 2005; Ozawa & Yaeda, 2007;
O’Day et al., 2006). According to Boardman (20QBgse barriers are made up of several

components.

Nature of the labour market and structure of sowalfare systenHlistorically, disabled
people were not supposed to be able to work. Faryntkecades mental illness was
thought to be permanent and untreatable, recoveeps was thought to be not possible,
and consequently people suffering from a mentaéds were separated from the rest of
society through institutionalization in mental hivgls. People with mental illness have
long been viewed with fear and suspicion (Port&98), thought to look strange and
behave in bizarre fashion, seen as incompetentaallly dependent by others. For years
it was believed that serious mental iliness hadetariorating course that is not consistent
with the ability to work (Krupa, 2010). Consequgnthe employment of disabled people,
if any, have been principally in the form of sheggt employment. Thankfully, there have
been some positive changes in general populatibtudds over time. Researchers
worldwide have shown that the life course of mentaéss is quite heterogeneous and
that recovery of function in social roles, sucheasployment, is possible even after
prolonged experiences of mental illness (Strauf§8R Long-term studies have also
shown that the majority of people with severe mieliteess show genuine improvement
over time and lead stable, productive lives (fauanmary, see Krupa, 2010). Yet, the
nature of the labor market nowadays, complex anttifaceted, lead to a lack of choice
and opportunity for this population. Some industrignd jobs have only full-time
opportunities, require shift of work, use overtiregtensively or do not offer flexible
hours to attendance. The structure of social welfaystem is another barrier to
employment, in the way that in-builds disincentiteseturning to work. Usually, health
benefits associated with income support is lostrwpart-time employment is obtained,
and this often leads to the fact that individualthwnental illness are financially better
off staying on benefit rather than returning to kvoklso, in some countries, individuals
claiming disability benefits are explicitly bannéwm seeking work (Svanberg et al.,
2010; Henry & Lucca, 2004; Killeen & O’Day, 2004).
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Stigma and discriminatiorResearch has shown that adults with mental illaessinable

to attain work, housing and other independent Gj@als because of stigma and
discrimination (Corrigan & Kleinlein, 2005; Link &helan, 2001; Page, 1995; Wahl,
1999; Corrigan et al, 2007). Community stigma anthw discrimination are frequently
reported in the literature (Waghorn & Lloyd, 200&'orld Health Organization, 2001;
Long & Runck, 1983). Stigma is described nowaday&aevere social disapproval due
to believed or actual individual characteristiosljdéfs or behaviors that are against norms,
be they economic, political, cultural or socialaflber, 2008). It is characterized by a lack
of knowledge about mental health, fear, prejudge discrimination. In its most
advanced forms, stigma leads to exclusion of thegmefrom several spheres of social
functioning, including vocational function. EvansdaRepper (2000) found that people
with mental illness have fewer opportunities to kvtitan the general population, mostly
owing to the many misperceptions and prejudicesutabiteir abilities and needs. The
general tendency for employers and mental healtfegsionals is to underestimate the
capacities and skills of people with mental ilingssparticular, there is a reluctance to
employ them and a perceived risk of failure (Magné White, 1995). Unger (2002) in
his study found that employers express greater ezonwith hiring individuals with
mental or emotional disabilities than individualghaphysical disabilities. Usually, the
reluctance to employ people with mental disabsit@erives from existing myths and
misconceptions and not from direct experiences withkers with such disabilities. In
fact, employers who have previous experience wibhkers with disabilities report more
favorable perceptions of this population in the kflorce and willingness to hire them.
Negative employer attitudes have a number of imghas, including that an employer
will not hire a person with psychiatric disability advance or retain people with these
disorders (Spillane, 1999). Rejection by such eygi® can erode self-esteem and self-
efficacy for employment in people with mental ilkseand negative career experiences
can disrupt hope of one day restoring a suitabteecgpath (Waghorn & Lloyd, 2010).
The attitudes of employers towards people with menitness usually reflect the
ignorance and stigma prevalent in the wider comtyuriThe single most public
perception of people living with mental illness tisat they are violent, and this
misperception usually leads to more social distaarwk can ultimately lead to the social
exclusion of this population. Unfortunately, thepablic perceptions are still very
common, even though public fears are demonstratde tout of proportion with reality.

Several empirical studies show indeed that the afskiolence by someone with mental
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health problems are no greater than those for ¢nergl population as a whole, and only
a minority of people with mental ilinesses are @l (Swanson et al., 1990 cited in Link
et al.,, 1999). An additional issue is that somepteavith mental iliness also endorse
stigmatizing attitudes about psychiatric disabjlgtarting to believe that he/she deserves
to be treated in such a way. The internalized sigaffects the individual's self-
perception and has the potential to impact on thexess or failure of employment
opportunities. Furthermore, the lack of work serteeseinforce negative stereotypes and
social exclusion associated with severe mentasbes (Caltruax, 2003). In addition, past
stigma experiences may exert a strong influencealisdosure preferences throughout
psychiatric vocational rehabilitation (Waghorn &viis, 2002). This may cause them to

be afraid of returning to work or to have low sefficacy with respect to employment.

Limited access to supportive and non-discriminatargrkplaces.Other factors that
contribute to poor employment outcomes includesttace evidence relating to the types
of service and approaches that are effective itingethose with mental illness back to
work and keeping them in employment. Limited accésssupportive and non-
discriminatory workplaces is indeed found to beaganbarrier to employment for people
with mental illness in the recent literature (Wths et al., 2010). Despite the last decades
have witnessed the advancement of a range of itinevemployment initiative for this
population (e.g., supported employment), vocatiandgtomes (e.g., job tenure) remain
poor. A promising and not yet widely explored altgive to rehabilitation programs is
social enterprise, a non-profit organization théiérs to disadvantaged workers several
benefits, such as work accommodation and socigi@tpthat seems to be well placed in
facilitating the access to work and job tenure sogle with severe mental illness
(Svanberg et al., 2010; Corbiere & Lecomte, 20@%sEy & Harvey, 2010).

Stress and mental healtAs adding to the above mentioned difficulties, #ssumption
that work for people with psychiatric disabilitisstoo stressful and may exacerbate the
severity of symptoms is still prominent (Anthonyl8berman, 1986). Yet the nature of
the relationship between stress and mental healpoarly understood, and certainly not
in support of avoiding important and meaningfuliabmles, such as employment status.
Several authors (Bond, 1998; Drake et al, 1994s®u# Frey, 1991) report that no hard
data exist showing that helping people move intplegsment is bad. On contrast, rather

than increasing stressors, work helps distract ledopm their symptomatology and helps
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make each day more interesting. Each day takescumailative dignity and provides a
sense of belonging. Marone and Golowka (2005) atgi@t unemployment is at least as
stressful as working, given the difficulties of moty, lack of meaning and social isolation
that it brings. Furthermore, stress can be mediétedmportant factors such as the
positive meaning given to work, the capacity of theividual to learn adaptive coping
abilities and the potential for the social and taskicture of work to be modified to

enable performance.

In sum, despite the proliferation of vocational artlabilitation services, people
with severe mental illness experience high levelofair discrimination and poor job
retention, and despite the efforts of the societyfully integrate these persons in the
community the work integration of this populati@nstill difficult and challenging.

1.3 Rationale, objectives and structure of the stud

1.3.1 Rationale for the study

Lack of employment and short job tenure are stithaor issue for people that
suffer of a severe mental illness. In contrast whth increases of the employment rate in
the general population and in those with physicsdlilities, over the past years there has
been very little change in the portion of adultshwinental illness participating in the
workforce. This has lead to an increasingly inteneshe subject of work for those with
severe mental iliness in researchers worldwideyedsas the appearance of newer service
models with the aim to help this population in @hitsag employment. But despite the
increase in the number of programmes and vocatiomaiventions suitable for people
with mental illness, employment outcomes contiruéé poor, though many are ready
and available to integrate into the workplace. Raté competitive employment for
people with severe mental illness still range betwd0-20% (Corbiere & Lecomte,
2009). Furthermore, dropout rates for those whoeanployed remain high, in excess of
40% (Provencher et al., 2002). Maintaining the jebalso a major issue for this
population, considering 70 days is the averagetgolure in a supported employment

program (Xie, Dain et al., 1997).
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One of the main issues in the rationale for thésih was the opportunity to deeply
investigate and better understand why getting asthsing a job for this population is so
difficult and challenging. In particular, we focas®n individual and environmental
factors associated with the work integration of gdeowith mental illness employed in
social enterprises and that can be significantradetants of job tenure for this group. We
decided to collect data in Italian social entegmidor several reasonbirstly, social
enterprises are a business that contains a sigmifrumber of employees who are people
with a disability or other disadvantage (Svanbetgak, 2010). Secondly social
enterprises have the specific social purpose tatereb for people who find it hardest to
get them, and that means that the environmentahdee flexible and allow a better
integration with less stigma and better accommoddbr people with mental disabilities.
Thirdly, social enterprises allow us to focus on both vigdial and environmental
variables linked to job tenure of people with méntlmess. For example, social
enterprises often make work accommodation availaptevide support, immediate
supervisors usually have a positive attitude armmstrimportantly, there is supposed to be
less discrimination about mental disabilitidsinally, since work integration social
enterprises (Italian Type B) represent a new ambsl unknown phenomenon, there are
still very few studies which seek to evaluate tlemionomic and social outcomes. Social
enterprises have not been studied in detail evemgth several aspects of these
organizations seem very useful for job tenure (@veb& Lecomte, 2009).

Until now, most of studies conducted in the attetogpredict employment status
in people with severe mental iliness, focus onlyimdividual characteristics, such as
clinical and demographical factors. As suggeste®bd (2008), environmental factors
are presumed to have greater impact on employrhantgatient characteristics. Thus, to
provide a more complete model of employment su¢c¢begpresent study aim to focus on
both individual and environmental factors. Behiht tstudy, there is also the belief that
improving job retention strategies is one of thestrimportant way to reduce the overall
unemployment of people with severe mental illnesssuggested by several authors in
the literature (Roessler, 2002; Shankar, 2005; i@celet al., 2006). Hopefully, knowing
more about psychosocial and organizational chaiatits of social enterprise will
provide new information about people with mentdaheks, as well as key factors
impacting job retention for this vulnerable popidatof workers.
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1.3.2 Objectives of the study

The study is guided by a main research questioh ithaVhich are the most
significant variables for predicting vocational @omes (e.g., maintaining job, job
satisfaction) for people with a mental disabilityonking in Social Enterprises®ore
specifically, the current study aimed to colleciformation about the work integration
process for people with severe mental illness waykn Italian social enterprises. The
focus was primarily on individuals and their ownpekences as workers, their
perceptions of the organizational environment, rtlgily life at work. Beside this,
information was gathered on organizational and remwnental aspects of social
enterprises.

Thus, in order to answer to the research questienfollowing specific objectives
were pursued:

1. To establish the profiles of employees that suffea severe mental illness working in
Italian social enterprises. We wanted to descriigbviduals on the basis of socio-
demographic data (e.g. age, gender, educationel, lgxpe of work, previous work
experiences), psycho-social variables (e.g., stem), clinical variables (diagnosis,
gravity of symptoms perceived), environmental amdaanizational features (e.g.,
workplace accommodation, social support) as wellhag work motivation, career
plans and job satisfaction.

2. To describe the features of Italian social entsgwiin helping people with severe
mental illness in their work integration process Wanted to understand more about
the social enterprise model, their connection betwmental health services, training
programs, how disadvantaged workers are welcomeb semtommodated in the
business to facilitate their work integration prege

3. To analyze which variables are the most importargredicting vocational outcome
in people with severe mental illness: individuattéas (e.g., motivation to work),
environmental factors (e.g., workplace accommodatimb satisfaction) or the

integration of both?

The research project here presented differs segmfly from previous studies in a
number of ways. Firstly, and in response to theaveer focus of previous work, the
current study aims to employ a purposely broad @gppr to issues surrounding

employment rather than choosing to pay attentiooni® area of concern. For this reason,
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we included variables form different concepts, sastbackground characteristics, work
personality, work environment, work adjustments avatk intention. The study also
differs in integrating different information collex both directly from persons with
severe mental illness and form the figure RESponsabile Socidlewhich is the person
inside the social enterprise who follows the wamkegration of disadvantaged people,
regarding organizational aspects of the socialrpnge in which they are employed.
Finally, the study focused on social enterprisejctvis a business venture created
specifically to provide employment and career opputies for disadvantaged people.
Until now, little research has been undertakenoiciad enterprises, despite the evidence
that specific features of these vocational servinay be well placed to help people with

severe mental illness in their work integrationqass.

1.3.3 Structure of the thesis

After this introduction and the presentation of suevey development and design
of the study, a theoretical background will be ioeitl. Here, an overview of the historical
perspective on mental health and of related Itdkgmslation, as well as a description of
psychiatric and vocational services for people wsilrere mental illness are provided. In
particular, a special attention will be given te thresentation of the social enterprise
model. After that, a review of previous researchdeterminants of job tenure for people
with severe mental illness will be presented (cbap).

In the methodology section, the battery of questare used to collect data will
be presented, as well as the description of ppaits, including inclusion criteria,
recruitment strategies and data collection. In ghene section, a description of social
enterprises will be outlined, followed by ethicahsiderations (chapter 3).

The main results of each study conducted are predem the results part, which
is a collection of papers (chapter 4). These papave been prepared during the develop
of the thesis, and some of the main results hawn b@esented to national and
international conferences in order to transfer @disdeminate our findings.

Chapter 5 is a general overview of main resultgeHémitations of the thesis are
addressed. Furthermore, a discussion on how thden§ia impact on previous studies and
literature will follow, as well as ideas of poss&lflture studies and research venues based

on my experiences during this study. At the verg fimal conclusions are provided.
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1.4 Survey development and study design

The survey adopted three main perspectives of sisaly

1. socio-economic analysignalysis of the structural, social and producte&ures of
social enterprises which are involved in the wartegration process of individuals
with severe mental illness;

2. organizational analysisstudy of the strategies implemented by the saaiddrprise
model to help people with severe mental illnesstegrate in the workplace (e.g.,
training, social support from co-workers, careeraiepment);

3. psycho-social analysistudy of the individual characteristics and thesatiption of
how people with severe mental illness adapt to woekplace context. Particular
emphasis has been placed on the conditions that pnag an obstacle to work
performance (e.g. organizational constraints),ctiffe and motivational dimensions
(e.g., self-esteem, perceived self-efficacy, woakues), as well as career plans and
their job satisfaction.

To address the objectives of the thesis, a longialdstudy design was

implemented. Thus, the study consisted of two nphiases: baseline (phase 1) and one-

year follow up (phase 2).

At baseline, in order to collect information thabwid allow us to provide a
description of employees with severe mental illngssking in Italian social enterprises,
participants filled out a battery of questionnaioesthe following areas of interest:

- Socio-demographic (e.g., age, gender, educatigpe &nd location of employment,
how long they have been employed in the social rpnge, previous work
experiences);

- Clinical aspects (e.g., gravity of symptoms peresj\psychiatric diagnosis);

- Condition that may interfere with work performar(eeg., organizational constraints,
stigma, prolonged absence from work);

- Psycho-social aspects related to the person gelfresteem);

- Psycho-social aspects related to the job (e.g.,cludracteristics, work motivation,
career plans);

- Psycho-social aspects related to the work enviroiraed organization (e.g., social
support, organizational constraints).

At the same time, data on features of social erit&sp were collected through the figure

of “Responsabile Sociale”.
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A one-year follow up phase occurred after baselnd was chosen because
previous studies have shown job tenure to be lboiethis population. Another similar
battery of questionnaire was filled out by workenso were still employed in the same
social enterprise. Such a study design allowedousompare samples obtained from
baseline time to samples obtained from the samwithals at a different time (12
months later). A more specific description of thattéry of questionnaires used is
provided in chapter 3.

In both phases of the study, questionnaires werairastered in individual
interviews or filled out in small groups, under tbapervision of an expert clinical
psychologist. This allowed us to ensure the praiaaif sensitive data respecting rules on
privacy and to ensure a particular attention topychological condition of participants.
Participants received a symbolic amount of monega@sapensation for their time (15
Euro).

Previously to the implementation of the two maimgds of the study, an in-depth
review of national and international literature d@adls on the theme of work integration
of people with mental illness was conducted.

Finally, funding for this study was provided by tMunicipality of Rovereto
(Italy) and by the Federation of Cooperatives irenfino. The research project was

reviewed and approved in 2009 by the Ethics Conesitif the University of Trento.

1.5 Definition of terms

The following definitions are to clear up and foarsthe terms as they pertain to

this thesis.

Severe mental illnessSevere mental illness encompasses a wide rangeumiarh
problems which require mental health services. Whik terminology we refer in this
thesis to mental disorders when combined with @ll®f disability that significantly
interfere with interpersonal relationships, sosills, basic and functional capacity in the
production of a work. Thus, a severe mental illnessdefined through diagnosis,
disability and duration, and includes disordershwgsychotic symptoms such as
schizophrenia, schizoaffective disorder, manic eggwe disorder, as well as severe

forms of other disorders such as major depresspamic disorder and obsessive
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compulsive disorder. In accordance to this debnitidisability refers to the fact that
difficulties interfere with or severely limit andividual's capacity to function in one or
more major life activities; the mental disorder Heeen designated by a mental health
professional (e.g., schizophrenia, mood disordeessonality disorders) and there have
been a significant level of service usage overpths years (e.g., hospitalizations, health
care services). This definition is in accord witte tDepartment of Health and Human

Services of Québec, Canada and the National AliamcMental lliness.

Social EnterpriseWith this term we generally refer to “Type B socioeperative” as
defined by Italian Law 381/91. This kind of vocai# service developed to furnish
welfare services to the “economically weaker lay&rsociety” and aim to specifically
create employment opportunities for certain disathged groups, such as physical or
mental invalids, psychiatric patients, drugs addialcoholics, young workers from
troubled families, and criminals subject to altéires to detention. In social enterprises,
employment standards and benefits are basicalgetbbthe Italian state, but with certain
advantaged to the cooperatives.
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CHAPTER 2: LITERATURE REVIEW

2.1 Promoting the work integration of people with svere mental illness

2.1.1 Historical perspective

Until the early 1950s individuals with severe mérnitlness were housed in
institutional settings, usually in long-term hosfization such as psychiatric hospital, and
labeled unemployable. Few effective treatments vwaailable at that time, and the
emphasis of mental health care providers was aabkstiing a diagnosis and treating
psychiatric symptoms (the so-called medical modeboe). The focus was on the defect,
or physical dysfunction, within the patient. Thagtention was mainly paid to physical
and biological aspects of specific diseases anditons.

The first comprehensive law on mental health ityltetes back to 1904. This law
defined the person who suffer from a mental illn@ss'a danger to himself and others”
and “a public scandal” (Del Giudice, 1998). To avdhe danger, these persons were
confined inside mental hospitals, which admitteddividuals with all types of mental
disorders of any cause whatsoever” (Law 36/1p04 this kind of institutions, “the ill
individual does not exist, stuck as he is in a ipas®le which both codifies and cancels
him out” (Basaglia, 1967 cited in Del Giudice, 1998dmission to a mental hospital
could be requested by anyone “in the interest efpiditient or the society” (Law 36/1904)
and even by the police on the basis of a medicéficate (Piccinelli et al., 2002). People
with mental illness were compulsory admitted to takmospitals for an indefinitely
duration of time. The internments caused to thessgns several inhuman consequences,
such as the impossibility of any kind of social lexges, relations and roles, the
deprivation of any identity beyond that one proddxy the illness, and the psychological
violence of being treated like objects of guardiapsin addition to the physical violence.
Once admitted, they lost their civil and politicahts, and were deprived of freedom and
power.

It was not until the 1950s and 1960s that the sdoachanged, thanks to the

introduction of psychotropic drugs complementingeutbiological treatments, such as

! Law 14 February 1904, N. 3®fsposizione sui manicomi e sugli alienati. Custoelicura degli alienati
Published on th&azzetta UfficialeN. 43, 22 February 1904.
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electroconvulsive therapy (ECT), and the alterediadcand political climate of those
years, with the fight against social discriminatiand inequalities, including those
suffered by individuals with mental illnesses. Tddvent of deinstitutionalization in the
1960s and 1970s has finally led to the closing sychiatric hospitals and to the
development of community-based mental health camdets in many countries
worldwide, shifting the care and support for peoplith severe mental illness from
psychiatric custodial institutions to community-bdssettings. Proponents of psychiatric
rehabilitation started to emphasized that menthlesls not only causes mental
impairments or symptoms, but also causes the pesigmrficant functional limitations,
disabilities, and handicaps (Anthony, 1982; Anthé@yiberman, 1986; Anthony et al.,
1990; Cohen & Anthony, 1984), and that prolongedpitalization had several negative
effects on patients, who had the tendency to los&lkskills required in order to live in
society (WHO, 2000).

Italy was the first country worldwide to start tbeinstitutionalization process of
psychiatric care and to develop a community-basgstesn of mental health. This
deinstitutionalization movement was led by Francasdjlia, a psychiatrist with a
phenomenological orientation. In early 1970s, Bhgagith his colleagues were able to
transform the psychiatric hospital of Gorizia, aadincity located in north-eastern Italy,
by gradually open the wards and make all patielitsvad to move freely within the
hospital and in the town. From 1971 to 1974, theref of Franco Basaglia and his
equipe were directed at changing the rules andc lediich governed the institution,
putting the hierarchy in question, changing thatrehs between patients and operators,
inventing new relations, opportunities and spaaad, restoring freedom and rights to the
inmates. Any form of physical containment and shdlckrapy was suppressed, the
barriers and mesh which had enclosed the wards weeneved, doors and gates were
opened, compulsory hospitalizations became volyrgad definitive ones were revoked,
thus the patients regained their political andlarghts. The equivalence mental illness-
social danger were denied, the person with mernliaéss gained access to social
citizenship and the construction of new psychidtospitals was prohibited (Del Giudice,
1998). On contrast, several innovations based endbognition of patients’ needs were
introduced, such as the creation of new servicdsidmi the psychiatric hospital. The
original model experimented in Gorizia was thenioaped in other cities and these pilot
experiments succeeded in demonstrating that itpeasible to replace outdated custodial

care in psychiatric hospitals with alternative coamity care. The demonstration
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consisted in showing the effectiveness of the ngstesn of care per its ability to make a
gradual and ultimate closure of psychiatric hos$pif@ossible, while the new services,
which can appropriately be called “alternative” teesl of “complementary” to the
psychiatric hospitals, were being created. Theseices include unstaffed apartments,
supervised hostels, group homes, day centers, aoperatives managed by patients.
These experiences became the model for the 19T@nltasychiatric reform and
community mental health system. The 1978 reform (aaw 180, ‘Legge Basagli¥)
inaugurated fundamental changes in the care systeth decreed the shift from
segregation and control in psychiatric hospitalstrematment and rehabilitation in the
context of society and was then incorporated intom@e comprehensive legislation
setting up the National Health Service. Law 180hgited admissions to state mental
hospitals, including readmissions, and instead afiphals the law fixed the
implementation of community-based services, whighrasponsible for the full range of
psychiatric interventions. A gradual closure ofstixig psychiatric hospitals had to be
planned. Law 180 prescribed also voluntary and lumary hospitalizations only in
emergency situations and only when community adieras have already been tried and
failed. In these cases, hospitalizations have ke face in small general-hospital units,
no larger than 14-16 beds. The new departmentanmgtion of patient services were
thought to ensure a comprehensive system of iméores for the prevention and
rehabilitation of psychiatric discomfort, besidbe tare of mental illness.

Implementation of the psychiatric reform law hagm@&ow totally accomplished,
and the year 1998 marked the very end of the statdal hospital system in Italy, thanks
to the Financial Law of year 1996which initially mandated the closure of all state
mental hospitals by the end of 1996, later postgane31 March 1998. Between 1996
and 1998 26 mental hospitals were officially closed the number of patients dropped
from 17.068 (on 31 December 1996) to 7.704 (4.Ag%ublic and 2.935 in private mental
hospitals on 31 March 1998) (Burti 2001).

2 Law 13 May 1978, Accertamenti e trattamenti sanitari volontari e ¢ightori”. Published on the
Gazzetta UfficialeN. 133, 16 May 1978.

3 Law 28 December 1995, N. 55Qegge Finanziaria Published on th&azzetta UfficialeN. 302, 29
December 1995.
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2.1.2 Italian Legislation supporting disabled panso

As noted by the World Health Organization (2000psimcountries worldwide
have legislation which postulates that disabilltglsnot be a barrier to a meaningful life.

The Italian Constitution (1947) recognizes and guotees the inviolability of
human rights and requires the performance of furesidah duties of political, economic,
and social solidarity. Among these, the duty toknusrgrounded in article 4. The right of
work is recognized for all citizens and the Statdound to promote the conditions that
render this right effective. On the other hand, kvisr considered a citizen’s duty to be
carried out according to personal abilities, oppaities and to one’s own free choice.
Working is the way to contribute to the materiabl apiritual progress of the society,
based on the principle that all citizens have eguoalal standing and are equal in front of
the law, without distinction of sex, race, languagsigion, political opinion, or social
and personal conditions.

The rights of disabled people and their assistaamog social integration are
regulated also by special legislation. The defamtof disabled person is set out in the
framework law 104/92enacted in 1992 (“Law for the assistance, theasantlusion,
and the rights of disabled people”), that definepgbte with disability as “persons with
stabilized or progressive physical, mental or seakimmpairment, causing them problems
with learning, relationships or occupational intdgn likely to bring about a
disadvantageous and marginalizing process” (Law9)4article 3, paragraph 1). The
law promotes the non-discrimination, equal treatnard full integration of people that
suffer from a disability. It also states that everg is involved in resolving the situations
of need of these persons and their families. Tavg tepresented a revolution in the
history of social policy in Italy, and involved fdamental innovation for social policies
regarding disabled people, thereby creating themi@es and conditions for full
affirmation of civil rights and their participatian the social life. Law 104/92 also fully
acknowledges a disabled person despite the exfenisier disability, and takes into
consideration their development from birth to gaption in the family, school, at work
and during leisure time. Law 162/1998Modifications of the Law 5 February 1992,
n.104, concerning support measures towards peojtte gtave handicap”) integrated

* Law 5 February 1992, N. 104.égge quadro per l'assistenza, l'integrazione stecia i diritti delle
persone handicappdtePublished on th&azzetta UfficialeN. 39, 17 February 1992.

> Law 21 May 1998, N. 162Modifiche alla legge 104/92 concernenti misure dstegno in favore di
persone con handicap gravéublished on th&azzetta UfficialN. 123, 29 May 1998.
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Law 104/92 by promoting new forms of domiciliaryreadaily assistance, welcome and
emergency services and projects aimed at promdt@gutonomy and independence in
disabled persons. It seeks to guarantee the rigimdependent living for people with
disabilities in the conduct of one or more esséfftiactions of life. Further amendments
to the Law 104/92 are the Law 53/260é&nd the legislative decree 151/200Law
67/2008 (“Measures for the judicial protection of persomith disabilities who are
victims of discrimination”) promotes the full impteentation of the principle of equal
treatment and equal opportunities for disabled quess while the legislative decree
380/200% (“Elimination or overcoming of architectural bams in public and private
buildings open to the public”) aims to help disabpeople within their movements in the
open spaces.

As regard the participation of disabled peopledaa life, the general policy law
328/20008° (“Framework law for the achievement of the intégdasystem of social
measures and services”) was enhanced by the It&@ewvernment with the aim to
“promote action to support quality of life, equeddatment, non-discrimination and urban
rights, and to prevent and reduce circumstancesfiofity, individual and family need
and hardship resulting from inadequate income, asogroblems and loss of
independence”. This law introduced individual potgefor people with severe disability
(article 14), domiciliary support for elderly peeplacking self-sufficiency (article 15),
and the promotion and support of family responisied (article 16). To achieve these
goals, the Italian state is also calling on tradem organizations and social associations
offering support for their members: in general, Hadian system of social protection is
organized along categorical provision of benefitsit means for each branch of social
policy (e.g., pensions) there is a separate adtratige body (e.g., National Insurance
Institute for Employment Injuries, INAIL; Nationabocial Security Institute, INPS;

National Health Service, NHS) that is responsiblethe collection of contributions and

® Law 8 March 2000, N. 530fisposizioni per il sostegno della maternita e dglaternita, per il diritto alla
cura e alla formazione e per il coordinamento aenpi delle cittd Published on th&azzetta UfficialeN.
60, 13 March 2000.

" Legislative decree 26 March 2001, N. 19E$to unico delle disposizioni legislative in miteti tutela e
sostegno della maternita e paternita, a norma detiicolo 15 della legge 8 marzo 200M. 53. Published
on theGazzetta UfficialdN. 93, 26 April 2001.

8 Law 1 March 2006, N. 67Misura per la tutela giudiziaria delle persone cdiisabilita vittime di
discriminazioni. Published on th&azzetta UfficialdN. 54, 6 March 2006.

° Legislative decree 6 June 2001, N. 380 “Testo aumielle disposizioni legislative e regolamentari in
materia edilizia”. Published on ti@&@azzetta UfficialeN. 239, 20 October 2001.

19Law 8 November 2000, N. 328&gge quadro per la realizzazione del sistema iatiegdi interventi e
servizi sociali. Published on th&azzetta UfficialeN. 265, 13 November 2000.
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the provision of benefits. Government departmemgs rasponsible for supervising the
implementation of legislation and other operaticasgects of social protection delivery.
With respect to access to work for disabled pedple,Law 482/1968 aimed to

the enrolment of physical disabled persons in thblip administration and private
enterprises. It established a quota system thairesjfirms and public bodies with more
than 35 employees to hire a quota of disabled peeglal to 15% of the total amount of
workforce. Only after many years of unsuccessfuémapts, the Italian Parliament
reformed the law in 1999 and it was definitivelyyded that this law should be applied
also to the mentally ill persons. Law 68/1898Regulation on the right to work of
disabled people” focuses on people in working agih whysical, psychic, sensorial,
intellectual and relational disabilities, furthemaao people with civil disability up to
45%, working disability up to 33%, total blindness with a blindness residual of no
more than one tenth in both eyes with a correcti@afness at birth, war disability, civil
disability of war and disability for service. Theam goal of law 68/99 is to promote the
integration and occupational placement of disalgedple in the working world, with
target support and placement services. The lawssthat as much effort as possible must
be made to help disabled persons to find suitaiipl@/ment, and that discriminations
against workers with disabilities in the workplasegrohibited. Also, the same standards
of legislative and collectively agreed treatmentstrapply to disabled workers as to other
workers. The law provides that for every personhwdisability a diagnosis must be
conducted in order to trace the social-working igpfso that the employment agency
(“Agenzia del Lavord can, through the fulfilling of personal schedsjidave a detailed
knowledge of the work potential of the person wilisability. So, it is necessary to
submit an enquire to the local sanitary agency (ABL the recognition of the disability
condition. According to article 18, companies witlore than 15 workers have to employ
disabled workers, in particular for companies with35 employees, 1 disabled worker
have to be employed, for companies with up to 5pleyees, 2 disabled workers and for
companies with over 50 workers, a number of dishllerkers equal to 7% of the total
workforce must be employed. A found of 31.000.00@cHs arranged every year in order
to exempt the companies from social security tayed¢o 100% and up to eight years

proportionally to the disability of the disadvangdgworker employed. For companies,

% Law 2 April 1968, N. 428 Disciplina generale delle assunzioni obbligatorieegso le pubbliche
amministrazioni e le aziende privat®ublished on th&azzetta UfficialeN. 109, 30 April 1968.

12 aw 12 March 1999, N. 68Norme per il diritto al lavoro dei disabili Published on theazzetta
Ufficiale N. 68, 23 March 1999.
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there is also a partial reimburse of expenseshierataptation of the work environment
(workplace accommodations). It is also importantdmark that this law contains rules
aiming to punish the companied who do not implementdispositions, in particular:
sanction of 516 Euro for delayed sending of infogpectus, sanction of 26 Euro per day
of delay of info prospectus and 52 Euro per day dach disabled worker without
employment. The amount of sanctions given will gnége the Regional Found for the job

of Disabled Persons with the aim to place and fieamork inclusion projects.

2.1.3 Psychiatric services for people with meritaéss in Italy

The process of deinstitutionalization has preventedj-term hospitalization of
persons with severe mental illness, and the clostirrany of psychiatric hospitals was
associated with the development of community-basettal health services and the
expansion of employment initiatives. The Italiaforen law 180/78 made radical changes
to the whole concept of Italian mental health careich until then had combined some
components of community care with a prevalent mémdspital care. Italy has a national
health system funded through central taxationykahational health services (SSN)
replaced the previous system of state insuranaedted after the Second World War. The
aim of the SSN was to create an efficient and umfbealth system covering the entire
population. It provides free or low-cost healthectr all residents and their families plus
university students and retirees and emergency toasgsitors. Currently, Italy has a
health care service that is organized in 21 Redioaisare each responsible for healthcare
policies and budged, leading to a great variatiorragional health systems. Indeed,
Italian regions commonly receive governmental fagdfor mental health collectively
with the rest of health care funding and each medjas a large degree of autonomy in
allocating its overall health budget. Moreover, 1a80/78 was essentially a guideline
law, and each region in Italy were entrusted wile specific task of drafting and
implementing detailed norms, methods and timetdiolethe organizational translation of
the law’s general principles. These conditions hiege over time, to a rather national
situation, with different regions adopting diffetestandards in terms of service provision
and different organizational frameworks (de GirotanBassi, Neri et al., 2007; Lora,
2009). Anyway, each region has responsibility faretng the conditions of the Italian
framework law on mental health services and essdntiel of care that are discussed and

approved in a State-Region Joint meeting.
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More specifically, mental health care is delivemddecentralized basis in each
region through the Departments of Mental Health @M which is the health
organization responsible for specialist mental theedre in the community. The DHM is
in charge of planning and management of all medical social resources related to
prevention, treatment, and rehabilitation in memhlth within a defined catchment’'s
area. The 211 Departments of Mental Health coveetttire country, and each of them is
responsible for a geographically defined area. Withe Department there are various
facilities: Community Mental Health Centers (a doitmary setting), Day Care Facilities
(ongoing service during specific periods in the)d&eneral Hospital Psychiatric Units

and Residential Facilities (housing).

2.2 Vocational services for people with severe mealtiliness

In recent years, there has been growing emphadisding ways to assist people
with mental illness recover and maintain meaningitial roles, including the role of
worker (Dunn et al.,, 2010). Various vocational sss have been implemented and
evolved over time internationally to help peoplehnvnental iliness get and maintain
competitive employment, and to make work, withbenefits of economic participation
and social inclusion, a reality for this populatior a review, see Corbiere & Lecomte,
2009).

Traditional vocational rehabilitation for peopletlwisevere mental illness was
linked to the large mental hospitals in the fornsbéltered workshops (Boardman, 2003).
The prevailing thought was that it was necessatyaia people prior to placing them in a
real work situation (Lloyd, 2010). Corrigan in 206&fined this philosophy in terms of
Train and Placeservices. Thesservices aim to develop abilities and specificlskib
allow people with mental iliness to reintegrate Warkplace. People have to learn how to
live with their symptoms and overcome their dis@piprior to be placed in challenging
vocational and independent-living situations (Ggan, 2001). Vocational abilities and
skills must be developed incrementally through ap4ty-step process whereby
individuals complete a rehabilitation program befaetting competitive employment
(Corrigan, 2001; Blankertz & Robinson, 1996; Bozeeal., 1999; Corbiére & Lecomte,
2009). According to Crowther and colleagues (2@B&)lrain and Placeprograms could
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all be considered prevocational activities or tiadal psychiatric rehabilitation,

including:

Sheltered Workshop3raditional sheltered workshops do not provideEyment in
the open market (Boardman, 2003), but offers tpj@ewho find open employment
difficult an opportunity to develop basic work d¢&ibnd habits (Jacobs, 1991). This
kind of service was conceived for people with meillaess who presented a low
level of functioning and who were not ready to pgvate in the workplace. In
sheltered workshops, individuals are paid at tlexeirate or achievement, and the
pay is usually low. Everyone working there has atalaliness, the work is repetitive
and monotonous, and they are time-unlimited (LI&3@10). The focus of sheltered
workshop may be on individual’'s rehabilation aner#py, or on production and
performance (Yip & Ng, 1999). In the past, shelteweorkshops usually did factory
contracts and operated in a protected and segtegatgironment such as a
psychiatric institution (Corbiere & Lecomte, 2009).

Clubhouse Clubhouses are communities where members camachonfidence and
support to lead vocationally productive and saimgfylive (Lloyd, 2010). The
clubhouse is organized around the participatioactivities (work-ordered day) which
provides opportunities for members to contributéhimi a rehabilitative environment,
by developing the motivation of individuals to entgansitional employment
(Corbiere & Lecomte, 2009). Clubhouses assist witteer development, job search
and job choice (McKay et al, 2005). An intensive-site support is continuously
available (Bilby, 1999) and the close relationsfopmed between Clubhouse staff
and employers enables a suitable training enviromnoebe created for assisting new
members at work and for countering stigma by ediigadthers in the workplace
about mental illness and mental health (Waghorrndyd, 2010).

Transitional program Transitional employment is a form of psychiatviecational
rehabilitation developed specifically for peoplawpsychiatric disabilities (Henry et
al., 2000). The main aim of this kind of servicedar individuals to attain a certain
level of self-confidence and independence that \Wilp them get competitive
employment (Corbiere & Lecomte, 2009). Transitiopabgrams are typically part
time, linked to a prior participation in Clubhouday programmes and limited to a
duration of 6-9 months. Individuals are paid awaagjes, all work is entry level and
does not require qualifications. For these reastites absence of experience and/or

hospitalizations does not affect an individual’sacbe to obtain a position (Mental
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Health Council of Australia, 2007). Intensive foohon-site assistance are provide,
in particular the staff member provides full on-fbb training and assists the member
with any issues that may arise.

The evidence now supports the opposite approd&ihcé then Traih(Bond et al, 2008).

In particular, this philosophy introduced the cqptcef rapid entry into employment with

wraparound supports. The cornerstone of this agpr@athe philosophy that the majority

of individuals with mental health disabilities wia@nt to work, can work. So, thHélace
then Trainphilosophy aims to place the person in real watkasions prior to offering
them specific training, to help them quickly acl@etheir vocational goals. Training is
offered on-site, with ongoing support by vocatiomalach, and the job is selected
according to the person’s abilities and intere§tsr(igan, 2001; Corbiere & Lecomte,

2009). According to Williams and colleagues (201@) services models that share the

goal of securing ongoing jobs on equal pay for peapith psychiatric disabilities

alongside other co-workers are:

- Supported employmer8upported employment programs, in particular tttevidual
Placement and Support model, have developed ad=mvabie evidence base in the
last 10 years (Drake & Bond, 2008). This kind ofvemes have been particularly
effective (Bond, 2004; Bond, Drake et al., 1997,n8oBecker and Drake, 2001,
Crowther et al., 2001) with employment rates aveigqg56% for supported
employment and 19% for controls across nine randedhicontrolled trials (Bond,
2004 cited in Salyers et al., 2008). However, #uscess is often tempered by short
job tenure or unsatisfactory job endings (Drake &amehd, 2008; Waghorn et al.,
2009; Williams et al., 2010). These programs ewisih the goal to support people to
move into competitive employment as soon as passibtl to assist people to find job
they are interested in (Canadian Mental Health éission Ontario and Centre for
Addition and Mental Health, 2010). Bond and colieag (2001) defined supported
employment as programs developed to provide “imldigl placements in competitive
employment — that is, community jobs paying atti@isimum wage that any person
can apply for — in accord with client choices arapabilities, without requiring
extended prevocational training (...) They activedgilitate job acquisition and they
provide ongoing support once the client is empldyeded in Corbiére & Lecomte,
2009, p.43). In Supported Employment programs, icereligibility is based on

consumer choice and no attempt is made to screepanticipants on grounds other
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than individual preferences, prior work interestl amotivation. When provided, other
intervention are done in parallel and not in sewéh job searching or job placement.

- Social firms Social Firms are a growing area of promising ticas, in which flexible
environment is provided and in which feelings olobging, success, competence and
individuality are promoted (Svanberg et al., 2010)ey were created specifically for
the employment of people with a disability or otdezadvantage in the labour market.
They offer remunerative work and promote the plalsisocial, and mental health of
their employees (Corbiere & Lecomte, 2009; Svanlergl., 2010). About half the

staff is disabled people.

2.3 Social Enterprises

A promising, though not widely explored, alternatito existing vocational
programs for people with mental disability is thecial firm, or social enterprise
(Corbiére & Lecomte, 2009; Svanberg et al., 20K0)social enterprise is a business
venture created specifically to provide employmandl career opportunities for people
who are unemployed, disabled, or otherwise disadgaal. It differs from organizations
which gave a merely generic support for work indign, such as sheltered employment,
by enabling people with occupational difficulties $ecure genuine jobs and to receive
incomes therefrom. In Italy these new initiatives mainly organized into co-operatives,
in particular social co-operatives. Little reseanels been undertaken in social enterprises
yet, so their vocational outcomes are unknown (8ickan, 2005; Williams et al., 2010),
even though its characteristics, such as suppa@itadility and the implementation of
workplace accommodations, may be well placed tp people with mental disability to
maintain their job in time. Social Enterprises agpi@deed to be effective in supporting
the job tenure for people with severe mental iknleg promoting feelings of competence
and by designing a work environment that is nalyrslipportive. Historically, social
enterprises developed in Italy during the 1980ge@od of poor economic performance
and high unemployment. At that time, there wasaifmergence of innovative experiences
of firm aiming at the integration into work of didzantaged people. The roots of these
initiatives came from both the process of de-in§thalization (especially for people
affected by mental disorders) and the developmetiteodemand for work integration of

disabled people who, in the previous years, hadved educational and training paths
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(Borzaga & Loss, 2002). The new experience develops an alternative to the
traditional framework supporting the integrationdisadvantaged people (e.g., protected
workshop). The first social cooperatives developedree private initiatives with the aim
to create paid job opportunities for handicappeapfeewho would otherwise be difficult
to employ even under the quota system and appeartbe end of the 1970s as a way of
overcoming the shortcomings of public policies (Bxga, 1996; Borzaga & Loss, 2002).
After some years of free development, these org#inizs were recognized by Law
381/91 (“General Rules on social co-operativesihc® then social enterprises are a
distinct, important and rapidly growing sector bétltalian economy and have formed a
core element of the delivery of social servicesalnangement with municipalities. Law
381/91 recognizes social co-operatives on the Whaisthe primary beneficiary is the
community, or groups of disadvantaged people. ldddeey are required to fulfill their
activities for the general benefit of the communétyd for the social integration of
citizens. It distinguishes between two types ofaam-operatives (article 1):

- those finalized to the management of social, heatith educational services (called
A-type): these operate as commercially orientedinesses, with workers and
volunteers being members of the co-operative. A of social co-operatives are
A-Type co-coperatives;

- those with the aim to give job opportunities toadigantaged people (called B-type):
these are agencies for integrating disadvantagepl@eto the labour market and are
similar in terms of objectives to what in the re$tthe world are known as social
firms. Their core function is to provide working veronments for marginalized
people to become integrated into a wider commurhd their ultimate goal is to
provide people working in them the extra skills aahfidence needed for theme to
work permanently. Wage rates in B-Type social cerafives are usually good, with
more than 40% of disadvantaged workers receivingemates that are only just
below average wages, which is significantly moranththe employees might
otherwise expect to earn. Main activities in whiBkType social enterprises are
involved include cleaning, landscape gardeningkganaintenance, packing and
assembly work and laundry. Other favored activilresude bar service, call centers
and book-binding (Mattioni & Tranquilli, 1998). Aleople supported by this king of
social enterprise are referred by their local attyie social service department, so
that their personal history is known by the co-agige. Social co-operatives and

social service department jointly agree objectif@seach referred person, and the
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allocation of the individual to the social entegerirepresent a match of needs for the

two organizations, taking into account the prodwectand inter-personal needs and

capabilities of the individual and the co-operative
Disadvantaged people are recognized by this lawhasng one of the following
categories: people with physical or mental distedi drug addictions; alcoholics; minors
with problem families, and prisoners on probatidfe may define as “disadvantaged” in
the labour market a worker that, given the norreguirements of employers, has some
characteristics that place him/her at a disadvantagsome sort of disability — that is,
“any restriction on or lack of ability to perforrm activity in the manner or within the
range considered normal, which is due to physicalpsychological infirmity or
impairment” (Borzaga & Santuari, 2000; World Heaffilnganization, 1980). Not only
disability, but also reduced capacity to perforngien activity may also depend on a
number of environmental and socio-cultural factsigsh as drug addiction, ex-prisoners,
individuals with no work experience or poor eduzatiMost Type B social enterprises
have been initially established to provide temppremployment for disabled people and
subsequently ensure they are hired by standard aaeg However, often these services
employ them permanently. More than a half of pe@pigloyed by work integration co-
operatives often go onto permanent employment, lgnostside their co-operative (study
conducted by thé\genzia del Lavoran the Trento area). An important article of the
381/91 law establishes that at least 30% of tha tabour force engaged in B-type social
co-operatives must be disadvantaged labour forc®uding people with physical or
learning disabilities, people with sensory diffibes, people released from psychiatric
hospitals or otherwise treated for mental illnefsig and alcohol addicts, people who
have been given an alternative to custodial seaterfeeople with other social needs are
also included, such as the homeless, long-term plogrd, unmarried mothers and
refugees. For these disadvantaged workers the exaiyges is exempt from payment of
welfare contributions (Borzaga & Santuari, 2000hc8 social enterprises operate in the
space between the public and private sectors,atoalted third sector, it is recognized in
Italy as having specific social objectives that makem very different from profit-
orientated, dividend-distributing companies, andtkey are treated differently both
legally and fiscally. Also, Type B enterprises centate on the employment of
disadvantaged people and have lower levels of eoanand productive activity and

organizational capability.
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Nowadays, social cooperatives are represented @& rain cooperative
associations and are organized into local consartih perform all the functions for
which cooperative itself lack the resources, sughraining, management consultancy,
marketing, research and development, promotionstasse and consultation. One of
their most important functions is to act as strateglvisor and agent in supporting social
co-operatives taking on contracts from municipaditi Provincial consortia exist across
most of Italy, with the first consortium of soc@ab-operatives established in 1983. As to
growth of social enterprises since 1991, sevenaleys indicate considerable expansion
during the last decades, with more than 4.000 tergid social enterprises with almost
100.000 members, of which 75.000 paid employees.nidmber of people employed in
social co-operatives in ltaly constitutes about 8@¥% people working in similar
organizations across the European Union (CIRIE®9)9indicating the leading and
unique position that Italy holds in Europe in thedd. Another remarkable information is
that the strongest development has occurred inahi# of Italy, where social capital was
high and the enterprise culture was widespreadz@ya & Santuari, 2002). Italian social
enterprise’s development is indeed intimately Iohke the country’s history, but also to
the way its welfare system has been shaped andtedethe traditional function of non-
profit organizations, and the social and econoneietbpment, which is different among
northern, central and southern regions. In gensaaithern Italy still adopts a much more
socially conservative and traditional approachyimch the family is expected to support
its own members and the role of municipalities aocial co-operatives in delivering care
and other social services is accordingly much ilegee South of the country than in the
North. Thus, the lesser development of social ent®s in the South is due to smaller
demand for social services, largely supplied byilias) and the lesser attention paid to
problems by the public authorities (Borzaga & Sar{u2002). Moreover, the socio-
economic differences between North and South astiically characterized by a labor
market that is territorially segmented, with decalted levels of negotiation of public
policies, especially those regarding employmentesahomic development.

2.4 Determinants of work integration in people withsevere mental illness

Given the importance of work for people with severental illness and given the

evidence suggesting that people with severe meliiaks find it difficult to get and
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sustain employment, attention of researchers haeduto factors that help bolster the
successful employment of this population. A growlragly of research has focused in last
decades on predicting employability and on vocaiaervice outcomes, such as job
tenure (Grove & Membrey, 2005; Secker, Membrey let 2003; Fossey & Harvey,
2010). The next section is dedicated to a revievprevious studies conducted in the
effort of predicting vocational outcomes. The fodsi®n individual, environmental and
organizational variables that may account for thiétg of individuals with severe mental
iliness to successfully obtain and retain employimen

2.4.1 Individual variables

Several studies have been conducted in the attEnmgtplain significant aspects
related to vocational outcomes in people that suffesevere mental illness. In particular,
different individual variables has been reportethm literature in this population, such as
socio-demographics (e.g., work history), clinicahdacognitive (e.g., psychiatric
symptoms, executive functions), psychosocial (esglf-esteem) and work related
variables (e.g., work motivation) (Shafer, 1995riGiere et al., 2006; Becker et al., 1998;
Corbiere et al.,, 2009; Drake & Bond, 2008; Corbieteal., 2005; Catty et al., 2008;
Hallis et al., 2007; Corbiére & Lasage, 2004; HqrH03).

Socio-demographicdumerous studies have been conducted in the aff@xamine the
extent to which demographic variables, such as ggeder and race, relate to vocational
outcomes. Studies that have examined the relafijprisétween age and employment
outcome have had fairly consistent findings. Fatance, Thorup and colleagues (2007)
found that men had higher unemployment rates iorancunity sample of patients with
first-episode schizophrenia and similarly, whileokaand colleagues (2008) found that
younger patients, females and Latino people hagetployment outcomes. In general,
younger people seems to be significantly more yikel be employed, even though this
evidence may correlate with the development ofaaslills and work abilities, or with
the development of the mental illness. Aside frdms tonsideration, younger age has
been found to be associated with better employroatdomes, in term of both getting
and keeping a job. Mueser and colleagues (200hdftliat younger age predicted longer
job duration, as well as Bybee and colleagues (18@%nd out that younger age was

positively related to enrollment. In another stuggunger age was predictive of
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employment success for homeless persons with miéineds (Cook et al., 2001). Despite
these findings, in the study conducted by CampibeB007 age were not predictive of
competitive employment outcomes, as well as geadérethnicity.

As regard gender, findings about its effect on ewplent tend to be more equivocal.
Cook and colleagues (2001) found males more liteelye employed at 12 month follow-
up in a work intervention program for homeless pesswith mental iliness. However, in
a study of participants in three psychosocial paotg, Rogers and colleagues (1997)
found that women evidenced high work skills, alilowgender was not a significant
predictor of subsequent employment. In another ystoonducted by Moriarty and
colleagues in 2001, males affected by schizophreaiee been reported to have poorer
functional outcome. However, studies have geneffalljpd a small, insignificant, effect
of gender (Rogers et al,, 1997; Tsang et al., 2008wiorski & Fabian, 2004).

Findings regarding the importance of race in terofispredicting work status are
equivocal as well. Several authors have suggesptbaably it is not the race or ethnicity
per se that predicts vocational outcomes, but mdb# reactions and attitudes from
others that it evokes, as well as the relationgifiphese factors to limiting career and
employment opportunities (Lent et al., 1996) thatoaint.

As for the educational level, several studies foungositive relationship between
advanced education and successful employment (€atl, 2008, Nordt, Lauber et al.,
2007; Marwaha, Johnson et al., 2007, Cook, Blyeralet 2008). In another study
conducted in Hong Kong by Tsang and colleaguesQR@0positive association between
unemployment and higher educational level was fo@m contrast, Campbell (2007) in
his study did not find any positive or negativeat®nship between the educational
variable and vocational outcome. Goldberg and aglies as well in their study
conducted in 2001 concluded that educational lexse not related to job retention in a
sample of 313 patients with schizophrenia.

Work history is the variable that among all the dgnaphic ones has been found to be
most of the times a modest, but significant, predicof competitive employment
outcomes in several studies (Campbell, 2007; Gxtgt., 2008; Cook, Blyer et al., 2008;
Nordt, Lauber et al., 2007; Marwaha, Johnson eR8I07). Already in the early 1980, a
person’s prior employment history were found tothe best demographic predictor of
future work performance (Anthony & Jansen, 1984j sl prior employment history is
the strongest predictor of vocational outcomes ioremrecent studies (Honey, 2003;

Secker et al., 2003). In general, it might be wsaid that research worldwide has tended
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to find work history to be among the strongest fmteds of employment outcome for
persons with mental illness (Anthony, Cohen & Farke990; Anthony & Jansen, 1984;
Arns & Linney, 1993; Carpenter & Strauss, 1991; Bkreet al., 2001; Strauss &
Carpenter, 1974). However, Rogers and colleag@/{lin their study did not find prior
employment history to be significant. Moreover, aeicstudies also have noted that it
may not be simply prior employment that is impottabut the pattern of prior
employment that determines outcomes (Baron, 2@@f))example, there is evidence that
stability of prior work (Goldberg et al., 2001) ardration of prior employment
(Goldberg et al., 2001, Mowbray et al., 1995) pretliture work outcome.

Despite the discordance of results that often awed in the literature, keep focusing on
this kind of variable may be useful in several dys. For example, as suggested by
Wewiorski & Fabian (2004) it could help sort out ether illness factors alone, or
whether other factors in combination with illnestbrs, are related to employment
outcome. Also, these information may suggest the gnd intensity of intervention most
appropriate and/or effective for various subgroapshe population of individuals with

mental illness.

Clinical and cognitive variablesSeveral studies have been conducted over time to
investigate whether and how psychiatric diagnoses symptoms account in predicting
the ability of individuals with mental illness tdtin and retain employment. Taken
together, the results are both equivocal and stiggesind have been refined over time
(MacDonald-Wilson et al., 2001).

Early studies reported little relationship betwéaire work performance and psychiatric
diagnosis or assessments of symptoms (Ciardiellal.et1988; Moller et al., 1982,
Schwartz et al, 1975, Strauss & Carpenter, 19724 18ited in Rogers & MacDonald-
Wilson, 2011). These studies indicated that thesis mo set or pattern of symptoms that
were consistently related to work performance. Hewestudies conducted in the 1990s
have uncovered a relationship, even if a modest batween psychiatric symptoms,
work performance, and vocational outcomes, espggdiat those individuals receiving
vocational rehabilitation services (Brekke et 8897; Taylor & Liberzon, 1999; Hodel et
al., 1998; Bryson et al.,, 1998; Lysaker et al., 39&old et al., 1999). Rogers and
colleagues as well concluded in their study tharehwas a small, but significant,
relationship between measures of symptoms and ieoehtoutcomes among persons

with mental illness in vocational programs (Rogetsal., 1997; Anthony et al., 1995)
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with negative symptoms (e.g., withdrawal) being ettdr predictor of vocational
functioning than positive symptoms (e.g., hallutims). In a recent systematic reviews
by Wewiorski and Fabian (2004) is found that indinals with schizophrenia seems to
be significantly less likely to attain or retain plmyment when compared to other
diagnosis. For instance, individuals with an affextdisorder were found to be more
likely to be employed. In an another comprehensiegew of predictors of work
outcome, Tsang and colleagues (2000) found thayailable clinical predictors, mixed
results were apparent for diagnosis, substancesabagnitive functioning, and previous
functioning when predicting work outcome, and tlsatial skills, work history and
premorbid functioning were the most consistent gteds of work outcome for people
with mental illness. In general, it might be com®d that people that suffer of
schizophrenia do demonstrate poorer vocationalonws (Ciardiello, 1981; Coreyell &
Tsuang, 1985; Massel et al., 1990; Tsuang & CaryélB3; Cook, Blyer, Leff et al.,
2008; Nordt, Lauber, Rossler, Muller, 2007) and rpoopatterns of job retention
(Anthony, Rogers, Cohen & Davies, 1995; Fabian, 2)9%However, in the study
conducted by Campbell in 2007, this association wais found. Despite this, recent
research on diagnosis suggests that it is the gyngtof the illness, rather than the
diagnostic label, that is the most important prextiof outcome, with many studies
reporting that negative symptoms and skills defieite the most significant determinants
of outcome.

Other clinical predictors of competitive employmémat have been studied in time is the
number of prior hospitalizations (Catty et al., 80@ook, Blyer et al., 2008) and
extended period of institutionalization (HonkonerStengard et al., 2007).
Neuropsychological predictors of vocational outcemigave also been extensively
studied. Most studies have found that cognitive ampents predict poorer vocational
outcomes (Dickerson, Stallings et al., 2007; B@lleig et al., 2007; Brekke, Hoe et al.,
2007; Holthausen, Kahn et al., 2007; McGurk, Twande al., 2007; Zito, Greig et al.
2007). As for cognitive deficits, it seems thaeation, memory and functions executive
are better predictors (McGurk & Meltzer, 2000). Hewer, other authors indicate that
cognitive deficits do not predict the access to legrpent, but seem to correlate with job
retention (Silverstein, Fogg & Harrow, 1991). Moveg the results of intelligent tests
have been found to be few predictive value (Anth&njansen, 1984).
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Psychosocial variables and work-related variabl8sveral studies highlight a moderate
influence of psychosocial variables, such as odiupal self-efficacy beliefs, on
vocational outcomes (Grove & Membrey, 2005; BejérhoUklund, 2007; Siu, 2007;
Waghorn, Chant, King, 2007; Cunningham, Wolbert &o&meier, 2000; Mombray,
Bybee et al.,, 1995). In patrticular, self-efficacgems to play a significant role in
predicting vocational outcomes of people with leditemployment histories, suggesting
that these individuals are not necessarily lesaldapof working, though they lack work
experience. In a study conducted by Michon anceagllies (2005), positive employment
outcomes were related to better work performanceneasured at the beginning of a
vocational program. In addition, participants’ waelated self-efficacy and social
functioning were associated with better outcomes.ahother study, Daniels (2007)
reported that higher levels of self-esteem, intelmeus of control and fewer functional
limitations were related to better vocational omtes, while Huff and colleagues (2008)
found that interest in the work, sense of competera confidence, physical and mental
well-being were the most significant variables regicting vocational status.

Other psycho-social variables that have an inflaeon vocational outcomes are the
support of peers, including friends, support grougsd other community groups as
helpful to sustain employment (Killeen & O’'Day, 200 as well as social skills. In
particular, social skills were the most consistantl strongest predictors and the factor
most frequently identified among all others.

Work motivation is another work-related variablatthas been found to be important in
predicting vocational outcomes, in particular inpiegy individuals return to work, or to
remain employed following the onset of a severe taleiiness (Dunn, Wewiorski &
Rogers, 2010). It is generally agreed that motrato work has a significant influence
on whether people with severe mental illness gampetitive employment (Catty,
Lissouba et al., 2008). For people with a severatatgliness, being motivated to work
means that they have a personal quality that pustes to take advantage of work
opportunities that arise. By contrast, a lack oftivation associated with many people
with mental illnesses has been found to be a nizoter against employment (Honey,
2003; Braitman, Counts et al., 1995) and one of riast frequent reasons for job
separation (Honey, 2003; Lagomarcino, 1990; Lagomar& Rusch, 1990). According
to this, Cook and colleagues (2008) concluded @irthtudy that people with greater
work motivation were more likely to work. Again, tnation is found in the literature to

be a factor is related to general life satisfacfidansel, Stenfert & Rose, 2007).
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Finally, work engagement, defined as a positive faiffdling state at work characterized
by vigor, dedication and absorption (SchaufeliaBal/a, et al., 2002) has been found, in
several studies conducted on the general populatoibe positively related to work
outcomes, such as the attachment to the orgamzgBchaufeli & Bakker, 2004),
satisfaction with work (Saks, 2006), performanceni®ntag, 2003) and lower propensity
to leave (Schaufeli & Bakker, 2004). Furthermomegaged workers are highly energetic,
self-efficacious individuals who exercise influenoeer events that affect their lives
(Schaufeli, Taris, Le Blanc, Peeters, Bakker & Dege, 2001).

2.4.2 Environmental variables

Several studies have focused also on work envirataheariables that can have a

significant impact on vocational outcomes, both ipositive or in a negative way.

Workplace supportAmong all the environmental variables found in titerature as
having an influence on vocational outcomes, saglport from the workplace is the one
most investigated. In particular, MacDonald Wilsand colleagues in 2002 reported
continued support from employment specialist orabélitation staff as important in
increasing job tenure in a sample of people witmtalehealth issues (MacDonald
Wilson, Rogers, Massaro, Lyass & Crean, 2002)hindame year, Tse and Yeats (2002)
conducted a qualitative study on 67 people with tadghness and concluded that support
within workplace and outside work is important ielging people to return to work. In
another study, Auerbach and Richardson (2005) fotlvad primary motivators for
sustaining employment, as studied in a samplexahsiividuals employed in competitive
employment for over 18 months, were values relatedork, satisfaction and feeling
better working. In particular, seeking for suppat&bled success in jobs. Kirsh in 2000
used a grounded theory approach to explore measfingork and important elements
from individual’s point of view, and concluded thtte workplace has a significant
impact on job satisfaction, stress and tenure tlaatdthe relationships between the person
with mental illness with the supervisor and co-vasrkffect the quality of work life and
job sustainability. Furthermore, participants irdfi's study appreciated respectful, fair
and supportive communication with supervisors. &mtipular, demanding supervisors
with critical and unsupportive attitudes were ségnparticipants as a source of stress,

while those who provide feedback, communicate opamd are fair, supportive and
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encouraging were seen as great facilitators of eynpént success. Close to these
findings, a qualitative study by Huff and colleagy@008) found supervisor’'s and co-
worker’s support as being significant in predictimglividuals’ staying or leaving job.
Other studies (Killeen & O’Day, 2004; Tse & Yea2§02; Woodside et al., 2006) have
shown the importance of the assistance from wolle@gue to generate a sense of being
welcomed, respected, and supported at work in peafth mental illness. In general,
individuals’ point of view consistently emphasizevatse supports as helpful for
sustaining jobs, dealing with work issues and fiatihg job seeking (Gewurtz & Kirsh,
2007; Huff et al, 2008; Kennedy-Jones et al., 2008en & O’Day, 2004; Kirsh, 2000;
Secker & Membrey, 2003; Shankar, 2005; Tse & Ye2@2). These include support
within the workplace, but also beyond it from faymlr friends.

Work accommodation®ther authors (MacDonald Wilson, Rogers et al.,2@bnd &
Meyer, 1999; Fabian, Waterworth & Ripke, 1993) Hhigjted that people with a
disability may require special accommodations & Workplace. In particular, Corbiére
and Ptasinski showed that the implementation ofkwvamrcommodations related to job
flexibility and co-worker/supervisor support sigo#ntly helped people with a mental
disability maintain competitive employment (Corlee& Ptasinski, 2004; Corbiere,
Lecomte, Goldner, Lesage & Yassi, 2007). Other istudhave highlighted how the
organization’s willingness to accommodate individuaeeds, particularly their need for
flexibility in terms of time and duties, have a saterable impact on job satisfaction, the
ability to cope with illness and the ability to m&in employment (Kirsh, 2000; 1996;
Van Dongen, 1996)Furthermore, a recent study by Solovieva and cgllea (2011)
suggests that “the implementation of job accommodatfor individuals with disabilities
is a vital tool for increasing workplace produdiyi (p. 40). Better job matching,
attention to workplace adjustments, and trainirggthought also to be important (Kirsh et
al., 2005; Kravetz, Dellario et al., 2003). Secked Membrey (2003) in their study
concluded that training and support for peoplestont new jobs, an accepting workplace
culture and a constructive approach to staff mamage are other variables found to be
significantly related, in a positive way, to vocatal outcomes, while other authors has
found adjusting work hours, schedules, and tasket@rucial to job retention, as were
natural workplace supports in training and supfpmiearn, relationships with colleagues,
workplace culture and staff management (Secker &btey, 2003).

43



Other variablesIn a study conducted with the aim to identify thergqonal determinants
of job tenure among individuals with mental disosdeegistered in prevocational
programs, Corbiére and colleagues (2006) obserhed, tamong other significant
variables related to clinical (i.e., paranoid syomp$) and cognitive aspects (i.e.,
cognitive functions), as well as work-related clogzaistic (i.e., length of absence from
the workplace, type of job), the length of abseinoe the workplace and public support
payments received negatively predicted job ten@erlgiere, Lesage et al., 2006).
Concerns about losing income replacement benefenwrialing or returning to work are
also prevalent for people with psychiatric disaiei (Henry & Lucca, 2004; MacDonald-
Wilson et al., 2003). Other authors (Marwaha & Xums, 2005; Shankar, 2005)
highlighted the important role of appointments foredication, health care, or
employment support during regular working hourgi@sd strategies to help people with
mental illness. Disclosure of mental illness is thro factor that has been found to be
important to create possibilities for accommodatiat the workplace (Huff, Rapp,
Campbell, 2008). In another study by Jones and B@007) no relationship between
disclosure to supervisor and job tenure was foumud,a positive association between
disclosure to co-workers and job tenure. On coftrather studies report negative

consequences due to disclosure and consequenttyagization.

2.4.3 Organizational variables

Findings from studies on the impact of organizalosnd services variables on
work-related outcomes are discussed here. In gerieleas been demonstrated that the
conditions that enhance employment for most em@eyesuch as support from the
organization, peer cohesion, worker involvement eadty of expectation are also likely

to be positive environments for people with mediabrders (Akabas, 1994).

Organizational culture & Person-environment fterson-environment fit is the extent to
which individuals fit into the organizational culey which is defined as the shared
values, belief, and expectation among members afrganization (Moran & Volkwein,
1992; Spataro, 2005; Kirsh & Gewurtz, 2011). Orgational culture can offer much
insight into the way different members are peragiead treated and how differences
among members are tolerated. For example, Kirsh &medvurtz report that in
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organizations grounded within a culture of inteigmat differences among members “are
valued for the contribution they can make to ougoalformance and the new insights
that are gained through collaboration among indizld with different ideas and
backgrounds” (2011; p. 395). Organization cultues lbeen shown to affect workers’
commitment to and identification with the group asrdanization, as well as their sense
of involvement with their work assignments (EtziodaP61; Wiener & Vardi, 1990).
Other studies have found significant relationshipsveen the fit of employees with the
workplace and important work outcomes. For exampl@, study conducted by Kirsh in
2000 the person-environment fit was an importaedigtor of job satisfaction and job

tenure.

Job characteristics.Studies have suggested that, like other peoplayithdils with
mental illness are less likely to stay in a jobitifis an entry level, repetitive job
(Lagomarcinio, 1990). Consistent with these findingie and colleagues in 1997 found
that job tenure was significantly related to hotdenjob with greater variety. Again, the
organization’s willingness to accommodate individuaeeds, particularly their need for
flexibility in terms of time and duties, is thougtd have considerable impact on job
satisfaction, the ability to cope with illness atite ability to maintain employment
(Kirsh, 1996; 2000; Scheid & Anderson, 1995).

Vocational programs’ characteristic§tudies on services that promote work integration
for individuals with mental disorders have shownuanber of characteristics associated
with positive outcomes (Kirsh et al., 2005). Bomdtl &olleagues in 2010 examined a set
of ideal characteristics that a vocational progsdmould have to promote better outcomes
in people with mental disorders. According to tetady, a mental health intervention
should be well defined, reflect client goals, besistent with societal goals, demonstrate
effectiveness, have minim side effects, have pasitiong-term outcomes, have
reasonable costs, be relatively easy to implemant] be adaptable to diverse
communities and disability subgroups. In other vgotd be effective, vocational services
should be available to all people with mental dieos with no exclusion applying,
develop career planning in accordance to individudésires, have a supportive staff,
focus on employment in the open market with contipetipay and provide ongoing
support in the job (Broom, D’'Souza, Strazdins, Bwtorh, Parlow & Rodgers, 2006). In

particular, the attention to the person’s choice preferences has been shown by several
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authors to improve vocational outcomes (Bozzer let 2999; Drake et al., 2003;
McFarlane et al., 2000; Paulson et al., 2002).viddials who obtain employment in
preferred areas report being satisfied with th@sjremain in their jobs longer than those
who work in nonpreferred areas (Becker et al., 1J9860ther study conducted in 2003
by McCollam and colleagues suggest that the compnotective factors for maintaining
well-being at work include a supportive and opeiituca in the workplace, working
practices that foster positive peer relationshgagportive and accessible supervisors,
features of flexibility and adaptation of the wolkqe, awareness of mental health, well-
being, policies and procedures, and supporting Ipetopself direct their return to work

after absences.

Pay.Pay is another key variable affecting outcome (Ghewet al., 2003), and it appears
that paid work has a relationship with participatio the labor force as well as clinical

and quality of life variables.

Integrated servicesSeveral studies (see Waghorn & Lloyd, 2005 for desg) have
found that integrating clinical and employment $&8 results in improved employment
outcomes for people with mental illness. In thisediion, for example, having periodic
meetings between clinicians and vocational coaadldctbe a good strategy to help
employers in the development of individual’'s vooatl or employment plans. Research
shows, indeed, that an approach in which employrsapports are integrated into the
mental health system, in contrast to those invglvparallel employment supports
systems that is not well linked, is more effectjibzake, Becker, Xie & Anthony, 1995).
This kind of integration can take the form of sgdimkages and partnerships between
mental health services and vocational programewall for ease of both communication
between programs and of access for individuals K®rat al., 2003). Furthermore,
moving people rapidly into job placement, ratheanthtaking part in training before
getting a job, can encourage people to stay withlegment services (McLaren, 2003).
Introducing work-related services earlier in theurse of illness seems indeed to be
associated with more successful vocational outcqiReker & Eikelman, 1997; Kirsh et
al., 2005).

Vocational/employment specialifesearchers have also suggested that the intlose

vocational specialist to the service delivery temsnan effective strategy that leads to
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positive vocational outcomes (Blankerts and Robinsk®96; McFarlane et al., 2000;
O’Brian et al., 2003). A vocational specialist isst@aff member who has an exclusive
focus on helping people enter the labour market ignceffectiveness applies across

different models including supported employmenigpams (Becker et al., 2001).

Balance between challenge and predictabiliiynere is a sizable literature on the
importance of balancing the demands of work withtem or decision authority (Karasek
& Theore, 1990). While recently employed, peoplehwmental health issue might
wanting to protect themselves from the stress of mad unknown work challenges
(Kirsh, 2000), and it seems of vital importancetfus population to find a job that offers
a satisfying balance between challenge and prduitya by focusing on individual's

capacities and skills, involvement in the workplacsasonable and well-integrated job

demands, and clear and predictable work expectatiod conditions (Krupa, 2007).
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CHAPTER 3: METHODOLOGY

3.1 The questionnaire

This research was conducted in order to increasekoowledge on the work
integration process of people with severe menftask in Italian social enterprises. For
this purpose, the survey questionnaire was usdigeasiain data-gathering instrument. In
particular, with the aim to establish the profile disadvantage workers with severe
mental illness working in social enterprises, adygitof questionnaires was developed
and administrated to participants at baseline. ngatiincluded details on socio-
demographic variables, current mental state, @liniariables, work history, work
activities, social support, individual and workateld psycho-social variables, as well as
workplace features, desires and future career pkinthe same time, we collected data
on the organizational and structural features afascenterprises in which participants
were enrolled, by interviewing eadResponsible Socialen the numbers of people
enrolled, the years of activity of the firm, as wa$ details on the strategies used to
facilitate the work integration process of disadeged workers with severe mental
illness, such as training, meeting with mental theabre services and individualized
career plans. After 12 months, participants weflievieed up to determine whether there
were changes in their perceptions, feelings, imest and performance. Also, the
longitudinal study design allowed us to analyzeialdes that may have an impact on

vocational outcomes. Data were analyzed mainlyguBASW Statistic version 18.

3.1.1 Battery of questionnaire at Baseline

All questionnaires and test have been selecte@dordbe individuals on the basis
of socio-demographic data, psycho-social varialdkesical variables, environmental and
organizational features, as well as their work naiton, career plans and job satisfaction.
The battery of questionnaire was divided into twainmsection: a profile and the survey
proper. The profile contains socio-demographic atiaristics of the respondents, such as
age, gender, civil status, the number of monthg b@e served the company as well as
their assigned job position. The survey proper @qal the perceptions of employees on
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work personality (e.g., work engagement, occupatiaelf-efficacy), work intentions
(e.g., working plans, need for change), work adjesits (e.g., workplace
accommodations) and work environment (e.g., orgdio@al constraint scale; social
support from supervisor and co-workers). Table rhrsarize the questionnaires included
in the study at baseline, as well as number ofstgrossible range of response and alpha

coefficient.

Table 1 — List of questionnaires at Baseline aptiaktoefficient.

Concept Construct / Scale ltems Range Alpha
Socio-demographical data: age, gender, civil status
education level, diagnosis, live with someone, has . - NA
children.

Background and ) N
Characteristics  Data related to job position: number of month they

have served the company, which is your assigned job

e - NA
position, how many hours do you work per week,
stipend, previous work experiences.
Clinical Variables Brief Symptom Inventory (BSI - Derogatis & 53 1-5 96

Melisaratos, 1983)

Self-Esteem Rating Scale (short form) (SERS-SF:
Psycho-social Nugent & Thomas, 1993; Lecomte, Corbiére, & 20 1-7 75

variables linked ~ Laisne, 2006)
to the person Occupational Self-Efficacy (OSE: Schyns & Von

Collani, 2002) 8 1-6 82
Endicott Work Productivity Scale (EWPS: Endicott,
25 0-4 .90
: 1997)

Psycho-social

variables linked  Need for Change Scale (NCS: Anthony, Cohen,

to the work Farkas, 1990) 1 1-5 NA
Work Engagement (WE: Schaufeli et al., 2002) 9 0-6 .94
Work Accommodations Inventory (WAI: Corbiere & Presence/
Organizational Constraint Scale (OCS: Spectorx Je

Psycho-social 1998) 1 -5 87

variables related  karasek Job Content Questionnaire / social support

to the work dimensions (KJCQ/ssd: Karasek, 1985; Karasek et & 1.5 71

environment 1998)

Multidimensional Scale of Perceived Social Support
(MSPSS: Zimet, Dahlem, Zimet, & Farley, 1988; 12 1-7 .92
Chanty-Mitchell & Zimet, 2000)

Motivation to Keep a Job scale, adaptation of the

Variables linked Motivation to Find a Job scale (Corbiére, Laisne, 7 1-7 91
Working Plans (WP: ad hoc items) 6 1-5 NA

The questionnaire profile section also containedgedhat identify the participants
in the respect of his/her privacy. This code erdbieto link data at baseline with data at

follow up. The Likert survey was the selected guestaire type as this enabled the
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participants to answer the survey easily. In addjtthis research instrument allowed us to
carry out the quantitative approach effectively hwithe use of statistics for data
interpretation. In order to test the validity oktlgquestionnaires used for the study, the
battery of questionnaire was tested prior to theelae phase. These respondents as well
as their answers were not part of the actual spudgess and were only used for testing
purposes. After the questions have been answdredgsearcher asked the respondents
for any suggestions or any necessary correctionsngure further improvement and
validity of the battery. The researcher revised shevey questionnaires based on the
suggestion of the respondents. The researcher ¢hanged few vague or difficult
terminologies into simpler ones in order to ensum@prehensiormo othermodifications
were required. After gathering all the completecgionnaires from the participants,
total responses for each item of each questionmare obtained and tabulated.

The battery of questionnaire was administrated mals groups (5 to 7
participants) under the constant supervision of walified professional clinical

psychologist.

3.1.2 Battery of questionnaire at follow-up

At the follow-up phase, socio-demographic charasties of the respondents was
collected once again, as well as the identificattode and some of the psycho-social
variables (e.g., occupational self efficacy), dalivariables (e.g., severity of symptoms)
and environmental variables (e.g., organizationahstraints) previously tested at
baseline. A clinical variable was then added to lih#ery of questionnaire in order to
explore the general status of well-being of pgracits. We removed from the previous
battery of questionnaires the evaluation of gensetftesteem to add a scale in which
self-esteem is evaluated specifically on the rdlevorker. We then added the Stigma
scale and some ad-hoc items to evaluate the gkdiafaction of respondent’s work
position, a global evaluation of their work expade in the social enterprise and a
general measure of their overall satisfaction. &@abl summarize the questionnaires
included in the study at follow-up, as well as n@mbf items, possible range of response

and alpha coefficient.
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Table 2 — List of questionnaires at Follow-up phasé alpha coefficient.

Concept Construct / Scale ltems Range Alpha
Socio-demographical data: age, gender, civil status
education level, diagnosis, live with someone, has - NA
Background and ~ children.
Characteristics  Data related to job position: which is your assitjed
position, how many hours do you work per week, - - NA
stipend.
Brief Symptom Inventory (BSI - Derogatis &
Melisaratos, 1983) 53 1-5 97
Clinical Variables The Warwick-Edinburgh Mental Well-Being Scale
(WEMWBS: Tennant et al., 2007) 14 1-5 93
Self-Esteem as a Worker (Corbiére et al., 2009) 10 1-4 75
Psycho-social Occupational Self-Efficacy (OSE: Schyns & Von
variables linked  collani, 2002) 8 1-6 .88
to the person ) )
The Stigma Scale (SS: King et al., 2007) 28 0-4 .85
Psycho-social Endicott Work Productivity Scale (EWPS: Endicott,
variables linked 1997) 25 0-4 .93
to the work
Psycho-social o ]
variables related Organizational Constraint Scale (OCS: Spector¥ Je
to the work 1998) 11 -5 94
environment
Motivation to Keep a Job scale, adaptation of the
Variables linked Motivation to Find a Job scale (Corbiere, Laisne, 7 1-7 91
Working Plans (WP: ad hoc items) 6 1-5 NA
Global satisfaction (working life and social life) ad 10 15 84
Evaluation of the °C t€MS '
work experience Effectiveness of Social Enterprises on-the-jomiraj
in the Social approach — ad hoc items 10 1-5 91
Enterprise . . : .
ilfg/riluatlon of working experience in the SEn — ad ho 1 1-10 NA

3.1.3 Questionnaire on Social Enterprises’ features

In order to collect data on organizational and citmal features of Social
Enterprises, we asked to ed®bsponsabile Sociate answer questions on the number of
years of activity of the Social Enterprise; thetseof activity in which disadvantaged
workers with psychiatric disorders are enrollece titumber of people working in the
Social Enterprise, of which suffering from a sevarental illness; information on the
work integration process (e.g., how do people withwere mental illness arrive in the
Social Enterprise; is there any individual projentl career plan for each disadvantaged

worker; is there any specific professional figuse the work integration process; does the
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social enterprise have relationships with mentahlthe centers; training on social
integration; feedback and economic incentives).alge collected data on the main goal
of the social enterprise nowadays (e.g., permamemrk integration in the social

enterprise; open labour market).

After gathering all the completed questionnairesmfrthe respondents, total
responses for each item of each questionnaire wbtained and tabulated. Table 3

summarize the data collection process.

Table 3 — Summary of the data collection process.

Research phase | Timing Data collection Sample size o0dls
. . _ Questionnaire on social
Baseline June 2009 — Social Enterprise N=36 enteprises’ features
June 2010 | Workers with severe _ Battery of Questionnaire
; N=310 "
mental illness (baseline)
Social Enterprise N=23 NA
June 2010 — - - 0
Follow up June 2011 Worker§ with severe N=139 Battery of Questionnaire
mental illness (follow-up)

3.2 Participants

3.2.1 Participants recruitment, inclusion crite@ad data collection

During Phase 1 (baseline of the research), a o§t810 individuals working in
Italian social enterprises consented between J06G6 and June 2010 to take part in the
study. Participation was on a voluntary basis at levels:

- social enterprises were firstly contacted, throtejaphone or personal meetings, and
informed about the purposes of the research profettthe 51 social enterprises
contacted in the Regions of Trentino Alto-Adige,né&, Lombardia, Piemonte and
Emilia Romagna, 36 (response rate of 70.58%) aedefbie invitation to participate
in the study;

- participant were then recruited by thBésponsabile Socidlewhich is the person
inside the social enterprise who usually follow Wk integration of disadvantaged
people who briefly presented the study to cliernt® Wt the research criteria.

The recruitment was based on the following selectigteria: (1) being identified by the

employer as having a psychiatric diagnosis (2) dpeliB years or older and (3) being
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employed in a social enterprise, with specific wagktasks and well defined working
hours. Participants were all willing and cognitivelompetent to give informed consent.
Participants were excluded if they had mental deton, physical disabilities,
neurological illness and those who were enrolled\ifiype social co-operatives or in
working situation that were not sufficiently structd in terms of time commitment,
continuity of supply, and production constraintieTadministration took place in small
groups (5-7 participants at a time) during workingurs, separately for each social
enterprise, at a time agreed in advance with manageand workers representatives. A
psychologist with clinical competences was alwayalable to participants in the need of
further information and clarifications during easéssion of data collection. The battery
of questionnaires required an average of an houbetocompletely filled out. Each
participant received compensation for their timdteA 12 months, 30 of 36 social
enterprises were contacted again for the followphase. Of these, 23 (response rate of
76.7%) accepted to confirm their involvement in teeearch project and allowed us to
collect data once again. 223 (71.9% of the totadpda) were the potential participants at
follow-up. Of these, 121 (54.3%) were still aval@bto fulfill the battery of
guestionnaire, 51 (22.9%) were lost to follow up,(%.8%) were not working the day of
data collection, but were still employed in theiabenterprise, 20 (8.9%) were no longer
working in the social enterprise, due to hospitdlans or retirements; and 18 (8%) found
a job in the open labour market. Figure 1 summadheestudy design.

The Ethics Committee of the University of Trentwiesved and approved the
study. Individual written informed consent was at¢a after description and explanation

of the study. In addition, participant anonymitysyaeserved.
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Figure 1 - Study design.

Baseline

51 social enteprises
{january-june 2009)

Refuse to participate
N=17

el 36 social enteprises
on SEn features P

Data collection 310 participants
(baseline) (june 2009-june 2010)
Follow-up

30 social enteprises
(june 2010)

Refuse to participate
N=7

23 social enteprises

223 potential
participants

Non participants

N=84

Lostat follow up H=46

Data collection - ~— ~ Mo longer working  N=20

{12 months | | ) 139 part}c;pants Found job elsewhere N=18
ET—— | (june 2010-june 2011) |

3.2.2 Description of the Participants

Socio-demographics dat#t baseline, the sample comprised 91 women arxdr@én,
whose average age was 41.68 years (SD=8.79). Mdisé sample were single (N=253;
85.5%). As for educational level, 172 (57.1%) hathpleted some middle school or less,
117 (38.9%) had obtained a high-school diploma4®2) had received a university-level
education. In terms of mental illness, 186 partaoig reported diagnosis was as follow:
53 (28.5%) from mood disorders, 11 (5.9%) reporéectiety disorders, 30 (16.1%)
reported having personality disorders and 92 (49.&¥orted psychotic disorders in the
schizophrenia spectrum. Most of participants (N5282%) lives with someone and do
not have children (N=193, 78.8%). The Phase 2 snpka(N=139) was not different
from the initial sample regarding socio-demographi@sychiatric diagnosis and

education. Demographic variables are depicted bieré
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Table 4 -Participants’ socio-demographic characteristicdlierstudy samples.

Demographic variable Baseline 12 months follow up T test ory? value
N(%) or Mean [SD] N(%) or Mean [SD] andP value
Interview data N =310 N =139 -
Gender
Male 205 (69.3) 86 (71.1) x2=231,P=.13
Female 91 (30.7) 35 (28.9)
Age
Range 20-64 20-64 _ _
Average age 41.68 [8.79] 41.33[9.52] T=49.p=.63
Marital status
Single 253 (85.5%) 103 (91.2%) _ _
Married 43 (14.5%) 10 (8.8%) x*=.89,p=.79
Education
Middle school or less 172 (57.1%) 73 (60.8%)
High school completed 117 (38.9%) 41 (34.2%) x2=215pP=.71
University-level education 12 (4%) 5 (6%)
Diagnosis
Schizophrenia disorder 92 (49.5%) 37 (50%)

Mood disorder 53 (28.5%) 22 (29.7%)

2=321P=.36

Personality disorder 30 (16.1%) 13 (17.6%)

Anxiety disorder 11 (5.9%) 2 (2.7%)
Lives with someone 208 (71.2%) 75 (67%) ”_ _
Lives alone 84 (28.8%) 37 (33%) x*=3.36P=.07
Does not have children 193 (78.8%) 84 (84%) 22 41p= 84
Has children 52 (21.2%) 16 (16%) 2= AL

Note. SDstandard deviation. According to variables, bhean be affected by missing data. All data are
self-reported.

Job tenure and employment statAs.regarding job tenure, participants were workimg
the social enterprise for an average of 81.59 nsonihith 36.8% of individuals being
employed for 3-5 years and close to 20% for momntiO years. These data are
extremely important in highlighting the effectivesseof the social enterprise model in
helping disadvantaged people to maintain their worktime, compared to other
vocational services, such as supported employnregrgams, in which job tenure rates is
usually low (Tsang et al., 2002). In particulartie literature are reported low means of
job retention among people with mental disordei) yob tenure rarely exceeding 1 year
on the regular job market (Verdoux, Goumilloux, Mta & Cougnard, 2010; Corbiére,
Lesage et al., 2006; Provencher, Gregg et al., ;26@2vey & Bedell, 1994; Catty et al.,
2008; Cook, 1992; Bond & Kukla, 2011). Samplesasdiine and follow-up significantly
differ regarding job tenure, with participants alldw-up being employed for less years
compared to participants at baseline (P=0.23). Tesult can find a reasonable
explanation in the low response rate of social rpnites located in the Trentino area at
follow-up phase, and the consequent reduced nuwibparticipants (55 participants at

baseline, 5 participants at follow-up, as showedable 5). Furthermore, taking a look at

56



Figure 2, it is evident that a consistent numbepasticipants (N=54) in the Trentino area
at baseline were working for 3 years or more. Tlitusgems reasonable to state that the
follow-up scores at the job tenure variable hasmbaféected by the lost of almost 91%

participants in the Trentino area.

Figure 2 — Job tenure and territorial division aséline.
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Main activities in which participants are involvagtlude cleaning, landscape gardening,
parks maintenance (25%), packing and assembly wadqndry (50.3%), bar service
(4.9%) and other type of work such as secretar§o)1 On average, participants are paid
4.60 Euro per hour and work 25 hours per week. dldesa seems relevant once again in
providing evidences of the effectiveness of theiadoenterprise model. Compared to
other rehabilitation programs, such as supportegl@&yment, participants in our study
work an higher amount of hours per week. Most imtligls in evidence-based supported
employment obtain indeed part-time jobs, in whitdrtghg a job at ten hours a week is
not unusual. Many individuals choose to work pamtetbecause of fear of losing benefits
(e.g., health insurance, government assistancekgheOthers who have not worked
before, have not worked in a long time, or have heglative experiences when working
in the past may also choose to begin working oar&tpme basis. It is although expected
that people in the supported employment progranh emter a progression of working
time strategy, leading to working in excess of l&urs plus per week (Supported

Employment Programme Operational Guidelines andhBp2003).
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On salary variable, samples at baseline and abwellp significantly differ (P=.004),
with participants at follow-up being paid on averdgss. Once again, this result can find
a reasonable explanation in the reduced participance in the Trentino area, which

provided an high amount of salary at baseline (&€& per hour on average), as showed

in Figure 3.
Figure 3 — Salary and territorial division at basel
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Almost the total of the sample (94.5%) reportechéwe had previous work experience.
Table 5 summarize participant’'s employment statiigracteristics at baseline and at

follow-up phase.

Table 5 -Participants’ employment status characteristicgHerstudy samples.

Emblovment status variable Baseline 12 months follow up T test ory? value
ploy N(%) or Mean [SD] N(%) or Mean [SD] andP value

Interview data N =310 N =139 -

Length of job
months (average) 81.59 [59.12] 77.78 [65.12] T=-35P=.73
1-2 years 49 (17.2) 32 (37.6)
between 3 and 5 years 105 (36.8) 31 (26.7) . o
between 5 and 10 years 75 (26.3) 32 (27.6) x2=949P=.023
longer than 10 years 56 (19.6) 21 (18.1)

Type of job

Laborer (cleaning, landscape
gardening, parks maintenance)
Industry sector (assembly work

66 (25) 30 (26)

laundry) '156 (50.3) 69 (60) 2=108P= .78
Generic clerk (secretary,

salesman, archivist) 29 (11) 8N

Bar service 13 (4.9) 8 (7)

58



Work per week

range 4 -45 3-50

hours (average) 25.51[10.67] 25.51 [11.63] T=-1.32,;P=.19
Salary (Euro)

Range per hour 1-26.30 1-12

Average per hour 4.60 [2.79] 3.92[2.33] T=-2.90;P =.004
Previous work experience

Yes 276 (94.5) 114 (94.2) _ D

No 16 (5.5) 7 (5.8) 2= 069;P=.79

SD standard deviation. According to variables, N can be affected by missing d. All data are self-
reported.

3.3 The environment: Social Enterprise

3.3.1 Description of Social Enterpris

Our study focuse on Italian social enterprises that are specificalmed at
integrating disadvantaged workers into work, calR-Type social c-operatives. The
social and work integration of people experiencgagious difficulties finding work i
achieved by these sial enterprises through productive activity anitbtad support, an
through training to develop the qualifications bétworkers. At baseline, we collect
data on 36 BFype social c-operatives located in Northern lItaly, in particularthe
Regions © Trentino Altc-Adige (N=13, contributing to the 17.7% of the sa&
recruitment), Veneto (N=15, providing 52.6% of papants), Emilia Romagna (N=
contributing for the 17.1% of the sample), LombardiN=2, providing 7.7% c

participants) and Piemon(N=2, contributing for the 4.8% of the sampl

Figure 4 -Territorial division of the study sampé baselin.
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At the follow-up phase, 23 of the 30 social entisgs contacted accepted to confirm their
involvement in the research project and allowetbusollect data once again. Still, it was
the 14 organizations located in the Region of Verleat recruited the higher percentage
of participants (N=78, 64.5%). In terms of the ageicture, social enterprises of our
sample at baseline were working for an averagerofehrs of activity (SD=8.53), with a
minimum of 3 years to a maximum of 33. In particul social enterprises existed for
fewer than 10 years and only 1 was established thare30 years ago. Nearly 73 percent
of social enterprises were working for more thany&@rs and less than 30 years. As for
the number of workers employed in the organization, average 71 individuals
(SD=86.38), of which 15 with severe mental illn€SB=16.77), are enrolled in the social
enterprise. Almost 82% of social enterprises ingdhin the study at follow-up were
working for more than 10 years, while it was clase 68 the average number of
employees enrolled in the organizations. The typaativities in which disadvantaged
workers were involved at baseline is mainly theaclag, landscape parks maintenance
(66.6%). Other fields they are active in, is thdustrial sector (27.3%), bar service and
secretary’s office that together represent 6% dfvidies. At follow-up, only social co-
operatives working in the field of cleaning andustty were involved. The main aim of
B-Type social enterprise is specifically the worktegration of disadvantaged workers,
meaning that this kind of organizations were barrfdcilitate the access to work for
people who find it difficult and to help them maimt their work in time. AlImost 15% of
the social enterprises we recruited, offered topfeeavith severe mental illness a
permanent job inside the organization. Other samabperatives we interviewed allowed
in most cases a more stable access to the opeur latzoket (33%), while more than 50%
had the specific aim to facilitate the transitionthe open labour market only for people
with the required profiles, while for other workesho are not ready to transit to other
kind of organizations the future remained inside to-operative. Table 6 provides the

features of social enterprises mentioned above.

Table 6. Structural and organizational characiessif Social Enterprises (SEn).

Baseline 12 months follow up

Features of Social Enterprises N(%) or Mean [SD] N(%) or Mean [SD]

Interview data

Trentino Alto Adige 55 (17.7) 514.1)
Veneto 163 (52.6) 78 (64.5)
Emilia Romagna 53 (17.1) 34 (28.1)
Lombardia 24 (7.7) 4 (3.3)
Piemonte 15 (4.8) -
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Number of Social Enterprises

Trentino Alto Adige N=36 N=23
Veneto 13 (36.1) 4 (17.4)
Emilia Romagna 15 (41.7) 14 (60.9)
Lombardia 4 (11.12) 4 (17.4)
Piemonte 2 (5.6) 1(4.3)
2 (5.6) -
Years of activity
Range
Average 3-33 7-33
Less than 10 years 17.24 [8.53] 19.82 [7.23]
Between 10 and 20 years 8 (24.2) 3 (13.6)
Between 20 and 30 years 11 (33.3) 7 (31.8)
Over 30 years 13 (39.4) 11 (50)
1(3) 1(4.5)
Type of job done by disadvantaged workers
Cleaning, landscape gardening parks maintenance
Industry sector (assembly work, laundry) 22 (66.6) 14 (63.7)
Secretary’s office, educator, archivist, salesman) 9 (27.3) 8 (36.4)
Bar service 1(3) -
1(3) -
Main goal of the SEn for disadvantaged workers
Work integration in the SEn
Work integration in the labour market 5 (15.2) 2 (9.1)
Work integration in the SEn or in the labour market 11 (33.3) 7 (31.8)
based on individual characteristics
17 (51.5) 13 (59.1)
Number of individuals working in the SEn
Total
Range
Average 6-405 25-348
With psychiatric disability 71.29 [86.38] 67.75 [68.45]
Range
Average 1-67 2-39
15.38 [16.77] 16.56 [13.21]

SDstandard deviation. According to variables, khean be affected by missing data.

We then collected data on the strategies that lsentarprises adopt to facilitate the work
integration process of disadvantaged workers. Irstnad the cases (close to 88%),
mentally ill workers are signalized to the sociategprise by mental health services, and
this kind of relationship between different orgatian usually remains in time. Indeed
only 1 social co-operative of our sample reported total absence of contacts with
mental health providers. In most of the cases éclos 64%) there is a specific
professional person inside the organization (éugar, or responsabile socialewho is
specifically involved in the work integration praseof mentally ill workers. Sometimes
is someone outside the enterprise (e.g., psyclstjogherapist) that follows the
integration process (12%) while only 3 organizadi§@%) reported the absence of this
specific professional figure. Almost 94% of inteswied social enterprises reported to

develop individual projects and career plans farhedisadvantaged worker enrolled in
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the organization and close to 71% do implementitmgi and educational experiences
inside the organization on the theme of socialgrggon and work integration. Mainly,
the training is dedicate to disadvantage workedsthmir families and it is done from a
collaboration between people inside and outsidesticeal enterprises (see Table 7).

Table 7. Work integration strategies for mentdllwrkers implemented by Social Enterprises.

Baseline

Work integration process for disadvantaged workegemented by SEn N(%) or Mean [SD]

How do disadvantaged workers arrive in the SEn?

Mental Health services’ advice 29 (87.9)

Other social firms’ advice 4 (12.1)
Who is involved in the work integration of disadtaged workers in the SEn?

There is not a specific person for the work intégraprocess 3(9.1)

Someone inside the SEn (tutoesponsabile sociaje 21 (63.6)

Someone outside the SEn (psychologist, psychiatrist 4 (12.2)

Both inside and outside the SEn 5 (15.2)
Is there any individual project and career plandisadvantaged workers?

Yes, implemented by the SEn 10 (30.3)

Yes, implemented by the SEn in partnership witleotervices 20 (60.6)

Yes, implemented by other services 1(3)

No 2 (6.1)
Does the SEn have contact with mental health ses@?ic

Yes, in a stable and periodic way 25 (78.2)

Yes, on demand (when there is the necessity) 6 (18.8)

No, never 1(3.1)

Does the SEn implement training and educationaéea&pces on the theme of
social integration and work integration?

Yes
For disadvantaged workers 24 (72.7)
For every employees 3(12.5)
For familiars and for the whole community 20 (83.3)
Done by people inside the SEn 1(4.2)
Done by people outside the SEn 5 (20.8)
Done by people outside and inside the SEn 12 (50)

No 7(29.2)

Does the SEn provide economic incentives linkegréauctivity standards for
disadvantaged workers?

Yes, as for other employees 11 (34.4)
Yes, targeted on disadvantaged workers 10 (31.3)
No 11 (34.4)

SDstandard deviation. According to variables, khean be affected by missing data

3.4 Ethical considerations

As the research project required the participatmhn human respondents,
specifically mentally ill human resource, certaithieal issues were addressed.
Individuals suffering from mental illnesses are tigatarly vulnerable as research

subjects, and the consideration of these ethisaless was necessary for the purpose of
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ensuring the privacy as well as the safety of thei@pants. In general, Italian law
encourage respect for individual rights and sa@aponsibility. These include protecting
the anonymity and privacy of the participants aeth@ cognizant of cultural issues such
as socioeconomic status, gender, race, and diyalsiinong others. Privacy, anonymity
and confidentiality are the subjects of Law 1962dDecreto Legislativo 30 giugno
2003, n. 196 “Codice in material di protezione daii personali”, Gazzetta Ufficiale n.
174, Supplemento Ordinario n. 123, 29 luglio 20(3atients who are deemed to be
potentially or particularly vulnerable (e.g. inagbn to their capacity to understand the
research) have to give a fully informed consemiadicipate to a research. No one can be
forced to participate to a research program anddbearcher has to ensure safeguards on
data access and data use. Thus, among the sighifitacal issues that were considered
in the research process include consent and caifediey. In order to secure the consent
of the selected participants, the researcher rdlafeimportant details of the study,
including its aim and purpose. By explaining thé&sgortant details, the respondents
were able to understand the importance of theg molthe completion of the research.
The respondents were also advised that they coifdiraw from the study even during
the process. With this, the participants were pnotdd to participate in the research. The
confidentiality of the participants was also endguf®/ not disclosing their names or
personal information in the research. Beyond tloese-arching frameworks, the research
project was reviewed by the Ethics Committee Baafrdhe University of Trento who

expressed its positive opinion regarding the ethinoplication of the study.

3.5 Development of the studies

As highlighted in the literature review, work issgynificant factor of mental
health and contributes remarkably to the recovdrpemple with mental illness. This
population still faces several barriers and ditfies in the job acquisition and retention,
and mentally ill persons are among the most sgciatld economically marginalized
members of the community. The social enterprisesaaralid and effective alternative to
existing vocational programs in helping disadvaathgvorkers, such as people with
mental disorders, in their work integration procedscial cooperatives are organized in a
network to create a local dynamic and facilitatsotece and knowledge transfer while

sharing new experiences. In particular, they hawu@portive work environment that
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dedicates between ZB% of positions to employees with a disabilityys all workers
the award rate of productivity based rates, andiiges all employees with the sai
employment opportunities, rights, and obligatiomrtRermore they offer employee
workplace accommodation, an environment that ipstijve in nature ar characterized
by minor stigma and discriminatioThus it is reasonable to state that social enterp
provides meaningful work experience to disadvardagerkers, which help thel
increase their vocational and psychosocial outcorfggire 5 poir-out this theoretical

background.

Figure 4 -Effectiveness of social enterprise model: theoaéti@ackgroun.
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Previous studies conducted on the population oftatignill workers have highlighte
several individualand environmentevariables that can gificantly predictvocational
outcomes fothis populationOn the basis of these consideration, we developaddel
by integrating the existing results and conceptsnating vocational outcomes in peo|
with mental illness, including background ancaracteristics (e.g., so-demographics;
psychiatric symptoms); psychosocial variables lthke the person (e.g., occupatio
selfefficacy), to the work (e.g., work engagement) aodthe environment (e.c
workplace accommodation); work intentions ., working plans, motivation to keep
job) and outcomes (e.g., job satisfacti See Figure 5 for a graphic representation o

model.
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Figure 5 -ntegrated model of vocational outcomes in peojth severe mental iline.

Psychosocial
variables linked
to the person

Psychosocial
variables linked
to the work

Background and
characteristics

Work
intentions

Vocational
outcomes

Psychosocial
variables linked
to the environment

According to this appiach, Study 1 islesigned with the main aim of establish
the profiles of employees that suffer of a seveental illness working in Italian soci
enterprises, as well as to investigate potentitierdinces across people with differ:
psychiatric diagosis (e.g., schizophrenia, mood disorders) on hm-social variables
linked to the person (e.g., sesteem) and linked to the work (e.g., work produkgf.
Study 2 focus on the work intention dimension o tmodel, in particular it deep
investigae the motivation to keep a job variable. Motivatltas been identified as bei
an important factor inhelping participants return to work, or to remaimpboyed
following the onset of a severe mental ilineand t is generally agreed that motivatior
work has a significant influence on whether peopith severe mental illness ge
competitive employmeniThus, the study propos the validation otwo scales, useful for
the evaluation of work motivation two different context: thdlotivation to Find a Job
scale in a sample ahentally ill workers enrolled in supported employm@rograms
located in Canada, arttie Motivation to Keep a Job scale amopegople with sever
mental illness employed in Italian social entemgs Furthermore, the study airto
predict vocational successes (i.e. obtaining coitiyetemployment) by considerir

motivational aspects and personal character of the study samples.
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Understanding the impact of individual and enviremtal variables on job satisfaction is
the purpose of Study 3. In particular, in this stuwee investigate the relationship between
individual characteristics (e.g., occupational -sdficacy), features of the workplace
environment (e.g., provision of workplace accomntioaie in social enterprises) and job
satisfaction in people with severe mental illndéssaddition, it is our intent to explore the
spectrum of workplace accommodations availablesfoployees with mental disabilities
working in social enterprises, and the impact obsth accommodations on job
satisfaction, taking into account the individuahdcteristics of these employees.

Study 4 aims at examine the validity of work engaget in people with severe mental
illness. We first validate the most often used r#ifie instrument to measure this
construct (i.e., the Utrecht Work Engagement Saddweloped by Schaufeli and
colleagues in 2002). We then develop a nomologicetwork delineating work
engagement’s relationship with its antecedents imdconsequences in mentally ill
workers.

In sum, studies reported in the next chapter aifo@is on the most important
factors related to the work integration of peopléhveevere mental illness, and specify
how those variables are integrated into socialrprites. To extend our knowledge on the
articulation of all these elements in the contéhaaxial enterprise will hopefully allow us
to better understand the work integration of peoyta a mental disability and facilitate
this knowledge transfer to the regular labour miarke
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CHAPTER 4: RESULTS

4.1 Study 1:Psychiatric diagnosis and employment status: profds of mentally ill
workers in social enterprise$®.

Abstract

Employment rates for people with mental illnessumacceptably low. Still nowadays,
having a psychiatric diagnosis can seriously linklie access to work and career
advancement. Social enterprise represent a goexhalive to the regular job-market for
people with severe mental illness. In particulbgirt flexible environment seems to be
effective in creating job opportunities for peogibo find it hardest to get them and in
facilitating the job tenure in this population. Theain purpose of this study was to
establish the profiles of employees that sufferacdevere mental illness working in
Italian social enterprises, as well as to invesigeotential differences across people with
different psychiatric diagnosis (e.g., schizophaenmood disorders) on psycho-social
variables linked to the person (e.g., self-esteamg linked to the work (e.g., work
productivity). In general, participants reporteg@sitive evaluation of their perceptions
as workers, and showed that having a psychiatsieadie rather that another do not affect
vocational outcomes such as general self-esteemmypatonal self-efficacy, work
productivity, work engagement and motivation togkeejob. This study were in support
of literature suggesting that the association betwgsychiatric diagnosis and vocational

outcomes is weak.

3This article is in preparation for publication &s:Villotti, P. Venuti, F. FraccarolPsychiatric diagnosis
and employment status: profiles of mentally ill keys in social enterprises
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Introduction

Unemployment is repeatedly cited as a reason fdwaed quality of life among
people who suffer from a severe mental illness, iam&l an important part of the social
exclusion faced by this population (Marwaha & Jams2004; Broadman et al., 2003).
Despite the evidence of their desire and capaéityook (OMS, 2000; Broadman, Grove,
Perkins & Shephred, 2003), people with mental haakues have an employment rate of
little more than 10%. They still experience diffites and continue to face enormous
barriers in securing their right to equal accesswwrk. If in the past decades the
employment rate in the general population and mse¢hwith physical disabilities has
generally increased, there has been very littlengbain the portion of people with
psychiatric disability participating in the workfm (Social Exclusion Unit, 2003;
Marwaha & Johnson, 2004). This lead to the evidetiie@ an enormous number of
workers who have or have had a mental health prolle not in work and are denied the
opportunity to return to work, for several reasqmsnarily the stigma of mental illness.
The advent of psychotropic medication, the deinstihalization process and the increase
of attention to civil rights issues was not enoughchange the way in which mental
illness is perceived as an indulgence, a sign akwess (Byrne, 2000). In particular, a
diagnosis of schizophrenia or other mental illnessan function as a stereotype and can
lead to biases in interpreting behavior. For instanpeople generally believe that
individuals with schizophrenia are violent (Boisvé& Faust, 1999), while scientific
studies have showed that the association betweatahdisorder and violence is slight
(Link et al., 1992; Monahan, 1992) and that th& akviolence by someone with mental
health problems are no greater that those for émemgl population as a whole (Swanson
et al., 1990 cited in Link et al., 1999). Thus spite of anti-discrimination laws, stigma
and prejudice for the diagnosis of mental illnes exists, even among professionals
(Boisvert & Faust, 1999).

Psychiatric diagnosis can be defined as the ideatibn and labeling of a mental
disease, which is a clinically significant behawioor psychological syndrome or patterns
that is associated with present distress or disgbbbased on its sign and symptoms.
Psychologists and clinicians worldwide usually rdafethe criteria listed in international
manuals, such as the Diagnostic and Statisticalusllaof Mental Disorders (DSM-TR,
APA 2000), to formulate a diagnosis. One of themmirpose of diagnosis is to facilitate

and enable communication among the professionas wlork in the field of mental
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health care, as well as to guide treatment plannitige diagnosis also generally is
necessary in order for insurers to pay for medigsaivices and pharmacological

treatments. Still, the act of labeling a mentabdier can have unintended effects for the
person who seeks for a job, and the stigma of rhaliteess can negatively and

powerfully infect all social relations, with consemnt severe difficulties in the social and
work integration processes. Furthermore, often [geapith mental illness endorse

stigmatizing attitudes about psychiatric disabjlitwith negative consequences on
individual’'s self-perception and self-efficacy.

It is evident that a psychiatric diagnosis, suchsesizophrenia and depression,
can produce experiences of poor self-esteem, rddeedings of self-efficacy, low levels
of work productivity and a sense of disconnectednfesm others (Cassano & Fava,
2002). Social enterprises are competitive busimads both economic and social goals
(Williams, Fossey & Harvey, 2010) that may be wdiced to respond to the need of job
opportunities and job tenure for people with a psaftic diagnosis (e.g., people with
severe mental illness), by offering ongoing suppawbrkplace accommodations,
tolerance, and an organizational context charaedriby minor discrimination and
stigmatization (Warner & Mandiberg, 2006; Wiliam&ossey & Harvey, 2010;
Svanberg, Gumley & Wilson, 2010). Furthermore, wcial enterprises there is a
particular attention on employees’ well-being (Kaud998) by focusing on quality of
life, which has been recently found to be a sigaiiit predictor of longer job tenure in
people with mental disabilities (Lanctot, Corbi&®urand, unpublished).

At a work population level, little is known aboutegple with a psychiatric
diagnosis and employment status in social entegrisTo our knowledge these
characteristics have not previously been reporigterefore, the current study was
designed with the main purpose of establish thdilpsoof employees that suffer of a
severe mental illness working in Italian social ezptises, as well as to investigate
potential differences across people with differepsychiatric diagnosis (e.qg.,
schizophrenia, mood disorders) on psycho-socialables (e.g., self-esteem) and

vocational variables (e.qg., self-efficacy, work gwotivity).
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Method

Data collection and participants

The data used for this study came from a broadagitiodinal research project
concerning the work integration of people with seveental illness employed in Italian
social enterprises. The recruitment was basedefotlowing selection criteria: (1) being
identified by the employer as having a psychiatdlimgnosis (2) being 18 years or older
and (3) being employed in a social enterprise, vgplecific working tasks and well
defined working hours. Participants were excludédhey had mental retardation,
physical disabilities, neurological iliness andgbavho were enrolled in A-Type social
co-operatives or in working situation that were swifficiently structured in terms of time
commitment, continuity of supply, and productiomswaints. One hundred and eighty-
six individuals with a severe mental disordersyifra convenience sample of 32 social
enterprises offering work integration services tsadvantaged people located in five
regions of northern lItaly (Trentino Alto Adige, ietio, Emilia Romagna, Lombardia, and
Piemonte) agreed to participate in the researchcantpleted a battery of questionnaire.
Of these, 59.7% (N=111) were men. The average agdl participants was 41 years
(SD=9.12, age range: 20-64 years). Forty-nine mer@é=89) of the participants held a
middle school certificate or less, 21.4% (N=39) laaslecondary-level education, 23.6%
(N=43) had completed high school, and 6% (N=11) b#dined a university-level
gualification. In terms of marital status, 161 @%) were single, separated, widowed or
divorced, while 18 (10.1%) were married or livingttwa common-law partner. Close to
the total sample reported to not have children @0;179.5%). llinesses were self-
reported and were grouped into three categoriesodndisorders, schizophrenia, and
personality disorders. In particular, 28.5% (N=8&)orted a diagnosis of mood disorder
(e.q., depression), 22% (N=41) reported a persynaisorder and 49.5% (N=92)
reported schizophrenia. As regarding job tenuretigyants were working in the social
enterprise for an average of 84.86 months. Thesa dee extremely important in
highlighting the effectiveness of the social entisg model in helping disadvantaged
people to maintain their work in time, comparedtioer vocational services. On average,
participants work 25 hours per week and are p&@@ &Euro per hour. Almost the total of
the sample (95.1%) reported to have had previousk veaperience. After complete

description of the study to the participants, enttinformed consent was obtained.
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Participants received compensation for their tilmgelve months later, social enterprises
were contacted again for the follow up phase. @&é¢h 20 (response rate of 62.5%)
accepted to confirm their involvement in the reskgsroject and allowed us to collect
data once again. One hundred and thirty-eight ¢34d the total sample) were the
potential participants at follow-up. Of these, B8.6%) were still available to fulfill the
battery of questionnaire, 30 (21.7%) were lostditofv up, 7 (5.1%) were not working
the day of data collection, but were still employedhe social enterprise, 12 (8.7%) were
no longer working in the social enterprise, duddgpitalizations or retirements; and 15
(10.9%) found a job in the open labour market. fidlew-up subsample (N=74) was not
significantly different from the initial sample ragling socio-demographics, psychiatric
diagnosis and education, as shown in Table 1. Hew@articipants at follow-up were on
average significantly paid less compared to thelbsssample (T = - 2.60, P =.011).

Table 1. Participants’ socio-demographic charasties for the study samples.

Demographic variable Baseline 12 months follow up T test ory? value
N(%) or Mean [SD] N(%) or Mean [SD] andP value
Interview data N=186 N=74
Gender
Female 67 (37.6) 28 (37.8) x2=2.31,P=.13
Male 111 (62.4) 46 (62.2)
Age T=.78 ,P=.44
Range 20-64 20-64
Average age 41.3219.12] 41.82 [10.22)
Marital status
Single 161 (89.9) 69 (93.2) x2=1.04P=.31
Married 18 (10.1) 5 (6.8)
Education x2=3.38 P=.50
Middle school 89 (48.9) 41 (55.4)
Secondary-level 39 (21.4) 11 (14.9)
High school 43 (23.6) 17 (23)
University level 11 (6.1) 5 (6.7)
Diagnosis
Mood disorder 53 (28.5) 22 (29.7) _ _
Personality disorder 41 (22) 15 (20.3) x*=2.54,pP=.28
Schizophrenia 92 (49.5) 37 (50)
Lives alone 46 (25.7) 24 (32.9) _ _
Lives with someone 133 (71.5) 49 (67.1) x*=2.17,p=.10
Has children 31 (20.5) 7 (11.1) _ _
Does not have children 120 (79.5) 56 (88.9) x*=3.13,P=.08
Length of job (months) 84.86 [58.34] 78.06 [59.21] T=-847,P=.399
Work hours per week 24.71[11.03] 24.71[11.03] -
Salary per hour 4.32 [3.05] 3.15[2.02] T =-2.B0s .011
Has previous work experience 173 (95.1) 71 (95.9)
Does not have previous work 9 (4.9) 3(4.2) x?=.397,P =.529
experience

Note. SDstandard deviation. According to variables, bhean be affected by missing data. All data are
self-reported.
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Measures

The full study involved completion of a battery quiestionnaires (one of which
was demographic in nature) and was being piloetest

Clinical variables

Severity of symptomdhe Brief Symptom Inventory (BSI; Derogatis & Néaratos,
1983) was used to identify self-reported clinicalgtevant psychological symptoms. It
consist of 53 items covering nine symptom dimersiddomatization (dimension that
reflects psychological distress arising from petioep of bodily dysfunction, e.g.
faintness or dizziness), Obsession-Compulsion §amu thoughts and actions that are
experienced as unremitting and irresistible bygatent, e.g. having to check and double
check actions), Interpersonal sensitivity (feelimggersonal inadequacy and inferiority,
e.g. feeling that people are unfriendly), Deprasg®e.g. symptoms of dysphoric affect
and mood, withdrawal of interest in life activifjednxiety (e.g. restlessness, nervousness
and tension), Hostility (thoughts, feelings andiat that cover feelings of annoyance
and irritability, e.g. urgency to break things),oBit anxiety (phobic fears oriented to
travel, open spaces, crowds, public spaces), Pdradeation (a mode of thinking,
projection, hostility, suspiciousness, centralitiear of loss of autonomy) and
Psychoticism (signs of a schizoid, alienated sbfidife); and three global indices of
distress: Global Severity Index, which is the measused in this study, Positive
Symptom Distress Index (it reveals the number ohmpms the respondent reports
experiencing), and Positive Symptom Total (indeat throvides information about the
average level of distress the respondent expeisgngach item of the BSI is rated on a
5-point scale of distress from 0 (not at all) téextremely). Test administration ordinarily
takes less than 10 minutes. Coefficient alphaimgtudy was .97.

Well-being At follow-up, we used the Warwick-Edinburgh Meni&ell-being Scale
(WEMWBS, Tennant, Hiller, Fishwick, et al., 2000 have a measure of mental well-
being of participants, focusing entirely on postiaspects of mental health. The scale
consist of 14 items covering both hedonic and ewsetnaspects of mental health
including positive affect (feelings of optimism, edrfulness, relaxation), satisfying
interpersonal relationships and positive functignifenergy, clear thinking, self-

acceptance, personal development, competence atahoawy). Participants were
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required to tick the box that best describes tkgperience of each statement over the
past two weeks using a 5-point Likert scale (nohéhe time, rarely, some of the time,
often, all of the time). The Likert scale represanscore for each item from 1 to 5
respectively, giving a minimum score of 14 and maxin score of 70. The overall score
for the WEMWABS is calculated by totaling the scdi@seach item, with equal weight. A
higher WEMWBS score therefore indicates a higherelleof mental well-being.

Coefficient alpha in this study was .94.

Psychosocial variables linked to the person

Self-EsteemTlhe Self-Esteem Rating Scale Short Form (SERSaBlbreviated version of
the Self-Esteem Rating Scale by Nugent & Thoma83L%as used in the study to have
a global measure of self-esteem. It consist ofeé2Brated items on a 7-point Likert scale,
used as two separate (positive and negative) sielssczoefficient alpha in this study was
7.

Self-Esteem as a workekt follow-up, we decided to investigate self-estein regards to
work of persons with severe mental illness, with #m to capture work-related changes
in this population during their work integrationopess. We used an adaptation of the
Rosenberg Self-Esteem as a Worker Scale (Rosenb@6$) done by Marc Corbiere
(2009). It consist of 10 items rated on a 4-poitkeL scale from 1 (strongly disagree) to 4
(strongly agree). This scale contains an equal murabpositively and negatively worded
items. Coefficient alpha in this study was .72.

Occupational self-efficacyThe Occupational Self-Efficacy short form introddcby
Schyns and von Collani (2002) was used in thisystachave a measure of the level of
self-efficacy in the sample. It consist of 8 itethat can be rated on a six-level response
scale ranging from 1 (not at all true) to 6 (conngle true). High values reflect high
occupational self-efficacy. Coefficient alpha imstbBtudy was .82.

Stigma We asked patrticipants at follow-up phase to redpan the 28 items of the self-
reposted Stigma Scale (King et al., 2007), randgmgn O (strongly disagree) to 4
(strongly agree). It consists of three subscaléscrichination, disclosure and positive
aspects. Coefficient alpha in this study was .90.

Evaluation of working experience in the social gmtise (ad hoc item)At follow-up, we

asked participant to rate the general satisfacttated to their working experience in the
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social enterprises from 0 (completely negative erpee) to 10 (totally positive

experience).

Psycho-social variables linked to the work andehgironment

Productivity To assess the degree to which medical condisanh as severe mental
illness, affects the work functioning of an indivad we used the Endicott Productivity
Scale (EWPS; Endicott & Nee, 1997). The scale a&bnsi one domain (work
productivity) scored on 25 items on a 5-point drleert scale (from 0, that means never,
to 4 meaning almost always), plus additional itesnsexpected working hours, hours
worked, and reason for working less (if applicaplefh possible responses including “I
was physically ill” and “I was too upset, depressednervous”. The scale covers four
productivity areas: attendance (absenteeism ana@ ton task), quality of work,
performance capacity, and personal factors (saziahtal, physical, and emotional). The
survey computes a reverse-total score from O (wmossible score) to 100 (best possible
score), which is a measure that discriminate ansogects who have varying degrees of
difficulty in accomplishing their work due to anniéss and that reflects even small
changes in behavior related to work productivitgefficient alpha in this study was .89.
Job satisfactionWe used a single item from the Psychiatric Rdhation Readiness
Determination Instrument (Anthony, Cohen & Farkd890) to assess the level of job
satisfaction or dissatisfaction, along with thedéar change in the current employment
status of the study participants. Responses ramge 1 (very dissatisfied, with urgent
need for change) to 5 (very satisfied, with deirdesire that there be no change).

Work engagemenWe used the Utrecht Work Engagement Scale (UWES&a2 includes
three subscales: vigor, dedication, and absorp#dhitems are scored on a 7-point
asymmetrical rating scale ranging from 0 (neverp t{daily). Coefficient alpha in this
study was .94.

Motivation to keep the jobNe used an adaptation of the Motivation to Fintbh scale
designed by Corbiere, Laisné & Lecomte in 2000hi® ¢ontext of job tenure in social
enterprises. The questionnaire consists of 7 it@easuring motivation to maintain a job
which are measured on a seven-point Likert scalen fi “completely disagree” to 7
“completely agree”. The items of the Motivation k®mep a Job scale are intended to

measure motivation relative to maintain a job freanious perspectives: intention, being
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motivated, self-efficacy in overcoming obstaclesngking the necessary efforts, and the
importance of work. Coefficient alpha in this stusgs .89.

Organizational ConstraintsThe Organization Constraints Scale (OCS) was usekis
study to have a measure of constraints on perfacenan work. It is an 11-item scale
covering each of the constraints areas discussé&kters and O’Connor (1980). These
common situational constraints in organizations maglude faulty equipment,
incomplete or poor information, or perhaps intetias by othersEach area is assessed
with a single item, and a total of constraint sagreomputed as the sum. For each item,
the respondent is asked to indicate how often diiffecult or impossible to do his or her
job because of it. Response choices range frorast (hat once per month or never) to 5
(several times per day). High scores represents lagels of constraints. Coefficient

alpha in this study was .88.

Results

Profiles of people with severe mental illness @ygdl in social enterprises

As for clinical and psycho-social variables linkedthe person, summary rating
scores were calculated for each scale and arerpeesimm Table 2 and Figure 1, in which
scores have been scaled on a 0-100 global indeyayhically represent results in a
comparative and global framework. Descriptive asedy show that participants’
perception of the gravity of their psychiatric syiops is very low. The average score at
the Global Severity Index, which is the most seveiindicator of the respondents’
distress level measured by the Brief Symptoms distdk .49 (SD=.18). This result is in
line with the high score obtained at follow-up twe Edinburgh Mental Well-being Scale
(M=45.32, SD=12.46), meaning that participants galhe are feeling good, useful,
relaxed, confident, close to other people, loved iaterested in new things. The sphere
of self-esteem shows how people with severe mdhitaks employed in social enterprise
feel confident in their ability to deal with peopfeel loved by other and perceive to be a
competent person (positive self-esteem average $der.32, SD=1.46). Even when the
focus is on the role of worker (follow-up phase)ei@age score is high (M=2.54, SD=.64):
participants reported that they feel to have séwrad qualities as workers, to be able to

do things as well as most other colleagues, torbedoand satisfied of their employment
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status. On contrast, people reported low scoreemts such as “feeling that others do
things better than me”, “feeling ashamed about ffiysand at items that measure
feelings of inferiority and angriness (negative f-esteem average score M=2.86,
SD=1.41). Respondents reported also high levelcotipational self-efficacy (M=3.93,
SD=1.27), meaning that they feel confident in hguime resources to overcome potential
difficulties and obstacles at work and in being Iwmlepared to achieve vocational
purposes. Scores on the Stigma Scale showed thatigents’ feelings of stigmatization
(M=1.81, SD=.81) and discrimination (M=1.55, SD=.92side the social enterprise are
low. As for the disclosure subscale, people repoienot feeling bad about having had a
mental disorder and not to be worried about telfiegple that they receive psychological
treatments. They do not feel the need to hide themtal, they do not feel ashamed about
that and they would disclosure their psychiatriggtiosis if they were applying for a job
(M=1.84, SD=.86). Medium-high scores were obtaiaethe positive aspects of stigma
subscale, meaning that participants reported thaing had mental health problems has
made them a more understanding people and a strggegeon (M=2.39, SD=.79).
Overall, the general satisfaction at follow-up béit working experience in the social
enterprise is high (M=7.80, SD=2.03).

As for psycho-social variables linked to the worlddahe environment, summary
rating scores were calculated for each scale amgrasented in Table 3 and Figure 2, in
which scores have been scaled on a 0-100 globaleimdo graphically represent results
in a comparative and global framework. Descripawvlyses show that participants feel
able to ensure high levels of work performancepitesof their mental illness (M=78.30,
SD=16.45). On average, they are satisfied of iebirand they do not want to change it
(M=3.97, SD=.99). Scores are high also at the werigagement scale (M=4.32,
SD=1.47), meaning that participants have high kwélenergy and identify strongly with

their work.
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Table 2. Means, standard deviations and correlatioong psycho-social variables linked to the person

Variable N Mean SD SD 1 2 3 4 5 6 7 8 9 10
1.Severity of symptoms 186 .49 .18 .18 1
2.Well-being 74 4532 1246 1246 .001 1
3.Self-esteem (+) 172 4.32 1.46 1.46 -.167* .085 1
4.Self-esteem (-) 172 2.86 1.41 1.41 582** - 254% 154* 1
5.Self-esteem as a worker 74 254 .64 .64 .024 .222.231 -169 1
6.0ccupational self-efficacy 181 3.93 1.27 1.27 820 .175 A490*  -.094 .295* 1
7.Stigma 74 181 .81 .81 -.059 -.239*  -074 .062 348** 067 1
8.Discrimination 74 155 .92 .92 -.140 -131 -.018 -.055 -.346* .049 .902* 1
9.Disclosure 73 184 .86 .86 .002 .188 .143 -.097290* -.001 .932* 748** 1
10.Positive aspects of stigma 73 2.39 .79 .79 .003.330* .207 -.087 .293* 106 .495% . 201* A72%% 1
11.Evaluation of working experience 71 7.80 2.03 032. -.046 317 -.012 -.182 .003 .093 -.110 -.147 .068 192
Note.The possible range of scores for Severity of spmgstis 0-4; for Well-being is 1-5; for Self-este§uositive and negative) is 1-7; for Self-esteera agorker
is 1-4; for Occupational self-efficacy is 1-6; ftigma and related subscales is 0-4; for Evaluatfomorking experience is 1-10. SD=standard dewrati
* p<.05 **p<.001
Table 3. Mean ratings and standard deviation dfgigants on study variables.
Variable N Mean SD 1 2 3 4 5 6 7
1.Work productivity 183 78.30 16.45 1
2.Job satisfaction 167 3.97 .99 130 1
3.Work engagement 174 4.32 1.47 271* AST** 1
4.Vigor 174 4.08 1.47 .302%* .310** 921 %* 1
5.Dedication 174 4.41 1.64 2287 S 905 1297 1
6.Absorption 174 4.48 152 212% 397 924 798 154 1
7.Motivation to keep the job 183 6.03 1.23 .309* .356** .368** 341 .335** .336** 1
8. Organizational constraints 185 17.54 7.70 ~142 -.062 -060 -055 -.087 -019 -172*

Note.The possible range of scores for Work Productiigt@-4; for Job satisfaction is 1-5; for Work eggment and subscales is 0-6; for Motivation to kibegob

is 1-7; for Organizational constraints is 1-5. S@mslard deviation. *

p<.05 **p<.001



They report to work hard (vigor, M=4.08, SD=1.4@re involved (dedication, M=4.4
SD=1.64), and feel happily engrossed (absorptiors4KB, SD=1.52) in heir work.
Respondents are also highly motivated to mainthgirtjob (M=6.03, SD=1.23), they a
confident in overcoming potential obstacles by mgkihe necessary effort to keep their j
Finally, participants report to are able to sucfidgsaccomylish work tasks most of the tim
since there are no (or very few) constraints tham @ffect performance in their wao
environment (M=17.54, SD=7.70): they rarely repdetays, lose of time, nervousness, lacl

information or materials and equipme

Figure 1. Analysis of central tenderreported on a 0-100 scgE0=medium value.
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Psychiatric diagnosis and differences on demogregtpsycho-social and vocational variables

Univariate analyses of variance (ANOVAs) were cartdd on each of the study

variables, with the results of these presentedwelo

Demographic and employment status characteristagticipants did not significantly differ
across psychiatric diagnosis on demographic vasalklch as “age”, “gender”, “education”,
“marital status” and “lives with someone”. On cadf, ratings at “children” were significantly
different across disability, with people sufferirgm schizophrenia having not children much
more compared to individuals with mood disorder. aikg people with schizophrenia
significantly were found to have less amount ofvpres work experience compared to the other

two groups of disabilities. Results are reportedable 4.

Table 4. Participants’ scores on demographic angl@ment status characteristics by psychiatric
diagnosis.

Mood disorders  Personality Schizophrenia

Variables N(%) or M [S disorders T test or ANOVA
(%) or M [SD) Moo ormsp] N6 M [SD]

Interview data N =53 N =41 N=92
Age 42.77 [8.70] 41.19 [8.96] 40.49 [9.43] F(2, }5936, P=.394
Gender

Female 23 (45.1) 10 (27) 34 (37.8) T=2.98, P=.225

Male 28 (54.9) 27 (73) 56 (62.2)
Education

Middle school 24 (46.2) 24 (60) 41 (51.9)

Secondary-level 14 (26.9) 7 (17.5) 18 (22.8) T=8.35, P=.400

High school 13 (25) 7 (17.5) 23 (29.1)

University level 1(1.9) 2 (5) 8 (10.1)
Marital status

Single 41 (80.4) 34 (94.4) 86 (95.6) T=3.87, P=.423

Married 10 (19.6) 4 (19.6) 4 (4.4)
Children

Yes 18 (41.9) 5(14.7) 8 (19.8) T=16.98, P=.000

No 25 (58.1) 29 (85.3) 66 (89.2)
Lives with someone 32 (64) 30 (75) 71 (79.8)
Does not live with 18 (36) 10 (25) 18 (20.2) T=4.19, P=.123
someone
Job tenure 89.43 [69.80] 64.03 [55.23] 87.33[6.67] F(2,171)=.915, P=.402
Salary per hour 5.28 [2.48] 4.20[2.51] 3.90[3.38 F(2, 145)=2.78, P=.066
Hours worked per 93 18 111.07] 22.80 [8.90] 10.98 [23.96] F(2, 172), P=.125
Previous work 52 (100) 39 (97.5) 82 (91.1)
experience _ _
Does not have previous T=6.19, P=.045

0 1(2.5) 8(8.9)

work experience
Note. SDstandard deviation. ANOVA analysis of variancecéaling to variables, thid can be affected by missing

data. All data are self-reported.
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Severity of symptomBRespondent ratings regarding the Brief Symptoventory (see Table 4)

did not significantly differ across psychiatric greosis.

Table 4. Participants’ ratings on severity of syomps by psychiatric diagnosis.

Mood Personality ~ Schizo-
BSI - Brief Symptom Inventory disorders disorders phrenia ANOVA

M (SD M (SD M (SD
Interview data N =53 N =41 N =92
Possible range 0-4 0-4 0-4
Global Severity Index score .50 (.20) .52 (.21) (48) F(2, 183)=.741, P=.478
1. Somatization 1.86 (.73) 1.93 (.90) 1.79 (.76) 2,A@0)=.461, P=.632
2. Obsession-compulsion 2.06 (.96) 2.12 (1.05) 2803 F(2, 181)=.141, P=.868
3. Interpersonal sensitivity 2.19(1.02) 2.16(3.00 2.08 (.94) F(2, 180)=.218, P=.804
4. Depression 2.41(1.09) 2.33(1.06) 2.08 (.79) 2, EB1)=2.26, P=.107
5. Anxiety 2.09 (.83) 2.24(1.09) 2.10(.93) F(83)=.391, P=.677
6. Hostility 1.79 (.85) 1.80 (.87) 1.76 (.77) F(1380)=.038, P=.962
7. Phobic anxiety 1.99(1.06) 1.96(1.05) 1.82).86 F(2,181)=.643, P=.527
8. Paranoid ideation 2.28(1.11) 2.08(.99) 2.87)(. F(2,181)=.809, P=.447
9. Psychoticism 2.02 (.95) 2.13 (.96) 1.98(.89) 2,AE3)=.403, P=.669

Note. SDstandard deviation. ANOVA analysis of variancecéaling to variables, thid can be affected by missing
data. All data are self-reported.

Well-being.On average, well-being ratings (see Table 4) wetesignificantly different across
psychiatric diagnosis. However, respondent scotreteim 11 “I've been able to make up my
own mind about things) were significantly differestross diagnosis, F(2, 67)=2.798, p<.05.
Post hoc analysis using Tukey’s honestly significdifference (HSD) method indicated that
participants with a diagnosis of mood disorder wated as feeling able to make up their own
mind about thing better than people with a persgndisorder.

Self-esteentor the Self-Esteem Rating Scale short form (Tébp|garticipant ratings in general
did not differ across diagnosis categories, howeggarding the confidence in beginning new
relationships we found significant differences, ,EG1)=3.20, p<.05. In particular, Tukey’'s HSD
post hoc comparisons indicated that respondents mitod disorders were significantly less
confident in comparison than people with a diagnos$ischizophrenia.

Self-esteem as a workdrRatings at the Self-esteem As A Worker scale @abl were not
significantly different across diagnosis on theakaicore. However, significant differences were
found on item 1, F(2, 71)=4.01, p<.05 and item @&,68)=3.12, p=.05. Post hoc comparisons
using the HSD method indicated that participant wiood disorders had significantly higher
confidence in being persons with worth, at leastaonequal basis with other workers, than
individuals with a personality disorder. In additjondividuals with personality disorders on the

whole are less satisfied with theirselves compaugebple with a diagnosis of mood disorder.

80



Stigma.Participants’ rating on the Stigma scale (Tabléifl)not significantly differ on the total
score and on scores at the subscales (discrimmatiisclosure, positive aspects). The only
significant difference across psychiatric diagnosess found on scores at the “I have been
discriminated against by the police because of mgntal problems” item, F(2, 67)=6.20,
P=.003. In particular, Post hoc comparisons usigHiISD method showed that people with
schizophrenia reported lower scores on this itermpared to the other two category of
disorders.

Occupational self-efficacyRespondent ratings regarding the Occupational Sktfacy Scale
short form (see Table 9) did not significantly difiacross psychiatric diagnosis.

Evaluation of working experience in the socialegptise (ad hoc item)Respondent ratings
regarding the ad hoc item (see Table 10) did mptiscantly differ across psychiatric diagnosis.
Work productivity. Respondent ratings regarding the Endicott Workd&ctvity scale (see
Table 11) did not significantly differ across psiathic diagnosis. We cannot able to reproduce it
here since questionnaire rights are reserved, xarples of items are: “During the past week,
how frequently did you just do no work at times wh@u would be expected to be working?”;
“During the past week, how frequently did you wasitae looking for misplaced supplies,
materials, papers, phone number, etc?”; “Duringpdist week, how frequently did you find you
have forgotten to call someone?”; “During the pasek, how frequently did you find you have
forgotten to respond to a request?”; “During thetpaeek, how frequently did you have a co-
worker redo something you had completed?”; “Durihg past week, how frequently did you
work more slowly or take longer to complete taskntlexpected?”; “During the past week, how
frequently did you have trouble organizing worksetting priorities?”; “During the past week,
how frequently did you fail to finish assigned ts8k

Job satisfactionRespondent ratings regarding the Need for Changke $&ee Table 12) did not
significantly differ across psychiatric diagnosis.

Work engagemenParticipants’ scores at the Utrecht Work Engagensaatle (9 items) (see
Table 13) did not significantly differ across psiathc diagnosis.

Motivation to keep a jobRarticipants’ scores at the Motivation to Keep b doale (see Table
14) did not significantly differ across psychiatdiagnosis

Organizational constraint®articipants’ scores at the Organizational Consti&cale (see Table
15) did not significantly differ across psychiatdiagnosis.
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Table 5. Participants’ ratings on the Warwick-Edirgh Mental Well-Being Scale by psychiatric diagaos

WEMWBS — The Warwick-Edinburgh Mental Well- Mood disorders Personality disorders Schizophrenia ANOVA

Being Scale M (SD M (SD) M (SD)

Interview data N =53 N =41 N =92

Possible range 1-5 1-5 1-5

Possible total score 14-70 14-70 14-70

Average total score 47.18 (17.44) 42.73 (9.46) ?1525737) F(2, 71)=.539, P=.585

1. I've been feeling optimistic about the feature. 3.43 (1.33) 2.87 (1.25) 3.11 (.99) F(2, 70)=1.0@%,339

2. I've been feeling useful. 3.86 (1.15) 3.33(3.05 3.50 (.94) F(2, 69)=1.300, P=.279
3. I've been feeling relaxed. 3.43 (1.21) 3.14).77 3.03 (1.08) F(2, 68)=.936, P=.397
4. I've been feeling interested in other people. 8131.21) 3.53(1.19) 3.43(1.12) F(2, 70)=.715,4P3

5. I've had energy to spare. 2.90 (1.22) 3.00 (.93) 3.03 (1.24) F(2, 70)=.074, P=.929
6. I've been dealing with problems well. 3.48 (.33 3.13 (1.13) 3.17 (.91) F(2, 69)=.643, P=.529
7. I've been thinking clearly. 3.52 (1.33) 3.07997 3.27 (1.15) F(2, 70)=.727, P=.487
8. I've been feeling good about myself. 3.67 (1.39) 3.00 (1.00) 3.54 (1.22) F(2, 70)=1.425, P=.248
9. I've been feeling close to other people. 3.8&61)1 3.33(.90) 3.49 (1.12) F(2, 70)=1.218, P=.302
10. I've been feeling confident. 3.60 (1.31) 2.696] 3.19 (1.15) F(2, 67)=2.798, P=.068
11. I've been able to make up my own mind aboutghi 3.76 (1.26) 2.80 (.94) 3.38 (1.09) F(2, 67j98, P=.044
12. I've been feeling loved. 3.24 (1.26) 2.80 (3.27 3.30 (1.22) F(2, 70)=.890, P=.415
13. I've been interested in new things. 3.43 (1.40) 3.60 (1.12) 3.16 (1.17) F(2, 70)=.774, P=.465
14. I've been feeling cheerful. 3.45 (1.34) 3.(88§. 3.35(1.18) F(2, 71)=.501, P=.608

Note. SDstandard deviation. ANOVA analysis of variancecéaing to variables, thid can be affected by missing data. All data are regibrted.



Table 6. Participants’ ratings on self-esteem lycpitric diagnosis.

Mood disorders Personality disorders Schizophrenia

SERS/sf — Self Esteem Rating Scale short form M (SD) M (SD) M (SD) ANOVA

Interview data N =53 N=41 N =92

Possible range 1-7 1-7 1-7

Average self-esteem (+) 3.94 (1.60) 4.41 (1.51) 041531) F(2, 169)=2.38, P=.096
Average self-esteem (-) 2.71(1.41) 3.03 (1.51) 721836) F(2, 169)=.570, P=.567
1. | feel that others do things much better thdao (-). 2.81 (1.69) 3.41 (1.94) 3.56 (1.83) F(2%)ER.63, P=.075
2. | feel confident in my ability to deal with pdeg+). 4.51 (1.88) 4.71 (2.04) 5.01 (1.88) F(2746.11, P=.332
3. | feel that | am likely to fail at things | de)( 2.74 (1.64) 3.67 (2.19) 3.25(1.94) F(2, 166382 P=.086

4. | feel that people really like to talk with me)( 4.19 (2.05) 4.44 (1.88) 4.69 (1.65) F(2, 167)71P=.314

5. | feel that | am a very competent person (+). 8532.03) 4.49 (1.86) 4.47 (1.82) F(2, 166)=1.85,1B1

6. When | am with other people, | feel that they glad | _

am with them (+). 4.57 (2.17) 4.51 (1.89) 4.80 (1.75) F(2, 164)=.386,681

7. | feel that | make a good impression on othe)s ( 4.54 (2.04) 4.62 (1.80) 4.64 (1.76) F(2, 166%2, P=.959
\?\;{;nftet‘f)' (Cf)”f'de”t that I can begin new relatiapshif | 411 (2.32) 4.87 (1.96) 5.01 (1.71) F(2, 161)=3R8,043

9. | feel ashamed about myself (-). 2.98 (2.07) 42578) 2.57 (1.93) F(2, 159)=.750, P=.474
10. | feel inferior to other people (-). 3.32 (230 2.85(2.02) 2.57 (1.80) F(2, 161)=2.01, P=.137
11. | feel that my friends find me interesting (+). 3.93 (1.94) 4.16 (2.17) 3.99 (2.02) F(2, 161)=,124.869
12. | feel that | have a good sense of humor (+). .3142.15) 4.51 (2.04) 4.66 (2.00) F(2, 161)=.424,655
13. I get angry at myself over the way | am (-). .59%(2.19) 3.59 (2.27) 3.19 (1.99) F(2, 161)=.14,472
14. My friends value me a lot (+). 4.02 (1.96) 4(0®6) 4.11 (1.90) F(2, 162)=.056, P=.946
15. | am afraid | will appear stupid to others (-). 3.41 (1.99) 3.13(2.11) 3.01(2.12) F(2, 163)=,9245.581
;;Fik‘;"'(s_;‘ | could just disappear when | am aroatier , 5 ) ;) 2.26 (1.85) 2.41 (1.84) F(2, 160)=.486,628
17. | feel that if | could be more like other pespthen | _

would feel better about myself (-). 3.00 (2.23) 3.41 (2.28) 3.15 (2.24) F(2, 158)=.335,716
18. | feel that | get pushed around more than stfgr 2.91 (2.02) 2.59 (2.01) 2.97 (2.22) F(2,)£6448, P=.640
Lo H‘;e' that people have a good time when theyth 45 (1 gq 4.42 (1.97) 4.35 (2.06) F(2, 162)=.085.965
20. | wish that | were someone else (-). 241 (.13 3.13(2.43) 2.88 (2.25) F(2, 163)=1.13, P=.324

Note. SDstandard deviation. ANOVA analysis of variancecéing to variables, thid can be affected by missing data. All data are reglbrted.
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Table 7. Participants’ ratings on self-esteemasiker by psychiatric diagnosis.

Mood disorders

Personality disorders

Schizophrenia

Self Esteem As A Worker M (SD) M (SD) M (SD) ANOVA
Interview data N =53 N =41 N =92

Possible range 1-4 1-4 14

Average 2.69 (.68) 2.49 (.68) 2.48 (.61) F(2, 71)=.757 A73.
1._ As a worker, | feel that | am a person with Jpgt least on an equal basis 3.59 (.59) 2.80 (1.01) 3.32 (.88) F(2, 71)=4.01,022
with other workers.

2. As a worker, | feel that | have a number of ggadlities. 3.57 (.68) 2.93 (.96) 3.32(.78) F(@)=2.83, P=.066
3. As a worker, all in all, I am inclined to feehin a failure. 1.62 (1.12) 1.67 (.90) 1.49 (.85) 2,8)=.243, P=.785
4. As a worker, | am able to do things as well astother workers. 3.33(.80) 2.73 (1.16) 3.23)(.91 F(2, 68)=2.01, P=.143
5. As a worker, | certainly feel useless at times. 1.71 (1.06) 2.13 (.92) 1.89 (1.11) F(2, 68)=.691.594
6. As a worker, on the whole, | am satisfied witpseif. 3.55 (.74) 2.79 (1.12) 3.23(.88) F(2, 68)23 P=.050
7. As a worker, | wish | could have more respectfigself. 2.95(1.12) 3.07 (1.00) 2.60 (1.12) K2)=1.22, P=.302
8. As a worker, | take a positive attitude towamtsself. 3.33(.73) 2.86 (1.03) 3.23 (.88) F(2, 635, P=.267
9. As a worker, at times | think | am no good &t al 2.05 (1.20) 2.36 (1.01) 1.83 (1.07) F(2, 67)81R=.313
10. As a worker, | feel | do not have much to beug of. 2.10 (1.14) 2.43 (1.02) 1.74 (.95) F(2=&r43, P=.096

Note. SDstandard deviation. ANOVA analysis of variancecéing to variables, thid can be affected by missing data. All data are reglbrted.

Table 8. Participants’ ratings on stigma scale $ycpiatric diagnosis.

. MOOd P.ersonality Schizophrenia
The Stigma Scale disorders disorders M (SD) ANOVA
M (SD) M (SD)
Interview data N =53 N=41 N =92
Possible range 1-7 1-7 1-7
Average total score 1.79 (.69) 2.08 (1.18) 1.72 (.69) F(2,71)=1.11,3386
Discrimination 1.57 (.78) 1.92 (1.25) 1.39 (.83) F(2,71)=1.82,17%
1. | have been discriminated against in educatemabse of mental health problems 1.86 (1.56) 2A.58) 1.70 (1.53) F(2, 70)=.719, P=.296
2. Sometimes | feel that | am being talked dowhdoause of my mental health problems. 2.45 (1.32) .00 @..69) 1.76 (1.67) F(2, 69)=1.24, P=.332
3. | have been discriminated against by the pdimgause of my mental health problems. 1.40 (1.60) .69 .49) .46 (.96) F(2, 67)=6.20, P=.003
4. | have been discriminated against by emplolgecsiuse of my mental health problems. 1.24 (1.67) .86 (1L..66) .95 (1.35) F(2, 69)=1.85, P=.164
5. Very often | feel alone because of my mentalthgaoblems. 1.67 (1.62) 2.21 (1.67) 1.59 (1.40) (2,B9)=.872, P=.423
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6. | would have had better chance in life if | lredd had mental health problems.

7. People’s reactions to my mental health problerake me keep myself to myself.

8. | am angry with the way people have reactedyomantal health problems.
9. | have not had any trouble from people becafisegyanental health problems.

10. | have been discriminated against by healtfegsionals because of my mental health problems67 (1.71)

11. People have avoided me because of my mentthprablems.

12. People have insulted me because of my mendéthhgroblems.

13. Having had mental health problems make melifegs unfair.
Disclosure

1. 1 do not feel bad about having had mental hgaitiblems.

2. 1 worry about telling people | receive psychotad treatment.

3. 1 am scared of how other people will react étind out about my mental health problems.
| do not mind people in my neighborhood knayimave had mental health problems.

E

. I would say | have had a mental health prokd¢inwvas applying for a job.

. l worry about telling people that | take medésftablets for mental health problems.

. l avoid telling people about my mental healtblppems.
. | feel the need to hide my mental health proll&mm my friends.
10. I find it hard telling people | have mental llegroblems.
Positive aspects
1. Having had mental health problems has made mera understanding people.
2. Some people with mental health problems are efang (R)
3. People have been understanding of my mentatthgadblems.
4. My mental health problems have made me a nurepding of other people.
5. Having had a mental health problem has made st®ager person.

5
6
7. 1 do not feel embarrassed because of my meatdithproblems.
8
9

2.29 (1.74)  2.629)1 2.89 (1.51)
1.80 (1.47)  2.2831 2.03(1.42)
1.40 (1.47)  1.93 (1.44) .2811.28)
2.05(1.61)  2.23 (L.54 1.33 (1.41)
1.69 (1.55)  1.00 (1.33)
1.43(1.66)  2.29(1.49)  1.41(1.50)
1.30 (1.56)  2.07 (1.49)  1.17 (1.52)
1.45(1.50)  2.14 (1.46)  1.42 (1.52)
1.78 (.73) 2.10 (1.17)  1.76 (.79)
2.19(1.63)  2.33(1.40)  1.76 (1.59)
1.52(1.63) 2.14(1.61)  1.70 (1.49)
1580) 2.43(1.45)  1.81 (1.55)
2.00 (1.61) 2991.38)  2.14 (1.64)
2.10 (1.55)  2.21 ().25 1.49 (1.63)
85(1.27) .0021.62)  1.71 (1.60)
2.29(1.62) 2.00(1.36)  1.97 (1.59)
1.89(1.35)  2.50(1.53)  2.20 (1.53)
1.80 (1.47)  2.21(1.67)  1.3%%).
2.15(1.42)  2.21(1.63)  2.06 (1.47)
2.55 (.66) 2.45 (.86) 2.27 (.84)
3.05(1.36)  2.73(1.28P.43 (1.56)
2.71(1.42)  2.36(1.50) 2.59 (1.52)
2.67(1.32) 2.57(1.34) 2.30(1.37)
2.24 (1.73)  2.86 (1.51)2.06 (1.55)
2.52(1.75)  2.14 (1.46)  2.274)1.6

F(2, 69)=1.02, P=.366
F(2, 68)=.346, P=.709
F(2, 67)=1.16, P=.320
F(2, 66)=2.45, P=.094
F(2, 68)=1.82,178
(2,/69)=1.80, P=.174
F(2, 67)=1.82, P=.171
F(2, 67)=.1.27, P=.288
F(2, 70)=.8694 P4
F(2, 70)=.923,394
F(2, 69)=.684, P=.508
F(2, 67)=1.57, P8.21
F(2, 68)=.138, P=.871
F(2, 69)=1.66, P=.197
F(2, 66)=2.94, P=.060
F(2, 66)=.286, P=.752
F(2, 65)=.78,500
F(2, 67)=1.52, P=.227
F(2, 67)=.085,937
F(2, 70)=.909, B84
F(2, 70)=1.23, P=.300
B®=.245, P=.784
2,B0)=.562, P=.573
F(2, 67)=1.26, P=.291
F(2, 69)=.260, P=.772

Note. SDstandard deviation. ANOVA analysis of variancecéing to variables, thid can be affected by missing data. All data are reglbrted.
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Table 9. Participants’ ratings on occupational-séfitacy by psychiatric diagnosis.

OSE - Occupational Self Efficacy short  Mood Personality Schizo-
form disorders  disorders  phrenia ANOVA
M (SD) M (SD) M (SD
Interview data N =53 N =41 N =92
Possible range 1-6 1-6 1-6
Average 3.93(1.34) 3.80(1.51) 3.98(1.12) F{B)£.265,P=.767

1. Thanks to my resourcefulness, | know
how to handle unforeseen situations in my 4.04 (1.75) 3.86 (1.83) 3.68 (1.59) F(2, 174)=.7471
job.

2. If  am in trouble at my work, | can
usually think of something to do.

3. I can remain calm when facing
difficulties in my job because | canrely on 4.00 (1.84) 4.03(1.80) 4.27 (1.51) F(2, 174)=.922,583
my abilities.

4. When | am confronted with a problem in
my job, | can usually find several solutions.
5. No matter what comes my way in my job, _

'm usually able to handle . 3.82(1.80) 3.58(1.91) 3.60(1.64) F(2,172)=.385,737
6. My past experiences in my job have
prepared me well for my occupational 3.94(1.86) 3.85(1.90) 4.07 (1.75) F(2,173)=2R9.804
future.

7. 1 meet the goals that | set for myself in
my job.

8.1feel prepared to meet mostofthe ;55 4 70y 413(1.84) 4.49(1.29) F(2, 176)= 85467
demands in my job.

3.72(1.90) 4.05(1.73) 3.77 (1.70) F(2, 176)=.456,635

4.02(1.79) 3.85(1.82) 4.03(1.68) F(2, 177)=.184,849

429 (1.78) 4.11(1.78) 4.43(1.34) F(2, 173)=.572565

Note. SDstandard deviation. ANOVA analysis of variancecéaling to variables, thid can be affected by
missing data. All data are self-reported.

Table 10. Participants’ ratings on the ad hoc ifemthe evaluation of working experience in
social enterprise.

Mood disorders Personality

Evaluation of working Schizophrenia

experience in SEn M (SD (I\j)ls(osrg)ers M (SD) ANOVA
Interview data N =53 N=41 N =92

Possible range of total score  0-10 0-10 0-10

Average 8.10[1.76] 6.69 [2.69] 8.03 [1.83] F(8)#62.48, P=.091

Note. SDstandard deviation. ANOVA analysis of variancecéuling to variables, thid can be affected by
missing data. All data are self-reported.

Table 11. Participants’ ratings on work productiiy psychiatric diagnosis.

Mood disorders Personality

EPWS — Endicott Work Schizophrenia

- M (SD) disorders ANOVA
Productivity Scale M (SD) M (SD)
Interview data N =53 N =41 N=92
Possible range of total score  0-100 0-100 0-100
Average 75.04 (21.58) 80.80 (12.90) 79.03 (14.21) (2, E80)=1.60, P=.205

Note. SDstandard deviation. ANOVA analysis of variancecéaling to variables, thid can be affected by
missing data. All data are self-reported.



Table 12. Participants’ ratings on job satisfactigrpsychiatric diagnosis.

Mood Personality Schizo- 2 value and
NCS — Need for Change Scale disorders  disorders  phrenia x P value
N (%) N (%) N (%)
Interview data N =53 N =41 N =92
1. 1 am very dissatisfied of my job, and | feel thgency ¥3=13.67,
to change it. 3(6.5) 127 2(24) P=0.91
2. | am dissatisfied of my job, and | want to cheuitg 2(4.3) 2(5.4) 3(3.6)
3. I am not sure about what | feel for my job, &aan not 3(6.5) 4(10.8) 20 (23.8)

sure if | want to change it.
4. | am satisfied of my job and | don’t want to nba it. 19 (41.3) 14 (37.8) 40 (47.6)

t5. I am very satisfied of my job and | am sure h'tlevant 19 (41.3) 16 (43.2) 19 (22.6)
0 change it.

Note. SDstandard deviation. ANOVA analysis of variancecéuling to variables, thid can be affected by
missing data. All data are self-reported.

Table 13. Participants’ ratings on work engagerbgrsychiatric diagnosis.

Mood Personality

UWES-9 — Utrecht Work Engagement disorders  disorders

Schizophrenia ANOVA

Scale, 9 items M (SD) M (SD) M (SD)

Interview data N =53 N=41 N =92

Possible range 0-6 0-6 0-6

Average total scale 4.32 (1.57) 4.46(1.38) 4.267L F(2, 171)=.239, P=.787
Vigor 4.02(1.81) 4.25(1.42) 4.03(1.68) F(2, 2y6, P=.759

Dedication 442 (1.69) 4.55(1.64) 4.33(1.63) A(21)=.261, P=.770
Absorption 452 (1.58) 4.56 (1.43) 4.41(1.55) A(?21)=.150, P=.861

1. At my work, | feel bursting with
energy (VI-1)

2. At my job, | feel strong and vigorous 410 _
(VI-2) 10(1.99) 4.15(1.64) 3.88(1.88) F(2, 169)=.378,686

3. | am enthusiastic about my job (DE-1) 4.55(1.74.68 (1.72) 4.29 (1.76) F(2, 168)=.775, P=.472
4. My job inspires me (DE-2) 4.34 (1.92) 4.50(3.684.17 (1.98) F(2, 169)=.423, P=.656
5. When | get up in the morning, | feel _

like going to work (VI-3) 4.17 (2.05) 4.38(1.66) 4.22(1.97) F(2, 165)=.135,874

6. | feel happy when | am working
intensely (AB-1)

;) I am proud of the work that I do (DE- 4 5 4 70) 450 (2.00) 4.63(1.65)  F(2, 169)=.375,688

8. | am immersed in my job (AB-2) 4.82 (1.52) 4(8%6) 4.46 (1.76) F(2, 167)=.721, P=.488

?Aéf’ef'}t carried away when | am working, a3 (1 91y 463 (1.74)  4.47 (1.81) F(2, 169)=.154,849

4.20 (1.86) 4.22 (1.58) 4.19 (1.71) F(2, 170)=.0®5,995

457 (1.79) 4.40 (1.46) 4.52 (1.69) F(2, 168)=.123,884

Note. SDstandard deviation. ANOVA analysis of variancecéuling to variables, thid can be affected by
missing data. All data are self-reported.

87



Table 14. Participants’ ratings on motivation tefe job by psychiatric diagnosis.

Mood Personality Schizophrenia
Motivation to keep a job disorders  disorders M (SD)p ANOVA
M (SD M (SD
Interview data N =53 N =41 N =92
Possible range 1-7 1-7 1-7
Average 6.19 (1.26) 6.19 (1.23) 5.87 (1.20) FE@D)£1.65, P=.212

1. Right now, maintaining my job is one
of my main objectives.

2. 1 am determined to continue working _
regardiess of potential obstacles. 6.40 (1.20) 6.26 (1.41) 6.14(1.24) F(2, 179)=.a82517

3. | really feel motivated to keep my job. 6.282@). 6.41(1.21) 5.92(1.42) F(2, 179)=2.30, P=.103
\‘,‘v'ofliﬁ]ze”t'y’ Hfirmly intend to continue ¢ 51 4 44) 50 (1.13) 5.91(1.69)  F(2, 175)=2P9,086

5. I am willing to put in the necessary _
efforts in order to maintain my job. 6.29 (1.35) 6.33(1.14) 5.85(1.50) F(2, 178)=2P4,093

6. | currently feel able to remain at work. 6.106¢) 6.10(1.29) 5.56 (1.73) F(2, 177)=2.57, P=.080

7. Iwould be very disappointed if I were ¢ 45 1 a5y §03(1.93) 596 (1.72)  F(2, 178)=1B3.266
not able to keep my job.

6.23 (1.57) 6.35(1.27) 6.01 (1.59) F(2, 180)=182,790

Note. SDstandard deviation. ANOVA analysis of variancecéuling to variables, thid can be affected by
missing data. All data are self-reported.

Table 15. Participants’ ratings on organizatioraigtraints by psychiatric diagnosis.

Mood disorders Personality

OCS - Organizational Constraint Schizophrenia

M (SD) disorders ANOVA
Scale M (SD) M (SD)
Interview data N =53 N=41 N =92
Possible range 11-55 11-55 11-55
Total score 18.60 (8.40) 17.68 (8.57) 16.84 (6.83) F(2, 182)=.880, P=.416
1. Poor equipment or supplies. 1.74 (1.11) 1.82401. 1.50 (.89) F(2, 179)=1.71, P=.184
2. Organizational rules and _
procedures. 1.69 (.91) 1.87 (1.34) 1.59 (1.00) F(2,177)=.97.381
3. Other employees. 2.00 (1.23) 1.74 (1.02) 1.687(1 F(2, 173)=1.51, P=.225
4. Your supervisor. 1.58 (1.05) 1.76 (1.40) 1.497Y. F(2, 173)=.829, P=.438
5. Lack of equipment or supplies. 1.86 (1.27) X.e1) 1.60 (.91) F(2, 176)=1.24, P=.316
6. Inadequate training. 1.50 (1.02) 1.58 (.92) 1.86) F(2, 173)=.260, P=.772
7. Interruptions by other people. 2.16 (1.46) (17.09) 1.76 (1.09) F(2, 174)=2.01, P=.137
8. Lack of necessary information _
about what to do or how to do it. 1.90 (1.23) 1.55 (.90) 1.70 (1.01) F(2, 176)=1R%,282
9. Conflicting job demands. 1.82 (1.13) 1.71 (1.09) 1.56 (.86) F(2,172)=1.14, P=.324
10. Inadequate help from others. 1.82 (1.27) 11722 1.46 (.83) F(2, 175)=2.16, P=.118
11. Incorrect instructions. 1.55 (.89) 1.62 (1.04) 1.49 (.86) F(2, 175)=.273, P=.761

Note. SDstandard deviation. ANOVA analysis of variancecéaling to variables, thid can be affected by
missing data. All data are self-reported.
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Discussion and conclusions

The main purpose of this study was to establisk piofiles of employees that
suffer of a severe mental iliness working in Italisocial enterprises, in order to deeply
investigate and better understand the work intemraprocess for this population of
disadvantaged workers. Still nowadays, having &layric diagnosis can seriously limit
the access to work and career advancement: whil@teyns can usually be mitigated by
pharmacological treatments, the inherent stigma disdrimination associated with
mental iliness persist (Stuart, 2006). Thus, méntklindividuals are commonly labeled
as unemployable and not able to work productivBiycial enterprise represent a good
alternative to the regular job-market for peopl¢hvaevere mental illness. In particular,
their flexible environment seems to be effectivecigating job opportunities for people
who find it hardest to get them and in facilitatitfie job tenure in this population
(Svanberg, Gumley & Wilson, 2010).

With this in mind, the focus of this study were thdividuals, their perceptions of
themselves as workers and their evaluation of thekiwg experience in social enterprise.
As expected, participants reported generally atpesevaluation of their perceptions as
workers. Participants in the study reported higlues on individual resources such as
self-esteem and occupational self-efficacy, as agllow levels of gravity of symptoms
perceived and high values of well-being. Thus, peoporking in social enterprises
believe in their ability to successfully accompligiork tasks, and despite their mental
illness they feel good at work. Positive scoreseneund also on the work engagement
variable, meaning that participants are enthusiastid dedicated to their job. They
indeed see their work as a source of gratificattmmething to be proud of. In addition,
workers with mental illness judged positively thgib performance, with high scores at
the work productivity variable. For instance, threported that they do not lose their time
by searching for materials or equipments, andttiatime spent in working activity is in
line with the supervisor’s expectations. They fagle to focus on working tasks and they
feel highly motivated to maintain their job and g to put the necessary efforts to
overcome potential obstacles to keep their jobntifleng it as a main priority of their
life. When asked to describe their work environmémty reported very few interruptions
by others, and they do not find it difficult to @oeplish their working activities because

of organizational constraints, such as lack of nmiation and equipments or incorrect
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instructions. Furthermore, very low ratings weregpared on the stigma scale,
highlighting one more time how the social entegonsodel is characterized by minor
discrimination and stigmatization for this popubati Thus, it was no surprise to find
these workers being highly satisfied of their jatd avorking experience in the social
enterprise. Looking at the correlation between aldés, the elements that negatively
characterize the work environment (e.g., orgaronai constraints) appear to relate to
lower ratings on the motivation to keep a job scaleaning that people who are inhibited
in or prevented from accomplish a task due to sdnal characteristics beyond their
control (e.g., lack of equipments) are less modgaio keep their job. People are more
motivated to work when they are satisfied with ithjeb, when they feel vigorous and
absorbed by their work, with consequently high levae work performance perceived.
Also, individuals that are self-confident and faetepted by other the more they feel able
to do their work and are happy to do so. Data gblktd also a positive relation between
gravity of symptoms perceived and negative fornseif-esteem, while stigma seems to
rely on lower level of individual's well-being anower levels of self-esteem as a worker.
When we tested analysis of variance across diffgygychiatric diagnosis, in general we
did not find significant differences on vocatiomaitcomes. In sum, it seem that having a
disease rather that another do not affect vocdtmmaomes such as general self-esteem,
occupational self-efficacy, work productivity, wogkigagement and motivation to keep a
job. However, individuals with schizophrenia weoerid to have minor previous working
experience compared to other disabilities. Thigrabably due to the fact that the typical
onset age of psychotic disorders such as schizoghie from 10 to 30 years, which
usually coincide with formal education and workintnag. People with other psychiatric
diagnosis rather than schizophrenia were founcetmbre likely to have children and to
have a higher amount of stipend. Furthermore, geopth mood disorder have been
found to feel less confident in beginning new telahips and individuals with
personality disorders were found to be less satlshif their role of worker compared to
the other disabilities. Overall, this study weresupport of literature suggesting that the
association between psychiatric diagnosis and imtatoutcomes is weak (Ciardiello et
al., 1988; Moller et al., 1982; Schwartz et al.789Strauss and Carpenter, 1972, 1974
cited in Rogers and MacDonald-Wilson, 2011).

Findings of this study are somewhat limited by finet that data come from self-
reports of illness and vocational outcomes. Foreswe were interested in deeply

understand the working experience in social enisgfyy the point of view of individuals
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that suffer from serious mental illness, but it Webhave been relevant to have included
the perspective of other important informants, sashthe supervisor or co-workers, on
the environmental characteristics (e.g., sociapsupand workplace accommodations).
In addition, mental disability is a process, angduzd sequences are difficult to infer even
with longitudinal studies. Also, the study popubatiwas selected through convenience
sampling. Neither the social enterprises nor th#igg@ants were randomly selected, but
rather they self-selected, meaning that the stadypée is not representative of the Italian
reality.

Despite its limits, this study represents a fimttcibution in the understanding of
the social enterprise model in offering vocationgportunities to people with severe
mental illness and being effective in it. Indeedhatvemerges in this study is a positive
picture of the working experience of disadvantagarkers in the context of social
enterprise, with a job tenure rate of 82 monthghéi than the one on the regular job
market, which rarely exceed one year (Verdoux, Gbons, Monello & Cougnard,
2010; Provencher, Gregg, Mead, Mueser, 2002; Chtigsouba et al., 2008; Bond &
Kukla, 2011; Lanctot et al., unpublished). To cowld, the positive results of this study
highlight how there is no single answer or progrdnat can radically increase
employment opportunities for mentally ill individsa but the right combination of
individual resources, job resources and a work renment characterized by minor
stigma and discrimination can make an enormousrdifice in promoting the well-being
of disadvantaged workers. Hopefully, learning morethe social enterprise model will

make it possible the transfer the know-how to therolabour market organizations.
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Study 2. Evaluating the motivation to obtain and mantain employment in people
with severe mental illnes¥",

Abstract
The purpose of this study is to determine the ugliof the Motivation to Find a Job scale
and the Motivation to Keep a Job scale in individuaith severe mental illness. Two
studies were carried out to test the main hypotheSeidy 1: validation of the Motivation
to Find a Job scale with Canadian people with sevaental illness registered on
supported employment programs (N=366). Study ddatibn of the Motivation to Keep
a Job scale with Italian people with severe meilitedss employed in social enterprises
(N=268). Exploratory Factor Analysis suggested a-dimension model for the
Motivation to Find a Job scale, explaining 55.1%affiance, with an internal consistency
of .85. Confirmatory Factor Analyses conducted lo& €anadian sample (Motivation to
Find a Job scale) and on the Italian sample (Mttwato Keep a Job) showed good fit
indices. Concurrent validity of the scale was sugab the relationship of motivation
with job-related attitudes and severity of symptomese all in the direction hypothesized.
The psychometric properties of both tools sugdest the application of the Motivation
to Find a Job scale and the Motivation to Keeplaskale is relevant in work disability
research. Those tools, in fact, may facilitategb@gmation of people’s willingness to find
a job and to remain at work after the onset of@ieemental iliness, and they can be used
as significant means with which to predict vocagiosuccess.

1 This article is in under review for publication: @& Villotti, M. Corbiére, S. Zaniboni, F. Fraco#r
Evaluating the motivation to obtain and maintainpboyment in people with severe mental iliness.
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Introduction

Despite the proliferation of programs developedhia past three decades to help
people with severe mental illness gain employmigaise persons still experience a very
high unemployment rate (Corbiére, Mercier & Les&f#)4; Hall, Graf, et al., 2003; Liu,
Hollis et al., 2007). Many experts have also ndted persons with severe mental illness
have at least as much difficulty in maintaining goais finding them (Bond & Donel,
1991; Cook, 1992; Macdonald-Wilson, Revell et #B91; Becker, Drake et al., 1998).
Job tenure for people with severe mental illnesdten brief, lasting an average of 3 to 7
months (Gervey, Parish & Bond, 1995; Shankar, 2@é&cker, Drake et al., 1998;
Roessler, 2002; Corbiére, Lanctot et al., 2009; M&&: Mueser, 2006; Xie, Dain et al.,
1997; Fabian, 1992; Corbiere, Lesage et al., 20B6)ecent years, the challenge of
supporting people in obtaining and maintaining jbhs led to the development of a range
of employment support models and a proliferationpafgrams to help people with
psychiatric disabilities gain and maintain employnéShankqgr, 2005). Research has
shown some of the program characteristics that lemd to success. Supported
employment programs have been particularly effectiv helping people obtain jobs
quickly (Bond, 2004; Bond, Becker et al., 2001; Bprake et al., 1997; Crowther.
Marshall et al., 2001; Ridgway & Rapp, 1998; Twaynlégeste & Lehman, 2003; Salyers,
McGuire et al.,, 2008; Corbiere & Lecomte, 2009).spiee the relative success of
supported employment in helping people obtain jabsdies show that nearly half of
participants leave their supported employment most within six months (Gervey,
Parish & Bond, 1995; Shankar, 2005) and that jolure for people who benefit from
supported employment services is typically bridtem lasting less than five months
(Corbiéere & Lecomte, 2009; McGurk, Mueser & Pasga2D05).

The factors that seem to contribute to vocation@icesses and the recovery of
people with severe mental illness are often rel&teal positive fit among the worker, the
task, and the workplace (Leufstadius, Eklund & galsson, 2009; Kirsh, 2000;
Woodside, Schell & Allison-Hedges, 2006). Sevetdhars (Corbiére & Lecomte, 2009;
McDermid, 2005; Svanberg, Gumley & Wilson, 2010nib@ni, Fraccaroli et al., 2011)
suggest that social enterprises may be well placedspond to the need of people with
severe mental illness to gain and maintain employn® social enterprise is a business
venture created specifically to provide employmand career opportunities for people
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who are unemployed, disabled, or otherwise disadgaal. It is a business that has a
significant number of employees who are disabledawe other disadvantages, and who
are paid a market-rage wage or salary appropiatieet work. Social enterprises provide
a flexible environment and promote feelings of begiag, success, competence and
individuality (Svanberg, Gumley & Wilson, 2010). dde features seem to make social
enterprises distinct from other vocational reh#diibon schemes, and to help people with
mental illness maintain successful employment flamger period of time.

Notwithstanding the above-mentioned difficultiesittipeople with severe mental
illness may encounter during their work integratipmocess, one of the main factors
identified in the literature as being importanthi@lping participants return to work, or to
remain employed following the onset of a severetalaliness, is having the motivation
to work (Dunn, Wewiorski & Rogers, 2010). It is geally agreed that motivation to
work has a significant influence on whether peopith severe mental illness gain
competitive employment (Catty, Lissouba et al.,@0For people with a severe mental
iliness, being motivated to work means that theyehea personal quality that pushes them
to take advantage of work opportunities that arBg.contrast, a lack of motivation
associated with many people with mental illnesses heen found to be a major barrier
against employment (Honey, 2003; Braitman, Couhtal.e 1995) and one of the most
frequent reasons for job separation (Honey, 20@®olmarcino, 1990; Lagomarcino &
Rusch, 1990). The challenge of supporting peoplehtaining and keeping jobs could
easily begin by exploring the motivation of indiuals with mental illnesses to work.
Indeed, understanding the factors related to vogatisuccess, such as motivation, may
help people with mental disorders achieve employraad maintain it over time. To our
knowledge, no specific instrument has been devdldpecapture the motivation to find
and to keep a job in persons with severe mentalesd, considering personal
characteristics (e.g., severity of symptoms).

The overall objective of this study is to determihe validity of the Motivation to
Find a Job and the Motivation to Keep a Job scaleéadividuals with severe mental
illness. The three specific objectives are: (1ydbdate the Motivation to Find a Job scale
for people with severe mental disorders registenedgupported employment programs,
(2) to validate the Motivation to Keep a Job Sdalepeople with severe mental disorders
employed in social enterprises, and (3) to predaxtational successes (i.e. obtaining
competitive employment) in people with severe mlentlness by considering

motivational aspects and personal characteristics.
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Method

To achieve the main objectives of this paper, ttudlies were requiredstudy 1:
validation of the Motivation to Find a Job scalehwpeople with severe mental illness
enrolled on supported employment programs locate@anada (Corbiere, Bond et al.,
2004-2007).Study 2 validation of the Motivation to Keep a Job scaliéh people with
severe mental illness employed in social enterprigeated in Italy (Zaniboni, Fraccaroli
et al., 2011).

Study 1

Data were collected from a Canadian study concgrtiie work integration of
people with severe mental disorders registered uppated employment programs
located in the Greater Vancouver area in Canade. oFtyinal study consisted of two
phases. Phase 1: all participants answered a Yattejuestionnaires at their entry into
supported employment programs. Phase 2: partigpaate interviewed by telephone on
their work outcomes nine months after their Phasghg research project was reviewed
and approved by the ethic boards of the Universitigritish Columbia as well as Health
Authorities and Hospitals in British Columbia (Cen®, Bond et al.,, 2004-2007).
Participants received compensation for their tinmel avere recruited through their
employment specialist, who briefly presented thalgtto individuals who matched the
research criteria. A total of 366 participants @ted and signed a consent form to
participate in the study. Eligibility criteria fgrarticipants were as follows: looking for a
job, having a psychiatric diagnosis, being 18 year®lder, having basic written and
spoken English. For the purpose of this article,wilefocus only on the data that stem
from The Motivation to Find a Job (MTFJ) scale dhd follow-up phase of the original
study. The MTFJ scale was designed by Corbieresnea& Lecomte in 2000 with the
aim of exploring the conditions that tend to ins®ar reduce the motivation to find a job
in people with mental iliness. The questionnairesists of 7 items measuring motivation
to obtain a job which are measured on a seven-pdketrt scale from 1 “completely
disagree” to 7 “completely agree”. The items of W€FJ scale are intended to measure
motivation relative to obtaining a job from varioygerspectives: intention, being
motivated, self-efficacy in overcoming obstaclesngking the necessary efforts, and the

importance of work (items are reported in Table2yo separate factor analyses were
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conducted on two distinct randomly-selected subsesnfrom the original Canadian
sample (N = 366). An Exploratory Factor Analysissvearried out on the first subsample
(N = 189) to explore potential emerging dimensiohshe MTFJ scale. Principal Factor
Analysis (PCA) with Varimax rotation was used. Qonhtory Factor Analysis (CFA)
was then carried out on the second subsample (88F tb verify the factor structure
obtained from the results of the exploratory facoalysis. A logistic regression was

performed in order to explore the predictive vaidif the MTFJ scale.

Study 2

Several social enterprises offering work integratgervices to disadvantaged
people located in northern Italy took part in thtigdy. Participants were recruited through
the “Responsabile SocidleThis was the figure at the social enterprise iditowed the
work integration of disadvantaged people, and wieflly presented the study to workers
who matched the research criteria. For privacy @ndidentiality reasons, the authors of
this paper did not have access to the participapstific diagnoses. Eligibility criteria
for participants were the following: having a pswthc diagnosis, being 18 years or
older, being employed in a social enterprise. bheoto explore the conditions that tend to
increase or reduce the motivation to keep a jolpeople with mental illness, the
Motivation to Find a Job scale was adapted to th@ext of maintaining employment.
The Motivation to Keep a Job scale was translatéal ltalian (Zaniboni, Corbiere et al.,
2008). In order to validate the Motivation To Kek@ob (MTKJ) scale, data collected at
baseline from this study were used (N = 268). Bigdnts received compensation for
their time. The research project was reviewed gmtaved by the ethics committee of
the University of Trento. After a complete desdaptof the study had been given to the
participants, their written informed consent wataoted. The MTKJ scale translated into
Italian consists of 7 items measuring the motivatio keep the job once obtained. The
items are measured on a seven-point Likert scalm ft “completely disagree” to 7
“completely agree”. The items of the MTKJ scale donmeasure the same conceptual
elements as included in the MTFJ scale (items gperted in Table 2). Aonfirmatory
Factory Analysis (CFA) was conducted on the Itakample (N = 268) to validate the
adaptation of the MTFJ to the context of keepingol. Correlation analysis was
conducted in order to verify the convergent andrthsinant validities of the Motivation

to Keep a Job scale.
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Results

Study 1

The sample comprised 181 women and 185 men, whesage age was 40.1
years (SD 10.6). Most of the sample were single=(R33; 63.7%). As for educational
level, 57 (15.6%) had completed some high schodéss, 148 (40.4%) had obtained a
high-school diploma, 63 (17.2%) had obtained aegidll degree, and 90 (26.2%) had
received a university-level education. In termsnaintal iliness, 205 (56%) suffered from
mood disorders, 102 (27.9%) reported psychoticrdess in the schizophrenia spectrum,
35 (9.6%) reported anxiety disorders, and 24 (6.6éforted having other types of

psychopathology. Participants’ characteristicsraported in Table 1.

Table 1. Participants’ socio-demographic charasties for the study samples.

Study 1 — Canadian sample Study 2 — Italian sample

Interview data N=366 N=268
Gender

Female 181 (49.5%) 91 (33.9%)

Male 185 (50.5%) 177 (66.1%)
Marital status

Single 233 (63.7%) 213 (79.5%)

Married 133 (36.3%) 55 (20.5%)
Average age 40.1 years old (SD=10.6) 41.23 years old (SD=8.58)
Education

Middle school or less 148 (40.4%) 161 (60.1%)

High school completed 63 (17.2%) 97 (36.2%)

University-level education 90 (26.2%) 10 (3.7%)
Severity of symptoms perceived 1.03 (DS=.74) (.97) 0.48 (DS=0.19) (.97)

Note.Severity of symptoms perceived was tested witlbBwtem Brief Symptom Inventory (BSI)
developed by Derogatis in 1983. Items are rated five-point Likert scale ranging from 0O (not a) &b 4
(extremely). Coefficient alpha in both studies w&&

The exploratory factor analysis suggested a onexasmon scale explaining 55.1%
of the variance (Table 2). The scale had an interoasistency alpha coefficient of .85.
The CFA was conducted on the MTFJ scale to vehiéydne-factor model with 7 items
(Table 2). The model showed good fit indices (T&)le

To predict vocational successes — i.e. obtainingnpsgditive employment — a
logistic regression analysis was carried out. Intigaar, only participants who
completed the follow-up phases (Phase 2) were aethermore, we excluded from the
analyses those participants who had obtained tramal employment rather than
competitive employment (N = 21). Consequently, fireal sample size was 281
participants. In order to explore the relationgbgtween individual characteristics and the

work outcome, a model was tested including genalge, motivation to find a job, and
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severity of symptoms. Logistic regression generatedodel in which the motivation to
find a job was the only significant predictor oftaiming competitive employment. In
particular, participants with high scores obtainedthe MTFJ scale were 1.3 times more
likely to obtain a competitive job (OR = 1.346, 9% 1.02 to 1.78) (Table 4).

Table 2. Exploratory Factor Analysis (EFA; N = 1&8)d Confirmatory Factor Analysis (CFA;
N=168) of Motivation to Find a Job; and Confirmatdfactor Analysis (CFA; N=268) of
Motivation to Keep a Job (Italian version in italjc

EFA CFA

Motivation to Find a Job lambda-x(theta-delta)

1. Right now, getting a job is one of my main objeetv .86 .78 (.39)

2. | am determined to get a job regardless of poteokistacles .83 .78 (.38)

3. I really feel motivated to find a job .80 .82 (.33)

4. Presently, | firmly intend to obtain a job .79 .59 (.66)

5. I am willing to put in the necessary efforts in erdo get a job .68 .65 (.58)

6. | currently feel able to enter in the workplace .68 .71 (.50)

7. 1 would be very disappointed if | were not ablegtt a job in weeks to .50 .45 (.80)
come
- Revised CFA

Motivation to Keep a Job lambda-x(theta-delta)

8. Right now, maintaining my job is one of my main@tijves; Al 9. 10..81 (.34)
momento, mantenere il mio lavoro &€ uno dei miaigpgali obiettivi

11.1 am determined to continue working regardlessatéptial obstacles; 12. 13..76 (.42)
Sono determinato a continuare a lavorare qualusigum® gli eventuali
ostacoli

14.1 really feel motivated to keep my job; Mi sent@lreente motivato a 15. 16..87 (.24)
tenere il mio lavoro

17.Presently, | firmly intend to continue working; A#fimente, sono 18. 19..70 (.51)
fermamente intenzionato a continuare a lavorare

20.1 am willing to put in the necessary efforts in @rdo maintain my job; 21. 22..85 (.27)
Sono disposto a fare gli sforzi necessari per nmeméeil mio lavoro

23.1 currently feel able to remain at work; Attualmemi sento in grado di  24. 25..79 (.38)
rimanere al lavoro

26.1 would be very disappointed if | were not able&ké®p my job; Sarei 27. 28..50 (.75)

molto deluso se non fossi in grado di tenere il aimro

Note.Standardized parameter estimates are showedgaothfirmatory factor analysis; lambdapxs .01

Table 3. Goodness-of-Fit Indices.

% p df N 2df  NNFI CFl  RMSEA

CFA-Motivation to Find aJob  12.77 .54 14 168 91 1.00 .1.00 .0

CFA-Motivation to Keepa Job 50.81 .00 14 268 3.63 .97 .98 .09

Ei‘(’)‘ﬁed CFA-Motivationto Keej 35 59 59 13 268 257 98 99 .07

Note. y2 = Chi-square Testy?/df = Normed Chi-square; NNFI = Non-Normed Fit éx¢gd CFl =
Comparative Fit Index; RMSEA = Root Mean SquareEof Approximation.
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Table 4. Patient characteristics predictor models

Predictors OR(95%CI) P

1. Gender 0.860 (0.524-1.412) 0.551
2. Age 0.995 (0.972-1.019) 0.697
3. Motivation to find a job 1.346 (1.016-1.783) 0.039
4. Severity of symptoms perceived 1.226 (0.857-1.754) 0.266

Note: N = 281. Obtaining competitive employmentiapendent variable.

Study 2

A total of 268 participants (177 men) registeredhwB3 social cooperatives
located in Northern Italy agreed to participatethe study. Participants ranged in age
from 20 to 64 years (M = 41.23; SD 8.58). As foueational level, 145 (55.2%) had
completed middle school or less, 97 (36.2%) hadpteted some high school, and 10
(3.7%) had received a university-level educationterms of marital status, 213 (79.5%)
were single or separated, widowed or divorced, 28d12.3%) were married or with a
domestic partner. The majority of the participadéxlared that they had had previous
work experience (N = 240, 89.6%) and that they lbeeh employed for an average of 74
months (DS 60.05, from a minimum of 12 months tcmaximum of 336 months of
activity in the same social enterprise where theyencurrently employed). Description of
participants’ characteristics are reported in TableThe CFA was conducted on the
MTKJ to verify the one-factor model with 7 itemshél model showed satisfactory fit
indices except for the RMSEA index (Table 3). Tésults highlighted a correlation error
on items 4 and 5, suggesting that these two itemdiriked. The revised model showed
better fit indices and particularly for the RMSEAdex (Table 3). Table 2 shows the
standardized parameter estimates for the revisafire@tory factor analysis model. In
light of the findings of previous studies, we exigelcmotivation to be positively related
to job-related attitudes, such as job satisfactiable 5 shows the correlations between
the variables. The results showed that job satisfads significantly correlated with the
motivation to keep a job (r = .294# < 0.01). Participants with high scores on the
motivation to keep a job scale planned to contwoeking at the same social enterprise
at which they were currently employed (r = .289< 0.01) and did not intend to stop
working in the future (r = -.24& < 0.01). In addition, we tested the assumptiorn tha
motivation to keep a job is negatively related &vesity of symptoms. As expected,
severity of symptoms (r = -.26P, < 0.05) was negatively correlated with motivatton

keep a job.
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Table 5. Means, Standard Deviations, and Corraistietween variables.

M SD 1 2 3 4
1. Motivation to keep a job 5.97 131 -
2. Job satisfaction 3.94 1.00 .294* -
3. Plan to stop working 2.88 151 -.246*  -505*
4. Severity of the symptoms 1.95 0.74 -.267* -.035 .089 -
S E:]"’t‘gr:ﬁi:’é’rk inthe same social 575 949 24gm  515% 011 -072

Note N = 268. Job satisfaction, organizational constsaiséverity of the symptoms, plan to stop working
and to work in the same social enterprise were-poibt Likert scales. Motivation to keep a job (Land
work engagement (0-6) were on 7-point Likert scales

*p<.05;*p<.01

Discussion

The findings reported istudy land Study 2support the internal validity of the
Motivation to Find a Job (MTFJ) scale, as appliedatsample of people with severe
mental illness registered on supported employmeagrams in Canada, and of the
Motivation to Keep a Job (MTKJ) scale applied tsaaple of people with severe mental
illness employed in Italian social enterprises. Tiesults from Study 1show that
motivation to find a job is a significant predictof obtaining competitive employment.
Like many other studies (Dunn, Wewiorski & Rogét810; Catty, Lissobua et al., 2008;
Drake & Bond, 2008), we did not find any assocmtiamong age, gender, and
employment outcomes; moreover, no clinical varigpluch as gravity of symptoms,
were predictive. The convergent and discriminadidits of the Motivation to Keep a
Job scale were tested 8tudy 2 In particular, the relationships of motivationthvijob-
related attitudes and severity of symptoms weré@adthe hypothesized direction, and the
results showed that high scores on the MTKJ scaeewegatively related to the
willingness to stop working in the future.

Given the difficulties in predicting employment time field of mental illness and
the limited guidance provided by empirical evidewocethe factors related to vocational
outcomes (Tsang, 2010; Wewiorski & Fabian, 2004iy, study further highlights the
importance of the motivation to work in predictingork outcomes (e.g., obtaining
employment). Both studies (1 and 2) provide a baied easy-to-use scale which can be

useful for gathering clinical implications. Thisvahtage is of no little account, given the

101



need of research and applications in organizatiggichology to have tools able
adequately to evaluate, and with few items, thestanot under examination. From a
practice and clinical point of view, the new measaf motivation presented in this study
can assist employees and clinicians in helping leewgh low motivation to benefit from
specific training programs or interventions aimed heelping them enhance their
awareness of being workers. Indeed, the MTFJ anBMScales should not be seen as a
screening tools useful to employers seeking highdfivated people to hire, but as a
starting point for strategies intended to help Imetivated people to stay in work,
improving their level of engagement and vocatiomaicomes in terms of productivity.
For example, the tools presented in this studycadll be useful to clinicians who use
the motivational interviewing technique to assisojple to resolve motivational conflicts
associated with employment. At various points i@ thotivational interviewing process,
as recommended by Lloyd and King (2010), it is uktf have a quantitative indication
of the level of motivation. Since motivational bhars may hinder people with severe
mental illness from attempting to enter the labéonce, we suggest that clinicians
consider our tools as means with which to help suebple clarify and enhance their
motivation to find and to keep a job.

The present study has some limitations that shioellgdointed out. The limitations
common to both studies are that all the measures welf-reported, and we did not
examine how motivation might vary with the demodpiapand clinical characteristics of
the participants, so that the studies did not treakiables that may have influenced
motivation. In addition, studies populations werdested by means of convenience
sampling. Neither vocational services (e.g., suiggbemployment programs and social
enterprises) nor participants were randomly seteatather, they self-selected. Finally,
demonstrating the significance of motivation in cessful vocational outcome is an
important first step in examining the work integvat of people with severe mental
illnesses, but it is certainly not the last steprdgard tdStudy 2 an additional limitation
is that the interviews were conducted in socialkesntses located in Northern ltaly.
Therefore, generalization beyond this context ugstjonable, because it comprises a
number of financial, insurance, and governmentlifatons larger than the national
average. Also, at the time when this paper wastemitthe study design was cross-
sectional, so that we were unable to assess theatioh to keep a job as a predictor of

job tenure for people with severe mental illness.
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Despite its limitations, this study has capturednsicant aspects of work
integration in people with severe mental illnessodigh the variables assessed
(motivation to find and to keep a job). Moreovene tuse of sophisticated statistical
analyses (exploratory and confirmatory factor asedy with two separate and
international samples (Canadian and Italian) lestdsng support to the validity of our
findings. Another strength of the study is thahals examined the motivation to work in
two different contexts: supported employment progra and social enterprises. In
particular, the former is known worldwide as ahcent strategy to help disadvantaged
people gain employment, whilst the latter is a fand not yet widely known) form of
enterprise that seems significantly able to helpppewith severe mental illness sustain
employment. The next steps in the validation preacdshe tools presented in this paper
will be to consider the predictive validity of thelotivation to Keep a job scale
longitudinally. Moreover, further investigationseanecessary to determine the actual
benefits of motivation on the work integration pees and the potential fluctuations of
the motivation across time. Variations in terms nebtivation to obtain competitive
employment could be further investigated to idgntiife external and internal reasons for
these changes. Furthermore, changes vis-a-vis atigtivto maintain employment could
be related to psychosocial variables such as adéakorkplace accommodations, and
then interventions could be implemented in the aoenterprise to facilitate the work
pace of people with severe mental illness (Fosseyatvey, 2010). Other reasons for
these changes may be inherent to the employeet$ toemtegrate into the regular job
market or a level of self-efficacy in performing fkatasks. Consequently, changes in
motivation (to obtain and maintain employment) cowle investigated further to
intervene better both on people with severe mehsalrders and on the workplace per se.
Future avenues for inquiry could be organizatidea. workplace accommodations) and
individual (e.g., self-efficacy) aspects of the wantegration of people with severe

mental disorders considered from a longitudinaspective.
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Study 3. Individual and environmental factors relaed to job satisfaction in people
with severe mental illness employed in social enferises™.

Abstract

The purpose of this study was to enhance undeis@mad the impact of individual and
environmental variables on job satisfaction amoegpte with severe mental illness
employed in social enterprises. A total of 248 wndlials with severe mental illness
employed by social enterprises agreed to take ipathe study. We used logistic
regression to analyse job satisfaction. A modehwyatb satisfaction as the dependent
variable, and both individual (occupational sefiggicy and severity of symptoms
perceived) and environmental (workplace) factorsroion of workplace
accommodations, social support from co-workersawizational constraints) as well as
external factors (family support) as predictors,swasted on the entire sample. All
findings across the study suggest a significanitipesimpact of both individual and
environmental factors on job satisfaction. Peopitn Wigher occupational self-efficacy
who were provided with workplace accommodations @aueived greater social support
were more likely to experience greater job satigac These results suggest that certain
features of social enterprises, such as workplam®mnamodations, are important in
promoting job satisfaction in people with severentak illness. Further studies are
warranted to expand knowledge of the workplaceufest that support employees with

severe mental illness in their work integrationqass.

5 This article is in under review for publication: @& Villotti, M. Corbiére, S. Zaniboni, F. Fraco#r
Individual and environmental factors related to jshtisfaction in people with severe mental illness
employed in social enterprises.
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Introduction

Work has been shown to be of great significancenantal health and a very
meaningful and desirable activity for people widvare mental illness (Anthony, Coher
& Farkas, 1990; Tsang, Fong et al.,, 2010; Kirsh,ckborn & Gewurtz, 2005).
Unfortunately, unemployment rates for people wittvese mental illness are still
unacceptably low and significantly lower than thésethe general population or persons
with physical disorders (Baldwin & Marcus, 2010etYonsiderable evidence shows that
despite their frequent outsider status, people wigmtal illness themselves often express
the desire to work because they perceive work ta beajor purpose in life (Drake,
Becker & Bond, 2003; Kukla & Bond, 2009; Leufstaglileklund & Erlandsson, 2009).
Furthermore, several authors suggest that givegopeopriate opportunities and support,
and access to the right to which they are entaketiuman beings (as stated in the United
Nations Universal Declaration of Human Rights, 1948iccess in employment for this
population can be expected (Cook & Razzano, 2006wter, Marshall et al., 2001). If
employed, consumers of mental health services caerence significant benefits
(Fossey & Harvey, 2010; Lloyd, 2010; Rinaldi & Pieds 2004; Drake, McHugo et al.,
1999). In particular, job satisfaction has beernwshto impact on an individual’'s mental
and physical health and overall satisfaction wifn (for a summary of these impacts, see
Sweeney & Witmer, 1991, Balzer, Kihm et al., 1997).

A large number of factors and reasons can be ¢deekplain the unemployed
status and difficulties in job retention experiethd®sy people with severe mental illness
(Catty et al., 2008; Bond & Drake, 2008), but aduog to Schultz and Rogers (2011), the
biggest barrier remains their limited access touppsertive and non-discriminatory
workplace. Bond and Drake (2008) pointed out tiairenmental factors are presumed
to have greater impact on employment than patibatacteristics, yet the former have
been little studied to date. Several studies coedum an effort to predict employment
status from individual characteristics (e.g., daliand demographic factors) have yielded
conflicting results, and patient-related factorpesgr to account for less than 10% of the
variance in vocational outcomes (Bond & Drake, 20D8rbiere, Zaniboni et al., 2011).
To provide a more complete model of employment esgcindividual characteristics
should be seen as factors interacting with bothiceicharacteristics and accommodation
characteristics, as recently suggested by sevatabes (Martz & Xu, 2008; Schmidt &
Smith, 2007; Solovieva, Dowler & Walls, 2011). Imaplenting workplace
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accommodations for people with severe mental ifinesa vital tool for increasing job

satisfaction and consequently, job tenure. Indéleeke is a demonstrated (Resnick &
Bond, 2001; Xie, Dain et al., 1997; Bond, 1994) ifpos relationship between job

satisfaction and job tenure.

Regarding psychological factors, neither diagnosis symptoms seem to be
significant in terms of explaining employment susxéGrove & Membrey, 2005; Honey,
2000), but self-efficacy may have an impact on tocal outcomes such as job
satisfaction. People with a higher level of seffesfcy in fact persist longer in the face of
obstacles (e.g., organizational impairments) andtsmselves more challenging goals
(e.g., continue to work) (for a review of the vathat occupational self-efficacy can have
in organizations, see Rigotti, Schyns & Mohr, 2008)

Regarding service and accommodation characterishca study conducted by
Kirsh (2000), people with mental illness “value réefidly, respectful, communicative
work environment with a culture of flexibility andhclusion” (p. 27). Also, the
organization’s willingness to accommodate individuaeeds, particularly their need for
flexibility in terms of time and duties, is thougtd have considerable impact on job
satisfaction, the ability to cope with illness atite ability to maintain employment
(Krish, 1996; 2000; Scheid & Anderson, 1995). Aamftcstudy by Solovieva et al (2010)
suggests that “the implementation of job accommodatfor individuals with disabilities
is a vital tool for increasing workplace produdiyi(p. 40). Another theme found to be
important in the literature is that of the socialationships between, and the personal
traits and behaviours of, supervisors and co-watkdemanding supervisors with critical
and unsupportive attitudes are seen as a sourcsreds, while those who provide
feedback, communicate openly and are fair, supmoend encouraging are seen as great
facilitators of employment success (Corbiére, Lanet al., 2009; Fossey & Harvey,
2010). At the same time, co-workers who are opefie¢adship and have an attitude of
acceptance are also important (Comardese & Younga29b; Kirsh, 2000; Scheid &
Andrerson, 1995; McCrohan, Mowbray et al., 1994n\&ongen, 1996). Supports within
and beyond the workplace have been found to beriapiofactors in helping people with
mental illness find and sustain employment (seesé&pg Harvey, 2010 for a review of
these supports). In particular, workplace suppguth as training and support in learning,
positive relationships with colleagues, an acceptuorkplace culture and effective staff

management, as well as adjustments to work hocihgdsiles and tasks, were found to be
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crucial to job retention (Secker & Membrey, 2003cker, Membrey, et al., 2003;
Secker, Membrey et al., 2002; Fossey & Harvey, 2010

Implementation of workplace accommodations, prawisof ongoing support
from the environment and an environment conduavié development of high levels of
self-efficacy in disadvantaged workers are alldead that appear to be well represented
in social enterprises. A social enterprise is airtess venture created specifically to
provide employment and career opportunities foppewho are unemployed, disabled or
otherwise disadvantaged (Corbiere & Lecomte, 208@nberg, Gumley & Wilson,
2010). In social enterprises, a consistent pergent@positions is dedicated to employees
who have disabilities or are disadvantaged foroterireasons; all workers are paid at the
market rates or productivity-based rates; all eiygds are provided with the same
employment opportunities, rights and obligationtgrgtion is paid to mental health
issues; the environment is characterized by thesemee of less stigmatization and
discrimination; and social support and workplaceoatmodations are provided to
facilitate the work integration of disadvantagedmpe (Svanberg, Gumley & Wilson,
2010; Williams, Fossey & Harvey, 2010).

Despite the importance of the psychosocial chariatitss of the workplace in
helping people with severe mental iliness (Kirsd9@; 2000), little research has yet been
undertaken in social enterprises (Schneider, 20D&). satisfaction (Resnick & Bond,
2001; Dorio, 2004) and job accommodations (FabWaterworth & Ripke, 1993) are
found to contribute to longer job tenure for peoplgh severe mental iliness (Dorio,
2004). Yet job satisfaction has been almost entieddsent from research investigating
vocational outcomes (Resnick & Bond, 2001), anth&best of our knowledge, there are
no studies examining predictors (e.g., workplaceoasnodations, social support, self-
efficacy) of job satisfaction in workers with mehitness who are employed in social
enterprises.

In this study, we investigated the relationshipwasn individual characteristics
(e.g., occupational self-efficacy), features of terkplace environment (e.g., provision
of workplace accommodations in social enterprigeg) job satisfaction in people with
severe mental illness. We hypothesized that pesplehigher levels of self-efficacy and
whose work environment provided more workplace auooodations and social support
would report greater job satisfaction. Thus, ouemb was to explore the spectrum of

workplace accommodations available for employedh wiental disabilities working in
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social enterprises, and the impact of those accafatians on job satisfaction, taking

into account the individual characteristics of themployees.

Method

Data collection and participants

The data used for this study came from a broadsareh project concerning the
work integration of people with severe mental dseemployed in Italian social
enterprises. Several social enterprises offeringkwadegration services to disadvantaged
people and located in five regions of northernyl{@drentino Alto Adige, Veneto, Emilia
Romagna, Lombardia, and Piemonte) took part irsthey.

Participants were recruited by the “Responsabileigh®” the person inside the
social enterprise who follows the work integratioh disadvantaged people and who
briefly presented the study to clients who fit ttesearch criteria. Only participants 18
years of age or over who were employed in a s@&n&rprise and who suffered from a
severe mental illness were eligible to take parttha study. For the last inclusion
criterion, the “Responsabile Sociale” singled owinf among all the employees those
who suffered from a severe mental illness and aiikeh to participate voluntarily in the
study. For privacy and confidentiality reasons, thhors of this paper did not have
access to the participants’ specific diagnosegidjants received compensation for their
time. The research project was reviewed and apdroyethe Ethics Committee of the
University of Trento.

A total of 248 participants (168 men) employed Wy $ocial enterprises in
northern ltaly agreed to participate in the stutlyey ranged in age from 20 to 64 years
(M =41.17; SD = 8.51). Regarding educational le¥86 (54.8%) had completed middle
school or less, 98 (39.5%) had completed some $tgbol and 10 (4%) had completed a
university-level education. In terms of maritaltatg 204 (82.3%) were single, separated,
widowed or divorced, while 34 (13.7%) were married living with a common-law
partner. The majority of the participants declatbdt they had had previous work
experiences (N = 227, 91.5%). They worked an awerHg8.30 hours a week (SD =
11.57).

109



Measures

The broader research project involved the compietiof a battery of
guestionnaires, one of which was demographic imreaand was being pilot-tested. As
this article examines job satisfaction and its trefeship with workplace
accommodations, social support, organizational tcaimgs, severity of symptoms
perceived and occupational self-efficacy, only thostruments assessing these variables
will be discussed here.

Severity of the symptoms perceivé@d assess the severity of symptoms perceived, we
used the 53-item Brief Symptom Inventory (BSI; Dgats, 1993). The BSI was designed
to measure nine symptom constructs, and 49 oftémesi are used as indicators for these
subscales. The constructs are Somatization, OleeSsimpulsive, Interpersonal
Sensitivity, Depression, Anxiety, Hostility, Phobknxiety, Paranoid Ideation, and
Psychoticism. For the purpose of our study, we us&td collected using the Global
Symptom Index, which provides a summary of the sgvef the symptoms perceived
(global score). Items are rated on a five-pointetikscale ranging from 0 (not at all) to 4
(extremely). Coefficient alpha in this study wag..9

Occupational self-efficacylo assess the competence that a person feels laibaar her
ability to successfully perform the tasks involved his or her job, we used the
Occupational Self-Efficacy Scale, a new short fosgif-efficacy scale developed by
Schyns and von Collani (2002). It consists of eitdrhs rated on a six-point Likert scale
ranging from 1 (completely false) to 6 (completeiye). The instrument proved to
correlate with personal characteristics, such agig self-efficacy, self-esteem, internal
control beliefs, and neuroticism (Schyns & von @ni] 2002), and to organizational
outcomes, such as job satisfaction and commitn&zttyns & von Collani, 2002; Schyns
& Sanders, 2005). Coefficient alpha in this studysws8.

Workplace accommodations related to social suppéfbrkplace accommodations are
individualized solutions that enable people witlsathilities to attain and maintain
employment (Solovieva, Dowler & Walls, 2011). Tharpose of an accommodation is
not to give the disabled worker an upper hand énvibrk environment; the ultimate goal
is rather to level the playing field so that em@ey with disabilities can “successfully
perform the essential functions of the job, or [enjoy equal benefits and privileges of
employment” (Center, 2011). The Work Accommodationentory was developed by

Corbiere and Ptasinski (2004) in order to collefbimation on the work adjustments
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provided by businesses to help people with sevemahillness in their work integration
process. For the purpose of this study, 12 iterfsde to social support from the work
environment were used (see Appendix). To compuiteah score for each participant, we
totalled the number of items that the participagoarted as being present in his or her
workplace (ranging from 0, meaning no workplaceoammodations, to 12, meaning that
all the accommodations were provided).

Organizational constraintsOrganizational constraints represent “situationthings that
prevent employees from translating ability and effioto high levels of job performance”
(Spector & Jex, 1998, p. 357). The OrganizationahsIraints Scale consists of 11 items,
each of which describes a common situational camtin organizations, such as faulty
equipment, incomplete or poor information or int@itrons by others. For each item, the
respondent is asked to indicate how often it makesficult or impossible for him to do
his or her job. Responses range from 1 (less tim@e a month or never) to 5 (several
times a day). High scores represent a high leveloostraints. Coefficient alpha in this
study was .89.

Karasek JCQ/social support dimensioifie Job Content Questionnaire (JCQ) is a self-
administered instrument designed by Karasek eh d998 to measure the social and
psychological characteristics of jobs. It consisfsthree main scales pertaining to
decision latitude, psychological demands and satipport respectively. For the purpose
of this study, only scores from the social supmmaéle were taken into account. The
social support scale consists of 11 items that oreabe impact of support received from
co-workers and supervisors from an efficiency amdicsemotional point of view.
Responses range from 1 (not at all) to 5 (alwaysgfficient alpha in this study was .71.
Social support from familyTo assess perceived social support from famig/used four
items from the Multidimensional Scale of PerceiGmtial Support, a self-report measure
developed by Zimet et al in 1988. Items are ratec seven-point Likert scale ranging
from 1 (completely disagree) to 7 (completely ayré&mefficient alpha in this study was
91.

Job satisfactionWe used a single item from the Psychiatric Rdltation Readiness
Determination Instrument (Anthony, Cohen & Farkd890) to assess the level of job
satisfaction or dissatisfaction, along with thedéar change in the current employment
status of the study participants. Responses ramge 1 (very dissatisfied, with urgent
need for change) to 5 (very satisfied, with defirdesire that there be no change).
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Results

We used logistic regression to explore job satigfac A model using job
satisfaction as the dependent variable, and ratiofysthe participants’ level of
occupational self-efficacy, number of workplace aumodations provided, social
support (from family and co-workers/supervisors)d aorganizational constraint as
predictors, was tested on the entire sample. Wenthggized that a higher level of
occupational self-efficacy, the provision of moreriiplace accommodations and a
higher level of social support from the work enwimeent and family would yield a
significant and substantial positive impact on galisfaction. We therefore expected the
organizational constraints index to correlate ngght with job satisfaction. Since
severity of symptoms has not been found in thedlitee to be a significant predictor of
vocational outcomes, we hypothesized that it woalde no impact on job satisfaction.

The means, standard deviations, intercorrelatiows apha reliabilities obtained

are presented in Table 1.

Table 1- Means, Standard Deviations and Intercatioels among Study Variables

M SD 1 2 3 4 5 6

1. Severity of symptoms
perceived

2. Occupational self-efficacy 3.95 1.28 -101 (.88)

49 .18  (.97)

3. Workplace accommodations
related to social support

4. Organizational constraints  1.68 .70 .214* -049 -0.96 (.89)

5. Karasek JCQ/social support
dimensions

6. Social support from
family/Multidimensional scale 4.68 2.10 -.112  .167* .148* -259%* .315*  (.91)
of perceived social support

7. Job satisfaction 3.96 .98 -.139* .255%  228* -182* .221** 045

579 279 -116 .273** -

3.71 0.87 -102  .213* 201* -272* (0.71)

Note N = 248. Cronbach’s alpha in brackets along theathal
*p<.05;*p<.01

As shown in Table 2, the relationships observedvéen the variables taken into
account in the model were all in the hypothesizedction, except for social support
from family, which seems to have no significant aap on job satisfaction. Results
suggest that job satisfaction corresponds to hightings on the Occupational Self-

Efficacy Scale § = .461, p = .001), a larger number of workplaceoatmodationsf{ =
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138, p =.032) and a higher level of social supfrom co-workersf{ = .427, p = .035).
By contrast, the presence of a higher level of omigional constraints in the workplace
correlated negatively with job satisfactigh< -.058, p = .007). As we hypothesized and
in keeping with the literature, severity of sympw®mdid not significantly predict
vocational outcome. The predictors included in riiedel accounted for around 15% of
the variance in job satisfaction scores (R? = .15@,242) = 7.568, p < .01).

Table 2 - Individual and Environmental CharactassPredictor Model

Predictors OR(95%CI) P

1. Occupational self-efficacy 1.586 (1.198-2.101) .00
2. Workplace accommodations 1.148 (1.012-1.303) 0.032
3. Social support from co-workers 1.533 (1.031-2.279) 0.035

4. Organizational impairments .944 (.905-.985) 0.007
5. Severity of symptoms .373 (.061-2.279) 0.286
6. Social support from family .836 (.725-1.027) 0.097

Note N = 248. Job satisfaction as dependent variable.

Discussion and conclusions

This study is among the first to provide empiridata about both individual and
environmental predictors of job satisfaction in pleo with severe mental illness
employed in social enterprises. Despite the evidahat job satisfaction is positively
related to job tenure (Resnick & Bond, 2001) anat thocial enterprises can support
employees with mental disorders in their effortgraintain their jobs by providing work
accommodations and social support (Williams, Fosséjarvey, 2010), job satisfaction
as a vocational outcome in the context of soci&rpnises had never been investigated
prior to our study. The purpose of this study wherefore, to learn more about the
experience of social enterprises in promoting jatiséaction. The study confirms recent
literature (Bond & Drake, 2008) that suggests tleedhto take into account both
individual and environmental factors in order topkn vocational outcomes in this
population. Indeed, the analyses performed in ghisly revealed that the factors which
gave the participants job satisfaction appear tmlire a complex mix. In particular,
individuals who felt able and confident about thalility to meet the demands of their
job were found to be more satisfied with their jban those who felt they could not meet
these demands or were barely able to do so. Iniadgdihe more accepted and supported
people felt by their work environment, the morasdetd they were with their job and the
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more adamant about not wanting to change it. Bytrast) the obstacles they faced in
their job activities were found to negatively imp#ueir level of job satisfaction. External
support, such as that provided by family, was rmnfl to significantly predict job
satisfaction in our study. It would appear that thetcome we investigated (job
satisfaction) is more influenced by variables eato the workplace environment (e.g.,
workplace accommodations, occupational self-efficaapport from co-workers) than to
external variables (e.g., support from family).

The findings of this study are somewhat limited(@ythe self-report nature of the
survey. It would have been preferable to have ohetuthe perspective of other important
informants, such as the “Responsabile Sociale’herdupervisor, on the environmental
characteristics. In addition, (b) the employers wd necessarily answer every question,
which reduced the sample size for particular iteAlso, (c) the study population was
selected through convenience sampling. Neithestioeal enterprises nor the participants
were randomly selected, but rather they self-setecAnother limitation is that (d) this
study is cross-sectional showing significant assemm among factors but unable to show
casual relationships. We opted to select imporariables inherent to job satisfaction for
people with severe mental illness employed in $amiterprises, but (e) other important
variables (e.g., motivation to work, work engagetmenganizational aspects) were not
measured here. In particular, discrimination andf-dgmatization are important
variables that negatively affect the experiencavofk integration in people with severe
mental illness, and it would have been interestingvestigate these issues in the context
of social enterprises. Conceivably, part of thaarare in predicting job satisfaction could
be covered by these factors, which were not exglorehis study.

Despite its limitations, this study representsrahal step in an effort to describe
and understand the landscape of social enterghs¢sddress, in particular, the needs of
people with severe mental iliness. To date, litdgearch has been conducted to advance
understanding of this social enterprise model wderaany studies have investigated the
impact of other vocational services (e.g., supgbemployment programs), even though
certain features of social enterprises (e.g., meabf supportive work environments)
appear to be effective in supporting work integnatand job tenure in this population.
The major finding contributed by this study is thmpact and significance of the
workplace environment in understanding and prongotmployment for people with
severe mental illness. In contrast to previous aese on predictors of employment,

which has generally focused on individual varialfeg., demographic and clinical), this
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study promotes a model in which both individual @m¢ironmental factors are regarded
as important in understanding the work integragpyocess and outcomes for mental
health consumers.

In conclusion, our results underscore the fact thath individual and
environmental factors in the context of social gmises have an impact on job
satisfaction in people with severe mental illneBsirther research involving other
organizational aspects and assessing factors awver (e.g., longitudinal studies) are
warranted. These types of studies may help reseiareimd various stakeholders to better
understand the relationship between the persomramient fit and employment
outcomes such as job tenure, which remains a nt@jocern for people with severe
mental illness. In particular, the social entegresvironment and its impact on workers
with severe mental iliness is an area in need hén discourse and empirical research if

we are to become more effective in addressing wadgration issues.

Appendix

Work Accommodation Inventory (Corbiere & PtasinsR04 — unpublished): items related to social
support from the workplace environment.

Are the following work accommodation arrangemenisilable at your workplace?

5. Are you able to have time off without pay?

6. Does your employment specialist visit you on thg?jo

7. Is there a health professional in your workplae tfou can consult?
8

Do/Does your co-workers/supervisor provide you vethotional support, such as offering you time to
talk?
9. Are you provided with a co-worker buddy?

10. Are you provided with a mentor?

11. Does your workplace encourage interactions betweenorkers?

12. Do you receive rewards or recognition from youreswjsor and/or co-workers?

13. Is your work environment naturally supportive ifuyoeed help?

14. Does your employer/supervisor develop strategigetd with problems before they arise?

15. Are you compelled to attend social activities sasHunches and nights out?

16. Are you allowed to make phone calls during your kvime to contact your doctor or to receive
support?
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Study 4. An analysis of work engagement among worke with mental disorders
recently integrated to work®.

Abstract
The purpose of this study is to determine the uslidf the work engagement construct
among mentally ill workers and to developed a nagichl network delineating work
engagement’s relationship with its antecedents igmdonsequences in this specific
population. Using a longitudinal design study, 3f6ople with mental disorders
employed in Italian social enterprises filled obe tUtrecht Work Engagement Scale
(UWES-9) and questionnaires on severity of sympt@aseived, and social support
from coworkers and supervisor. Individuals who wet#l eligible at the 12-months
follow up phase of the study, completed a quesaoenon future working plans. To
validate the UWES-9 and test its nomological neknawnfirmatory factor analysis and
path analysis were used. Results showed acceptaipirmatory factor analysis fit
indices and psychometric proprieties of the UWE3\ceptable fit indexes were also
found for the model tested. The paper highlightd the UWES-9 is a useful instrument
for measuring work engagement not only in the ganeorking population, but also in
workers with mental disorders. Furthermore, tha&storovides an investigation of how
work engagement, as well as its drivers, impactsmportant work outcomes in workers
with mental disorders. In particular, the importaoie that the vigor dimension plays in
this population as a mechanism through which imtlials feel better at work and feel

ready to take the further step, that is to workhimopen labor market is highlighted.

18 This article is in preparation as: P. Villotti, Balducci, S. Zaniboni, M. Corbiére, F. Fraccardin
Analysis of work engagement among workers with aheligorders recently integrated to work.



Introduction

The nature of the labour market nowadays requirganizations to be productive
and competitive to survive and grow, since they ewastantly confronted with the
pressure of obtaining profits as fast as possibleus, workers are expected to be
psychologically connected to their work, proactimad committed to high quality
performance standards, to collaborate with otherbe energetic and dedicated, and to be
absorbed by their work (Bakker, Albrecht & Leite2011). Simply put, “today’s
organizations are in need of engaged employeek@a& Shaufeli, 2008, p.150). Work
engagement can be generally conceptualized as itivpoaffective relationship with
one’s work (Alarcon & Edwards, 2011) and it is tteembination of the capability to work
(energy, vigor) and the willingness to work (invetwent, dedication) (Bakker, Albrecht
& Leiter, 2011). More specifically, Schaufeli, Sateva, Gonzalez-Roma and Bakker
(2002, p.74) define engagement as “a positiveillfal, work-related state of mind” that
is characterized by 1) vigor, meaning high levdlmergy while working, persistence
and willingness to invest effort in one’s work alisoface of difficulties; 2) dedication,
that is a sense of significance, enthusiasm, iagpir, pride and challenge; and 3)
absorption, that means to be fully concentratedne’s work, so that time flies and one
has difficulties with detaching oneself from wolik. other words, engaged employees
work hard, are involved, and feel happily engrossetheir work (Bakker, Schaufeli,
Leiter, Taris, 2008). To measure the above menticameas of work engagement, the
Utrecht Work Engagement Scale (UWES) was develdpe002 by Schaufeli and
colleagues. Since then the UWES has been the nitest wsed scientific instrument to
measure work engagement (Schaufeli & Bakker, 20L@pnsists of 17 items and it is
characterized by good psychometric proprietiesh wigh levels of internal consistency
(Duran, Extremera & Rey, 2004; Montgomery, Peet8haufeli & Den Ouden, 2003;
Schaufeli & Bakker, 2004). One year later, a 9-itersion of the UWES was developed
by the authors (Schaufeli & Bakker, 2003), who aled evidence for its cross-national
validity. As the original one, the reduced scaleMESS-9) has good psychometric
proprieties, with confirmatory factor analysis shiogv repeatedly that the fit of the
hypnotized three-factor structure (vigor, dedicatiabsorption) to the data was superior
to that of alternative factor models (SchaufelikBar & Salanova, 2006).

According to Bakker and colleagues (2008), workagyggnent and its dimensions

may offer to organizations a competitive advantagel make a true difference for
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employees. Among the general population and indal&l suffering from other
disabilities, people with mental disorders face esevdifficulties to participate and
integrate in the contemporary world of work (Contget on the Environment, Public
Health and Food Safety, 2009), despite the evidé¢hat they have the potential and
desire to work (Anthony & Blanch, 1989; Broadmamo@, Perkins and Shepherd, 2003;
South Essex Service Research Group, Secker anth@e006). Some industries and
jobs have only full-time opportunities, requirefsiof work, use overtime extensively or
do not offer flexible hours to attendance. In addit discrimination attitudes of
employers and community stigma lead to a lack afkwapportunity and choice for this
population (Shankar, 2005; Ozawa & Yaeda, 2007;&Y,®t.al., 2006). This results in a
high percentage of unemployment, which can reaciostt 90% (Cook & Razzano, 2000;
Gureje, Herrman, Harvey, Morgan & Jablensky, 2082arnois & Gabriel, 2000) and
brief job tenure, that rarely exceed 1 year on ribgular job market (Lanctot et al.,
unpublished; Xie, Dain, Becker & Drake, 1997; BeackPrake, Bond, Xie, Dain &
Harrison, 1998; Shankar, 2005). A valid alternativéhe regular job market and existing
vocational programs (e.g., supported employment)pgople with mental disability is
social enterprises (Corbiére & Lecomte, 2009; SeagmbGumley & Wilson, 2010). In
Italy these new initiatives are mainly organizetbico-operatives, in particular the so-
called B-type social co-operatives, which are @@awith the specific aim to integrate
disadvantaged people (e.g., people with mentabdises) into the labour market. Their
core function is to provide working environments foarginalized people to become
integrated into a wider community, and their ultiengoal is to provide people working
in them the extra skills and confidence neededHem to work permanently in the open
labour market (Borzaga & Loss, 2002).

Given that work engagement is positively relatedhtalth, workability, job
satisfaction and job performance (Hakanen, Bakk&cRaufeli, 2006; Bakker, Albrecht
& Leiter, 2011; Xanthopoulou, Bakker, Demerouti &chaufeli, 2009; Bakker &
Demerouti, 2008; Bakker, 2011), it seems intergséind highly relevant to investigate
the construct among a population of workers whedgadifficulties and barriers in their
work integration process, such as mentally ill vevsk To our knowledge, no studies have
yet been conducted in this direction. Thus, follogvthe suggestion of Bakker (2009) on
the opportunity to examine the validity of the woekgagement model in different
occupational group (e.g., people with mental disssyl and in different countries, the

present study aim to examine the internal consistend the factorial validity of the
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UWES-9 in a sample of mentally ill workers employiadtalian social enterprises. We
then developed a nomological network delineatingkvengagement'’s relationship with
its antecedents and its consequences in this gpeaipulation, in order to discuss the
discriminant validity of the construct as appliedaorkers with mental disorders.

To do so, we conducted an analysis of the liteeatinidentify work engagement’s

antecedents and outcomes, as reported below.

Antecedents of work engagement

Several studies conducted in recent years on otionpa groups not suffering
from mental disorders have consistently shown {bht and personal resources are
important antecedents of work engagement (Macegl8irtdler, 2008; Bakker, Schaufeli,
Leiter, Taris, 2008; Bakker, 2009; Christian, Ga&aSlaughter, 2011; Bakker &
Demerouti, 2007; Shaufeli & Bakker, 2004).

Job resourcesSocial support from co-workers and supervisor iplaresource likely
associated with engagement (Christian, Garza &dbi@n, 2011). Already in 1990, Kahn
reported that interactions with coworkers leadntmeéased engagement in individuals and
that social characteristics motivate by creatingammegfulness. Social support play
intrinsic and extrinsic motivational role, redudeetimpact of job demands on strain,
stimulate personal grow and are functional in adhgg work goals (Bakker &
Demerouti; Schaufeli & Salanova, 2007; Bakker, Sifbla Leiter, Taris, 2008).
Recently, Riggle, Edmondson & Hansen (2009) fouhndlt tperceived organizational
support had a strong positive effect on job satigfa and a strong negative effect on
intentions to leave. Furthermore, other studiek$S2006; Wefald, Reichard & Serrano,
2011) empirically demonstrated social support fritwa organization to be a predictor of
job and organizational engagement. Even for peafile mental disorders social support
is a fundamental variable that positively influenagcational outcome, as showed by
several studies. MacDonald Wilson and colleague20@2 reported continued support
from employment specialist or rehabilitation st@éfimportant in increasing job tenure in
a sample of people with mental health issues (Maelkb Wilson, Rogers, Massaro,
Lyass & Crean, 2002), while Tse and Yeats (2002)ckmled that support within
workplace and outside work is important in helpgggpple with mental illness to return to
work. Participants in Kirsh’s study conducted in0Q0appreciated respectful, fair and

supportive communication with supervisors. Closehiese findings, a qualitative study
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by Huff and colleagues (2008) found supervisonsl @o-worker’'s support as being
significant in predicting individuals’ staying oedving job. Other studies (Killeen &
O’Day, 2004; Tse & Yeats, 2002; Woodside et alQ&@0have shown the importance of
the assistance from work colleague to generatesesaf being welcomed, respected, and
supported at work in people with mental illness.gbneral, individuals’ point of view
consistently emphasize diverse supports as heipfidustaining jobs, dealing with work
issues and facilitating job seeking (Gewurtz & Kir2007; Huff et al, 2008; Kennedy-
Jones et al., 2005; Killen & O’Day, 2004; Kirsh,@®0) Sechker & Membrey, 2003;
Shankar, 2005; Tse & Yeats, 2002). With this in anime hypothesized that social
support from the organization is a job resourceniiantly and positively related to
work engagement in people with mental disordergpdrticular, we expectHla) social
support from coworkers and supervisor to generatersse of belonging and being
welcomed and respected, increasing the enthusiaspiration and pride of employees
(Dedication); also, we expect thailb) feeling supported at work will help mentally ill
workers to overcome difficulties facilitating thercentration on job tasks, determining a
strong identification with one’s work (AbsorptiorQn the basis of the existing literature,
we do not expect organizational support to infleetiee abundance of energy (Vigor) at
work for this populationH1c).

Personal resourced?ersonal resources such as self-efficacy, selesst@nd optimism,
have been shown to help workers to control and anpaon their work environment
successfully (Luthans, Norman, Avolio & Avey, 20@akker, Schaufeli, Leiter, Taris,
2008). In particular, it has been convincingly shothat positive self-evaluations that
refer to individuals’ sense of their ability to sessfully control and have an impact on
their environment predict goal setting, motivatiperformance job satisfaction and other
desiderable outcomes (Bakker, 2011; see Judge,Wamen & De Pater, 2004 for a
review). Specifically, engaged workers were fouwdbie highly self-efficacious, to
believe that they are able to meet the demandsféoeyin a broad array of context, and
to make a contribution to explaining variance in rkvoengagement over time
(Xanthopoulou, Bakker, Demerouti & Schaufeli, 2Q00ccupational self-efficacy,
defined as the competence that a person feels ©ongehe ability to successfully fulfill
the tasks involved in his/her job, has been foundbé an important resource for
individuals in organizations (Rigotti, Schyns & Mol2008) and to be directly related to
job satisfaction (Judge & Bono, 2001) and perforeeafdudge & Bono, 2001; Stajkovic
& Luthans, 1998). Also in people with mental disengl occupational self-efficacy has
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been found to moderately influence vocational omes (Grove & Membrey, 2005;
Bejerholm, Eklund, 2007; Siu, 2007; Waghorn, Ché#irig, 2005). In a study conducted
by Michon and colleagues (2005), positive employirricomes were related to better
work performance as measured at the beginning wécational program. In addition,
participants’ work-related self-efficacy and sodiactioning were associated with better
outcomes. In another study, Huff and colleague®&2®und that interest in the work,
sense of competence and confidence, physical andameell-being were the most
significant variables in predicting vocational sgtAs a result, the literature highlights
the importance of considering the relationship leetv occupational self-efficacy and
work engagement. We hypothesized that occupatseifkfficacy is a personal resource
significantly and positive associated to the thdieeensions of work engagemehtd).
Furthermore, as participants in this study weratified as having a mental disorder, we
assessed the severity of symptoms perceived arypathesized (H3) that the gravity of
the mental illness may significantly and negativielijuence the level of energy, mental
resilience, persistence and well-being of partisipa(Vigor), but not the sense of
significance and enthusiasm (Dedication) and thé& sbf positive state of mind while
working (Absorption). In 2001 Schaufeli and colleeg suggested that engaged
employees enjoy good mental health. So far, only f&udy have been conducted
including work engagement and perceived health d&feth & Bakker, 2004; Hakanen,
Bakker & Schaufeli, 2006; Schaufeli, Taris & Rhen2@08), concluding that perceived
health is positively related to work engagement aadatively related to workaholism

and bournout.

Outcomes of work engagement in workers with melidarders

As an outcome, we were interested in explore whetherk engagement may be
positively associated with the intention to work fine regular labour market. As
previously mentioned, Italian B-type co-operativaa® created with the main goal to
integrate disadvantaged workers into the competilabour market, or in case of high
disability, to a permanent job inside the socidkegirise (Borzaga & Loss, 2002). In a
recent study, Zaniboni and colleagues (2011) ergdlothe work intentions of

disadvantaged people, particularly people with @ledisorders, working in this kind of

organizations and concluded that the majority @mhwanted to continue to work. Of

this, close to 30% of participants wanted to warkhe regular labour market. Since the
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literature on the general population have showheéhgaged employees perform well and
are willing to go the extra mile (Bakker, Demercanid Verbeke, 2004), it seems relevant
to investigate whether the three dimension of wemgagement may play a significant
role in influencing the intention to work of peophkath mental disorders in the open
labour market. In particular, we hypothesised thigher levels of energy, ability to not
be easily fatigued, and persistence in the facdiffitulties as indicated by the Vigor
dimension of work engagement is positively and ificemtly related to the intention to
work in the open labour market (H4).

Measures

Participants in the study were required to fulilbattery of questionnaires, one of
which was demographic in nature. All the scalesused were translated from English to
Italian using Brislin’s classic back-translation dedb (Brislin, 1970). The instruments we
used to assess work engagement and its anteceaehis consequences in people with
mental disorders are discussed here.

Work engagemen¥ork engagement was measured by means of the UWBSHBaufeli

& Bakker, 2003), in which three dimensions of ergjagnt can be distinguished, namely
Vigor (VI), Dedication (DE) and Absorption (AB). Aitems are scored on a 7-point
asymmetrical rating scale ranging from ieye) to 6 @lwayg. In terms of internal
consistency, reliability coefficients for the thregbscales have been determined between
.85 and .90 (Schaufeli & Bakker, 2003).

To measure the social support from coworkers apersisor in our sample of mentally
il workers we used the scores from the social supscale of the Job Content
Questionnaire (JCQ) designed by Karasek et al9@B1(Karasek, Brisson, Kawakami,
Houtman, Bongers & Amick, 1998). The social supmwdle consists of 11 items that
measure the impact of support received from co-emrkand supervisors from an
efficiency and socio-emotional point of view. Respes range from Inét at al) to 5
(alwayg. Coefficient alpha in this study was .71.

As a measure of personal resources, we used thep&amnal Self-Efficacy short form
introduced by Schyns and von Collani (2002) whicks been recommended for
occupational health studies and in vocational cdatas a possible evaluation criterion of

training programs (Rigotti et al., 2008). It conw$ 8 items that can be rated on a six-
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level response scale ranging fromnbt(at all trug to 6 completely trug High values
reflect high occupational self-efficacy. The instent proved to correlate with personal
characteristics, such as general self-efficacyf-estbem, internal control beliefs, and
neuroticism (Schyns & Van Collani, 2002), and tgarizational outcomes, such as job
satisfaction and commitment (Schyns & Van Coll&002; Schyns & Sanders, 2005).
Coefficient alpha in this study was .82.

To assess the severity of symptoms perceived, wd tise 53-item Brief Symptom
Inventory (BSI; Derogatis, 1983). The BSI was deei) to measure nine symptom
constructs, and 49 of the items are used as imdEédr these subscales. The constructs
are Somatization, Obsessive-Compulsive, Interpatsdansitivity, Depression, Anxiety,
Hostility, Phobic Anxiety, Paranoid ldeation, andyBhoticism. For the purpose of our
study, we used data collected using the Global $ympindex, which provides a
summary of the severity of the symptoms perceiggob@l score). Each item of the BSI
is rated on a five-point scale of distress froom0t (at all) to 4 extremely. Coefficient
alpha in this study was .97.

As a measure of working plans, we used at the 1@tmifwllow up phase a measure ad
hoc created that consisted of two items, scoredaob-point scale ranging from 1
(completely disagreeto 5 completely agree developed to identify the willingness of
individuals to work in the private or public sectirthe regular labour market.

Results

Psychometric Analysis

The data (N=310) were first examined using viseains of data plots, means, standard
deviations, skew, kurtosis, and scale minimums araimums. Table 1 reports the
UWES-9 items and associated descriptive statishtdained from the dataset.
Interestingly, the mean values of the items suggesitat all the dimensions of work
engagement were experienced relatively frequentlpdrticipants. Confirmatory factor
analysis (CFA) on the UWES-9 was performed usirfgREL 8.71. Since all of the items
of the UWES-9 presented a significant skew, theisbimaximum likelihood method was

used for parameters’ estimation.
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Table 1. Descriptive statistics of the UWES-9 itaanghe sample.

Kurtosis
M (SD) Min-Max Skew 8B (SB
4.28
1. At my work, | feel bursting with energy (VI-1) (1.79) 0-6 -.98 (.14) .06 (.29)
4.15
2. At my job, | feel strong and vigorous (VI-2)  (1.84) 0-6 -.92 (.14) -.15 (.29)
4.54
3. I am enthusiastic about my job (DE-1) (1.73) 0-6 -1.09 ((14) .20 (.29)
4.35
4. My job inspires me (DE-2) (1.86) 0-6 -.99 (.14) -.14 (.29)
5. When | get up in the morning, | feel like going 4.35
to work (VI-3) (1.88) 0-6 -1.05 (.14) -.004 (.29)
6. | feel happy when | am working intensely (AB-4.53
1) (1.73) 0-6 -1.19 (.14) .52 (.29)
7.1 am proud of the work that | do (DE-3) 4.61
1.77) 0-6 -1.26 (.14) .62 (.29)
8. I am immersed in my job (AB-2) 4.59
(1.65) 0-6 -1.19 (.14) .67 (.29)
9. | get carried away when | am working (AB-3) 4.59
(1.78) 0-6 -1.18 ((14) .34 (.29)

Note VI = Vigor; DE = Dedication; AB = Absorption.

The one-factor (M1) and the three factor (M2) medekre fitted on the total sample
(N=310). CFA results were evaluated by using fRestatistic, including its normed
version (Joreskog, 1969), and a variety of otherenpractical fit indices: the root mean
square error of approximation (RMSEA), the non-nednfit index (NNFI) and the
comparative fit index (CFIl). Suggested cut-off wasufor these criteria have been
proposed (see Schweizer, 2010). Values at the RMIS®Ar than .08 are considered as
acceptable. Values at the NNFI and CFI equal ohdrighan .90 are considered as
acceptable, while values close to .95 or higherccarsidered as good. Table 2 reports the
¥2 and other fit indices of CFA. The 3-factor sabutiwas clearly superior in terms of fit
to the 1-factor solution, which didn’'t prove to éeceptable. The RMSEA of the 3-factor
solution was a little bit higher than the suggegstedshold of .08, however the other fit
indices (particularly the CFl and NNFI) were godce.(> .95). To note is that the
emerged RMSEA for the 3-factor solution is in limgh that found for the same solution
in a sample from the general working populationltaly (Balducci, Schaufeli, &
Fraccaroli, 2010) and other countries (see SchadfeBakker, 2003, p. 29). The
standardized factor loadings for the final 3-faatowdel were all statistically significant
with ap < .001, and ranged from .65 to .93, while the taerelations between the latent
factors were highr(between .78 and .85). These results parallel tleoserged in
previous research (Balducci et al., 2010). Ovevedl,considered the 3-factor solution of
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the UWES-9 emerged in the present study as acdeplakernal consistency reliability
(Cronbach’sn) of the scale was excellent (.94), as was thenateconsistency of the VI,
DE, and AB subscales (.86, .90, and .85, respdyg}i{gee Table 3).

Table 2. Goodness-of-fit indices for confirmatoagtor analysis.

¥, p=0.0 df y2df RMSEA NNFI CFl
Model 1
(1-factor) 147.22 27 5.45 132 956  .967
Model 2
(3-factor) 75.71 24 3.15 .092 979  .986

Note 2 = Chi-square Testy/df = Normed Chi-square; RMSEA = Root mean squener of
approximation; NNFI = Non-normed fit index; CFl =o@parative fit index; WE = work engagement;
N=310

Table 3. Means, standard deviations, Cronbach’'sd@dgon the diagonal) and correlations among
the study variables.

M (SD 1 2 3 4 5 6

1. Work engagement Vigor 12.61 (4.93) (.86)

2. Work engagement Dedication 13.22 (4.98) 79*  (190)

3. Work engagement Absorption 13.49 (4.66) .80**  87*{.85)

4. Perceived severity of symptoms 3.72 (.91) -22*15-. -.16 (:97)

5. Social support 5.98 (1.34) .23 37 37 -.02 (.72)
coworkers/supervisor

6. Occupational self-efficacy 3.95(1.29) AQx 37** 42* - 15 .20 (.82)

7. Working plan Competitive labor .48 (.19) 21* .07 -.09 =11 -.03  -.19*
market

Note *p < 0.05; ** p < 0.01; N=121.

Model testing

Path Analysis was used on individuals that werk aligible at 12-months follow up

phase of the study (N=121) to examine the relahipssbetween drivers and outcome of
work engagement as well as to test the study hyseth regarding how they all fit
together. Table 3 presents means, standard desati€ronbach’s alphas, and
correlations among study variables. All construwdsl satisfactory internal consistency
and all correlations were in the expected directibigure 1 shows the standardized
parameter estimates for the model of the work eegegt and the other variables. The
model showed reasonable fif(6)=3.43 (=0.75); comparative fit index (CFI) = 1.00;
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root mean square error of approximation (RMSEA).& @on-normed fit index = 1.03.
Regarding Hla and H1b, as Figure 1 shows, a sigmifiand positive path was found
between social support from coworkers and supenasd the two hypothesized work
engagement dimensions (Dedication,’€R 2.81; Absorption, CR = 2.87). In support of
Hlc, results showed no significant paths between kadpport from the organization
and the work engagement dimension of Vigor. Raggrii2, as Figure 1 shows, the
results related to occupational self-efficacy wagmificant on all the dimensions of work
engagement (Vigor, CR = 4.31; Dedication, CR = 3.Absorption, CR = 4.53). These
results supportH2. A significant and negative path was founded betwseverity of
symptoms perceived and the work engagement dimemgivigor (Vigor, CR = -2.02),
while no significant paths between psychiatric sjongs and the other two dimensions of
work engagement (Dedication and Absorption) wewtmnéb These results suppétB. As

for H4, the relationship between the three work engagentierension and the intention
to work in the competitive labour market, Figuretows a significant and positive path
between Vigor and the selected working plan (CR.83R2 Moreover, non-significant
paths resulted between Dedication (CR = -1.02)Atmgbrption (CR = -0.48), on the one
hand, and intention to work in the open labour readn the other. These results support
H4.

Figure 1 — Model of work engagement, perceived sgvef symptoms, job support and
occupational self-efficacy, and intention to wankhe competitive labor market.

Perceived severity of -.A7% | Workengagement
symptoms : Vigor
*
o Z..80
Social support 24K .| Workengagement Worklng.p.lan
coworkers/supervisor " Dedication ' Competitive
oy labor market
; " X
Z .80
l%’ﬁ( Z,.93
Occupational S | Woarkengagement
self-efficacy Absorption
*
Z,.75

Note *p < 0.05; *p <0.01

" CR = critical ratio for two-tailed tests of sigie#ince of t-statistic (CR 1.96,p<0.05; CR> 2.58,
p<0.01)
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Discussion

The psychometric proprieties of the UWES-9 wereestigated in this study,
specifically for workers with mental disorders eoy#d in Italian social enterprises. The
objectives were to determine the construct validitg internal consistency of the UWES-
9 and to test the link between job and personaluregs and engagement in a sample of
workers with mental disorders.

We found that the UWES-9 in mentally ill workersosls an excellent internal
consistency reliability, well above the suggestedshold of .70 (Nullally & Bernstein,
1994). The internal consistency of the three eng&ge scales was also adequate. The
results obtained from the CFA of the UWES-9 showed three-factor model including
vigor, dedication, and absorption fit significanthgtter the data than did the one-factor
model that assumed that all items weighted on omenying engagement factor. The
psychometric proprieties assessed confirmed thdrgess of fit of the scale.

Given the lack in the literature of the work engagat construct as assessed in people
with mental disorders, the UWES-9 was used in shigly to explore the nomological
network of related constructs. An exploratory modeluding antecedents of work
engagement (i.e., severity of symptoms perceivediak support from coworkers and
supervisor, and occupational self-efficacy), angloak outcome (i.e., work plan to work
in the regular labor market), was tested and shawedptable fit indexes.

Hypothesis 1 suggesting a positive relationshipvbeh social support from the
organization and two dimension of work engagemearyely dedication and absorption,
was supported. Once again, supports within the plade have been shown to be
important factors influencing work related construcpeople with mental disorders (see
Fossey & Harvey, 2010 for a review). In particulagppears that individuals enrolled in
social enterprises who receive support from cowarlkend supervisor develop a strong
sense of belonging, are enthusiastic, inspiredy ftdoncentrated and engrossed in their
working tasks and fully integrated in the workplade short, they are dedicated and
absorbed in their work-related goaldl@ andH1b). On contrast, organization supports
seems to have none influence on the energy, thengviess to invest effort and the
persistence and resilience, namely the vigor dimensf work engagement(Lc). The
concept of vigor, as suggested by Shirom in 208B&tes more to energetic resources
only, namely to physical, emotional and cognitiveergies. Stajkovic & Luthans (2008)

showed that self-efficacy beliefs influence whidtidties people engage in, how much
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effort they will expend and how long they will pevere in the face of adversity. This

were confirmed also in the model tested in thegrestudy. Indeed, results showed that
occupational self-efficacy was related to all theee-dimensions of work engagement,
vigor included H2).

Results regarding the relationship between seveifitgymptoms perceived and
work engagement dimensions are interesting andostipg H3. In line with previous
studies that highlighted the positive relationshgiween work engagement and health
(see Bakker, Albrecht and Leiter, 2011 for a reyiéve severity of symptoms perceived
was negatively related to the vigor dimension offkwvengagement. Among the three-
dimensions of work engagement, it seems that vggtire crucial dimension in enhancing
well-being, as showed by Shirom in 2003. Thus, @$swo surprise to find a negative
relationship between gravity of psychiatric sympsoperceived and this dimension of
work engagement. On contrast, as expected, theityewt symptoms perceived did not
show any influence on the sense of significancehumiasm, inspiration, pride and
concentration while working in people with mentaisatders, giving further
demonstrations of the capacity and willingness eokvof this population.

Finally, we hypothesized that engagement would dstipely associated to the
intention to work in the regular labor marké#4). Results were in support of this
hypothesis. Probably, the vigor dimension facéisagoal-directed behavior or approach
behavior, as suggested by several authors (Nels@indnons, 2003; Attridge, 2009;
Watson, 2002; Fredrickson, 2002; Shirom, 2003). ifkention to work in the open labor
market, that is the main goal of social enterpriseems to be achievable for people with
mental disorders that find their workload to be ageable, feel high level of energy and
resilience. On contrast, high identification withets work, a high sense of belonging to
the organization, and being highly immersed in wiaidks may have an impact on other
type of working plans, for example the willingnetssremain employed in the social
enterprise.

To sum up, the UWES-9 is a useful instrument foasueing work engagement
not only in the general working population, butoais workers with mental disorders. In
particular, the negative relationship between theedsion of vigor, as assessed at the
UWES-9, and the severity of symptoms showed in stugly appear to be of no little
account for employers and different stakeholderslired in the work integration process
of people with mental health issues. Indeed, itreethat employees who experience high

levels of energy and resilience are feeling beltave a tendency to explore and are more
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likely to invest their resources in their attemptwork in the open labor market. An
important starting point for employers could be lizseline measurement of engagement
and its drivers (e.g., occupational self-efficagyd aseverity of symptoms perceived)
among mentally ill employees, for example by usihg work engagement model
presented in this article. Indeed, on the basithisf assessment, it could be determined
different working plans for individuals (e.g., t@ Iprepared to work in the open labor
market). In terms of individual level interventigorogrammes aimed at increasing work
engagement could focus on building personal reesusach as occupational self-efficacy
for employees.

The present study had some limitation we would tikxexddress. Firstly, all data
are based on self-reports. Secondly, the limited of the sample at follow up (N=121),
specifically the sampling method, which is basedonvenience. Thirdly, the model was
tested in a specific context, the social enterpngieich by definition provides higher
levels of organizational support and generates rangt sense of belonging and
identification in its employees.

This limitation notwithstanding, we believe thatisthstudy has provided an
interesting investigation of how work engagemerst,weell as its drivers, impacts on
important work outcomes in workers with mental diss. In particular, we highlighted
the important role that the vigor dimension plagsthis population as a mechanism
through which individuals feel better at work amelfready to take the further step, that

is to work in the open labor market.
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CHAPTER 5: DISCUSSION AND CONCLUSION

The first chapter of this thesis has presented Ipewjth severe mental iliness as
characterized by employment marginalization, tlsaa isituation where individuals find
themselves located outside of the community-basa#t force. A review of the literature
reporting on the employment status for this popaatypically begins with a litany of
statistics demonstrating their continued poor empkent outcomes. This fringe situation
is perpetrated by multiple interacting factors thyggtematically disadvantage mentally ill
individuals in securing and maintaining employmesiich as psychiatric symptoms,
treatment side-effects, discrimination in hiringdastigma, as well as limited access to
supportive workplaces in the open labour markee Pphst few decades have witnessed
the advancement of a range of innovative and phiamismployment initiatives for
people with severe mental iliness, as illustratedthe second chapter of this work.
Unfortunately, the myriad of factors expected temphe doors to the world of work for
this population, such as the advent of deinstit#iization, legislation in support of
disabled persons, advancement in treatment efficdey development of vocational
services and programs, as well as the desire aidyabf individuals to work
productively, have not had the anticipated imp@bus, vocational outcomes for people
with mental illness is still dramatically poor. S$alcenterprise is a promising method to
improve the employment rates of disadvantaged wsykby offering them several
advantages over other social professional integratheasures. Social enterprises have
not been studied in detail yet, even though sewvaspects of these organizations seem
very useful for the job acquisition and tenure gople with mental health issues. For
example, they often make work accommodation availdle.g., flexible schedule),
provide support, supervisors usually have a pas#ittitude and, most importantly, there
is less discrimination about mental disabilitiescei a large proportion of employees have
a mental disability. Despite this, the charactmssbf people with a mental disability
working in social enterprises are not known andehast yet been evaluated.

Thus, this thesis was designed to increase ourrstaaheling of social enterprises’
work integration model, looking in particular ateggfic profiles of employees with a
mental disability. In particular, our purpose wasdevelop more understanding of the

lived experience of working with a mental healtkattility, by including the voice of the
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mentally ill worker and by giving attention to tlwrganizational support, and social
interaction-related approaches and strategiesatetused in the workplace context of
social enterprises. In doing so, findings from femnpirical studies has been examined
throughout chapter 4 of this manuscript.

5.1 Overview of results

The main goal of the present thesis was to proaideneral understanding of the
work integration of people with severe mental dseemployed in Italian social
enterprises.

Findings from the first study revealed in genergloaitive picture of the working
experience of disadvantage workers in this contexparticular, participants revealed to
believe in their ability to successfully accomplisbrk tasks, and to feel good in spite of
their mental illness. They reported high valuesimdividual resources, such as self-
esteem and occupational self-efficacy, as well as levels of gravity of symptoms
perceived and high values of well-being. Positiceres were found also on the work
engagement variable, meaning that participantemtfeusiastic and dedicated to their job.
They feel able to focus on working tasks and the} highly motivated to maintain their
job. Participants highly value the work environmehtsocial enterprises, reporting that
they do not find it difficult to accomplish their orking activities because of
organizational constraints. Very low ratings weeparted also on the stigma scale,
highlighting one more time how the social entegonsodel is characterized by minor
discrimination and stigmatization for this poputati To sum up, individuals were found
to be highly satisfied of their job and their wargiexperience. No significant differences
were found among people with different psychiatli@gnosis, meaning that, as reported
in the literature, the association between psydhidiagnosis and vocational outcomes is
weak.

Once the profiles of mentally ill workers were #&dighed, the second study
proposed two new measures of motivation, namelyhéotivation to Find a Job and
the (2) Motivation to Keep a Job scales, as apptedl) individuals with mental
disorders enrolled in supported employment programGanada, and in (2) people with
severe mental illness enrolled in Italian sociaegorises. These brief and easy-to-use
scales can be useful for gathering clinical imgiaas, by helping people with low

motivation to benefit from specific training progra or interventions aimed at helping
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them enhance their awareness of being workersraptbving their level of engagement
and vocational outcomes in terms of productiviturtRermore, participants with high
scores obtained on the Motivation to Find a Jobesaere found to be more likely to
obtain a competitive job, while participants witiglh scores on the Motivation to Keep a
Job scale

were found to plan to continue working at the samaal enterprise at which they were
currently employed, and did not showed the intentmstop working in the future.

The major finding contributed by the third empitictudy is the impact and
significance of the workplace environment (e.g., rkptace accommodation) in
understanding and promoting employment for peopith wevere mental illness. In
particular, the more accepted and supported pdefildy their work environment, the
more satisfied they were with their job and the enadamant about not wanting to
change it. By contrast, the obstacles they faceth&ir job activities were found to
negatively impact their level of job satisfactiofhus, this study highlighted how the
potential for participation in community employmestincreased when individuals with
mental disorders are provided the range of sup@midsresources they need to maximize
their capabilities, and the opportunities withire tiworld of work to exercise and grow
these capacities.

Finally, in the last study, we aimed at increase understanding of the role of
work engagement in explaining the intention to workkhe open labour market in this
population. Results of this study reported that tieecht Work Engagement Scale
(UWES-9) is a useful instrument for measuring weniggagement not only in the general
working population, but also in workers with mendéorders. Thus, the study provided
an interesting investigation of how work engagemastwell as its drivers, impacts on
important work outcomes in workers with mental diss. In particular, we highlighted
the important role that the vigor dimension plagsthis population as a mechanism
through which individuals feel better at work amelfready to take the further step, that
is to work in the open labor market.

5.2 Limitations

Studies reported in this thesis has several limoitatin terms of its population
base and its methods of participant selectiontlFrstudies are context specific, namely

social enterprise, which by definition providesheglevels of organizational support and
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generates a strong sense of belonging and idexidit in its employees. In particular,
the interviews were conducted in social enterpriseated in Northern Italy. Therefore,
generalization beyond this context is questionabé&rause it comprises a number of
financial, insurance, and government facilitatioager than the national average. The
applicability of individual, environmental and orgaational variables to individuals with
mental disorders from different vocational prograomnsthose working in other Italian
regions’ social enterprises should therefore beubjest for further investigation.
Secondly, the study population was selected thraagtvenience sampling. Neither the
social enterprises nor the participants were ramgaselected, but rather they self-
selected, meaning that the study sample is noeseptative of the Italian reality. In
addition, findings are somewhat limited by the selfure of the survey. It would have
been preferable to have included the perspectivathadr important informants, such as
the “Responsabile Socidleor the supervisor, especially on the environmenta
characteristics. In addition, the employees did metessarily answer every question,
which reduced the sample size for particular itelnsally, we are conscious that mental
disability is a process, and casual sequencesifficild to infer even with longitudinal

studies.

5.3 Future directions

There are several identifiable areas of futureareteactivity.

Firstly, more studies on the social enterprise rhaslemeeded to increase our
understanding of the strategies implemented byetbeganizations to help disadvantaged
workers gain and maintain employment. The studiepresented in this manuscript are a
first step in this direction. Further informationght focus on economical aspects, such as
the amount of subsidies received from public andape funds, in order to highlight the
level of economic dependence of social enterprgegxternal subsidies, as well as an
overall view of their economic situation. Alsogcituld be interesting to learn more on the
degree of selection applied in the recruitment qyobf the enterprise (from “several
criteria to be recruited” to “zero exclusion”) imder to learn more on the magnitude of
the social mission of social enterprises with resé the work integration for people
with mental disabilities.

Secondly, more studies are needed on interactimon@ the various factors that

can change employers’ attitudes towards persons méntal health disability. In this
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manuscript we focused on workers’ point of view amel did not explore the role of
employers and co-workers in dealing with their gaibcial interaction with mentally ill
workers. Knowing more about the strategies implaetkbiby social enterprises’ staff and
members to cope and fight stigma would be relevaspecially in the sense of
knowledge transfer to the open labour market's mimgdions. Also, research should
continue to focus on modifiable (e.g., motivatioagrsus non modifiable (e.qg.,
demographics) predictors of vocational success thighaim of better target interventions.
In this direction, further investigation should keen focusing on outcome measures that
not only indicate whether a participant obtainedjoh, but also the duration of
employment, the wages earned, the participant’sl le¥ job satisfaction, measures of
quality of life and participation in the community.

In addition, more information is needed regardimg tlink between social
enterprises and mental health services, which mllboration that can potentially
facilitate the work integration and job tenure ebple with severe mental disorders. For
example, it might be interesting to learn more ogetings and information exchange
between different stakeholders.

Finally, this study did not attempt to addressasitrdividual variables related to
how each mentally ill worker negotiates their ampiate vocational place, which also

might be a relevant topic linked to work integratio

5.4 Conclusions

The rationale of this thesis was to advance ourwkemge about the work
integration process of people with severe menka¢ss employed in social enterprises.
The results of the four studies presented in ttaauscript provide new information about
the key factors impacting successful vocationataunes for this specific population of
disadvantaged workers. In particular, we aimedpatisy how significant factors (both
individual and environmental) of job acquisitiondaretention are integrated into social
enterprises. Since social enterprises are parhefsbcial economy and, consequently,
subscribe to a philosophy that attaches importéme@alues such as accepting differences
and accommodating the workplace to the needs olamgs, these organizations were
the ideal context in which investigate the chanasties of the individual and
environmental elements. We highlighted how accomatiods are key to the inclusion of

person with severe mental illness in the workplaCeis is of no little account for
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practical implication, such as the creation of adeg workplaces for mentally ill
workers. At the same time, workplace accommodataresnot sufficient by themselves
to advance the work lives of adults living with nendisorders, and they must be
implemented alongside additional initiatives, imtthg support from the organization,
quality job training, and individual resources, Iswes occupational self-efficacy. Thus,
the information gained by the studies may improwe spread effective strategies of job
retention of disabled workers in different orgatizas. Results also created resources for
researchers and the academic community, as wédirasther important stakeholders in
the public sector and among the public at largeh s the new validated instruments to
evaluate the motivation to work and the work engag@ in people with mental
disabilities.

In conclusion, despite the clinical, societal ardearch advancement in the area
of the work integration for people with severe nat¢nliness, a major gap continues to
exist between the desire and capability of workheflse persons and the lack of chances
to work in the competitive labour market on the tiaed; and research evidence on what
works with whom, where, and when in the workplanelee other. A lot work remains to
do in order to address the challenge of mentalhekdability in the workplace: improve
the link between clinical and psychiatric servieesl social enterprises, so that workers
with mental disabilities can be followed in diffatemanners and side; to improve
working-related personal resources of people wiémtal illness, in order to guide them
to be able to attain working goals and overcomeemial obstacles; to facilitate the
interaction between the worker with mental diséibgi and the work environment, by
removing all the situations or things that inteefevith task performance at work, invest
on work accommodations, train supervisors and ckersrin order to support and assist
colleagues with mental disorders on their work exgmee inside the co-operative, during
which those people could improve also their soalalities. Only by integrating these
efforts of researchers, policy-makers, healthcaetioners, employers, and persons
with mental health disabilities can the challengenmental health disability in the

workplace be addressed.
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