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Abstract
Employment status is commonly used as a sign of stability in recovery and an outcome variable for
substance abuse treatment and research. However, there has been little attention in the literature on
the topic of work for the dually diagnosed (i.e., persons diagnosed with both substance use and mental
health disorders). Data collected in 1999 are presented on expressed interest in and perceived barriers
to pursuing work and on the utilization of vocational rehabilitation (voc-rehab) services among
unemployed members of a dual recovery self-help fellowship (N = 130). While members generally
expressed high interest in working, they also cited multiple obstacles to attaining and maintaining
employment. A path model was specified and tested. Significant contributors to interest in working
were substance use status and physical health rating. Consistent with our hypotheses, mental health
symptoms and greater perceived obstacles (e.g., stigma, fear of failure, and insufficient skills) were
significant contributors to perceived difficulty in pursuing work, whereas substance use, physical
health, and recency of employment were not. Finally, those who perceived less difficulty in pursuing
work were more likely to utilize voc-rehab services, and men were more likely than women to use
these facilities; interest in work was not significantly associated with utilizing voc-rehab services.
The roles of mental health disorders and substance use in relation to pursuit of employment are
discussed, as well as that of perceived obstacles such as stigma. The paper addresses the setting of
realistic vocational goals and possible strategies to mitigate barriers to increased employment of
dually diagnosed individuals.
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INTRODUCTION
Work plays many important roles in our society. It is the primary source of income and, often,
of health insurance; it largely defines social identity, social class, and opportunities for social
and financial advancement [e.g., (1)]. Work also provides a frame of reference and various
structures of functioning. However, for many, employment remains an elusive goal. This is
true of individuals with substance dependency or mental health disorders, and even more so
of those dually diagnosed with both disorders. In spite of the high prevalence of comorbidity
among substance users and mental health clients (2), the topic of employment among the dually
diagnosed has received little empirical attention. This paper presents data on self-reported
utilization of vocational rehabilitation (vocrehab) services, interest in and obstacles to pursuit
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of employment among dually diagnosed persons, and it examines the association among these
variables.

BACKGROUND
Employment has been identified as a positive treatment outcome and an indicator of recovery
for substance-using clients as well as for those with a mental health disorder (1,3–6).
Employment has both economic and non-economic benefits for recovering individuals and
contributes to higher-level functioning [e.g., (7)]. It has been associated with reduced substance
use (8), decreased psychiatric symptoms and hospitalization, increased self-esteem, and
improved quality of life (9–13).

For dually diagnosed individuals, the process and the outcomes of work can be beneficial in
several ways (14). Work occupies time and provides structure, two important issues for
recovering individuals [(15); also see (16)]; it offers an opportunity for social connections and
for socialization with non substance users who can function as role models (17). Being
employed can enhance personal mastery, self-esteem, and self-efficacy (13,18), an important
benefit for persons whose disorders are highly stigmatized. By providing something valued
that can be lost to relapse to drug use or to hospitalization, work can strengthen one’s
commitment to recovery (14,19). Finally, work provides legitimate income that can end or
lessen dependence on disability benefits whose rules “enforce poverty” (20,21), and thus it
contributes to increasing the quality of life. While employment can be beneficial in many ways,
it can also be a source of stress that may lead to mental health problems and to relapse [e.g.,
(22)].

The many benefits of employment are not available to most dually diagnosed persons as
employment rates for this group are considerably lower than those in the general population
[e.g., (23–27)]. The aggregate employment rate for persons with mental illness is between 10%
and 15% [(28–30); also see (31)] and chronic unemployment is common (32). Work status
among the dually diagnosed has rarely been addressed empirically and there is little attention
given to whether these individuals are candidates for work (14).

While employment rates are low among recovering individuals, there is evidence that such
individuals express interest in being employed, although the literature on this topic is scarce.
Among mental health clients, getting a job is the often cited as an important self-reported goal
[(33); also see (34,35)] and substance users express interest in training and employment [e.g.,
(36–39)]. However, recovering individuals face many potential barriers to employment. At the
societal level, the first and greatest barrier is stigma. Recently, the Surgeon General (40) cited
the stigma of mental illness as the foremost barrier to services among nearly half of all
Americans who have a severe mental illness and do not seek treatment. A national survey
documented a bias among employers against hiring former substance users (41). For dually
diagnosed individuals, the dual stigma may result in low self-expectations [e.g., see (42)] and
low self-efficacy (43) so that challenges are avoided. Another societal obstacle to employment
may be the entitlement system itself. Receiving entitlements affects one’s sense of self as well
as the outcome of treatment and rehabilitation (44), and the rules may provide a strong
disincentive to being employed [e.g., (11)]. Further, disability benefits provide much-needed
health insurance that covers medications and psychiatric care, unlike many of the low-paying
jobs filled by persons lacking the technical skills the workplace increasingly demands.

At the individual level, dually diagnosed persons may face multiple obstacles to gaining and
retaining employment. First, the disorders themselves present a barrier to employment [e.g.,
(45)]; among the mentally ill, symptoms and medication side effects may cause cognitive
impairments and physical distress that interfere with skills acquisition and job performance
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(46). Second, such persons face many interrelated problems, some job related, others not. Job-
related obstacles to employment include lack of work experience (47), poor work history
(48), low levels of marketable skills and pre-employment skills (e.g., resumé writing),
inadequate work readiness (49), and poor social and work relations skills (47); recovering
individuals may also lack skills other than those that are job related, such as personal habits,
time management, impulse control, and self-presentation [for review, see (50–52)]. Overall,
for recovering individuals, getting a job is a job in itself, especially for those who have lost or
never gained the skills necessary for sustainable employment (52).

Vocational and rehabilitation services for recovering individuals aim to address some of the
barriers to employment summarized above. While such services are insufficiently emphasized
[e.g., see (1)] and tend to be offered only after the rehabilitation process—especially abstinence
—has been achieved (14,15,53,54), empirical findings suggest that clients do benefit from such
services [e.g., (55–57)]. There has been little effort to extend vocational services to dually
diagnosed persons (14). In what follows, we present data on interest in working and obstacles
to employment as experienced by dually diagnosed persons. This appears to be the first such
investigation. The study tested three hypotheses:

• Better mental and physical health, less substance use, and more recent work history
will be associated with greater interest in current employment.

• More recent substance use, poorer physical and mental health, less recent work
history, greater fear of failure, greater perceived stigma and inability to “fit in,” greater
perceived need for treatment and for education, disincentive from the entitlement
system, and poorer impulse control will be associated with greater perceived difficulty
in pursuing work.

• Greater interest in working and lower levels of perceived difficulty in pursuing
employment will be associated with greater utilization of voc-rehab services.

METHOD
Setting and Sample

Participants were members of Double Trouble in Recovery (DTR) who reported no
employment in the preceding year (N = 130). The DTR group is a dual-focus self-help program
adapted from the 12-step program [see (58)]. Members were recruited at 25 meeting sites
throughout New York City. The study was described as an investigation of effectiveness of
self-help participation among dually diagnosed persons. Participation in the study was
voluntary, based on informed consent; 15% of DTR members declined to take part in the study,
chiefly because of concerns about confidentiality, especially at meetings held in treatment
facilities. The interviews were conducted at the participants’ residences between January and
December 1999. Recruitment and interviewing were performed by three long-term DTR
members (an African-American male and two Caucasian females; their ages ranged from 30
to 39 years) who received training in interviewing skills by senior research staff. Participants
received $40 in reimbursement for their time (2.5 hr).

Measures
Data were obtained during the 1-year follow-up data collection of this longitudinal study, using
a semistructured interview protocol covering sociodemographics and background, mental
health status and history, mental health treatment history (including medications), substance
use status and history, substance use treatment history, and history of participation in DTR and
other 12-step fellowships. Primary substance and primary psychiatric diagnosis were obtained
from self-report. The following measures were used—all reported Alphas were computed for
the present study data.
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Mental Health—We used the Colorado Symptom Index (CSI), a checklist of 13 items
developed to determine the presence of symptoms among persons diagnosed with severe
persistent mental illness (59); the authors report good psychometric properties, including
construct validity and inter-rater reliability. Respondents were asked: “In the past year, have
you [item]?” Sample items are: felt depressed? forgot important things? felt like seriously
hurting someone? (Alpha = .88) A summed score was computed (score range of 1–13); a higher
score represents higher mental health distress.

Substance Use—This assessed the use of alcohol and illicit drugs in the past year: “In the
past year, did you use [name of substance]?” (Any use of each drug = 1, no use = 0.)

Physical Health—“Overall, how would you describe your health in the past month?” (4 =
Poor, 3 = Fair, 2 = Good, and 1 = Excellent.)

Recency of Employment—The measure of interest for the analyses was “How long ago
did you last work?” The answers were coded in number of months since last worked.

Interest in Employment—“To what extent are you currently interested in working?” (0 =
”Not at all” to 10 = ”Extremely.”) We also looked at participants’ answers to one of the open-
ended questions in the final section of the questionnaire: “What do you hope to do, change,
accomplish, in the next year?” (Codes for the open-ended questions were developed on the
first 30 completed interviews; based on a subsample of 25 instruments coded by two
independent researchers, inter-rater reliability was r = .92.)

Perceived Obstacles to Employment—This construct was assessed in two ways: (1) an
open-ended item asked: “What may make it hard for you to be employed right now?” Answers
were coded to allow up to four statements. (2) A structured list of items was developed in
collaboration with DTR members consulting on this study and from members’ answers to open-
ended questions in qualitative interviews reported elsewhere (58). The final list consisted of
12 items presented in the Results section (Chronbach Alpha = .88). Respondents were asked:
“How strongly do you agree or disagree with each statement. Most dually diagnosed people
find it hard to be employed because of [item].”

Perceived Difficulty in Pursuing Work—The Recovery Challenges Scale, developed for
this study, consists of 35 items representing areas identified, in focus groups, as difficult for
individuals in dual recovery [e.g., “dealing with being bored,” “regaining the trust of loved
ones”—Chronbach Alpha = .97; (60)]. The items are written approximately at the 8th grade
reading level. The instrument has shown good construct validity in ongoing analyses, with
modest to moderate correlations with indices of ongoing stress. The instructions are:
“Following are issues and situations that people may struggle with during their recovery from
dual-diagnosis. Please rate each according to your own experience dealing with these issues
in recovery.” Pretesting indicated that the instrument was feasible to use with this sample. For
this study, we looked at the item: “Working, finding work, or keeping a job.” (1 = not at all
difficult to do, 2 = a little, 3 = moderately, and 4 = very difficult.)

Vocational Services
1. Utilization. The service utilization inventory originally developed for mental health

clients (61) contains two items assessing the use of training and employment-related
services in the preceding 12 months: “job finding or placement services” and “support
for education.” A summary score of these two items was created.

2. Need. Following the service utilization section, we asked “In the past 12 months, were
there any services you wanted but were unable to get?” Those answering positively
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were asked to identify the service(s), followed by: the question “How come you were
unable to get that service?” Answers were coded as described above.

Analytical Procedures
From the hypotheses presented earlier, a path model was specified and tested using a three-
phase procedure:

• The predictor and outcome variables, as well as sociodemographic and background
variables (age, gender, ethnic background, education levels, primary substance, and
primary diagnosis) were included in a bivariate correlation matrix.

• Multiple regression analyses with simultaneous entry were conducted with interest in
working and perceived difficulties in pursuing work as dependent variables to test the
first two hypotheses. For the regression on perceived difficulty, an obstacle index was
constructed consisting only of the individual obstacles significantly associated with
perceived difficulty in bivariate analyses.

• Interest in working, perceived difficulty and the sociodemographic variables
identified as being significant were regressed on utilization of vocational
rehabilitation services to test the third hypothesis. One-tailed tests of significance are
used throughout because directional hypotheses are being tested.

RESULTS
Sociodemographics

Participants were predominantly male and ethnically diverse (Table 1); most relied on disability
income as their primary source of income and resided in supported housing. Education levels
were generally low. One-half of participants reported having a chronic medical condition; most
prevalent were asthma and other respiratory problems (15%), hypertension (12%), diabetes
(7%), HIV (6%), hepatitis C (6%), chronic pain (4%), and heart disease (3%). Forty-six percent
were taking prescribed medication for a medical illness or condition. Participants rated their
health in the previous month as “excellent” (23%), good (42%), fair (25%), and poor (10%).

Alcohol and Illicit Drugs Use
Participants reported extensive experience with substance use, beginning in adolescence. The
primary substance (lifetime) was crack-cocaine. About one-third reported substance use in the
year preceding the interview, 9% in the past month.

Mental Health
Participants also had a long history of mental health symptoms, beginning, on average, in late
adolescence. Most prevalent diagnoses were schizophrenia, bipolar disorder, and major
depression. Nearly two-thirds experienced symptoms in the past year; number of symptoms
reported on the CSI ranged from zero to 13; mean = 6.3; SD = 4.0.

Formal Treatment
Subjects were found to have had extensive experience with treatment, both for mental health
and “substance abuse,” beginning in their mid- and late 20s, respectively. At the time of the
study, most were taking psychiatric medications and two-thirds were enrolled in outpatient
treatment (60% in a dual-diagnosis program, 5% in drug abuse treatment, and 3% in a mental
health treatment).
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Self-Help Groups Participation
In addition to formal treatment, participants also attended traditional 12-step groups [e.g.,
Alcoholics Anonymous (AA) and Narcotics Anonymous (NA)] as well as DTR. Median length
of DTR affiliation was 2.75 years (range = 13 months to 9 years); 61% had attended the group
for the entire year preceding the interview.

Recency of Employment
Time since participants’ last job ranged from 1 to 31 years ago (median = 6 years); they had
worked primarily as service workers (44%), in sales (13%), or in a technical field (7%), and
had held their last job for a median of 1 year; 11% had never been employed.

Perceived Obstacles to Employment
The most common answers to the open-ended question fell into three categories: mental illness
including symptoms and side effects from medications (29%); physical health and physical
disability (22%); and scheduling conflicts with treatment program (17%). Also mentioned
were: need for skills or education (7%), “nothing” (7%), financial disincentives from
entitlement regulations or because of low-paying jobs (6%), addiction and substance use
history (3%), stage of recovery (not far along—3%), fear of failure (3%), and difficulty
handling stress or pressure (3%).

There was little variation in levels of agreement across items from the structured list (Table
2). “Strongly agree” ratings ranged from 16% (“difficulties interacting with people”) to 31%
(“fear of failure”), while “strongly disagree” ratings were low across all items, and ranged from
1% to 3%. Overall, all items received a combined “strongly agree/agree” rating of about 70%
or higher.

Perceived Difficulty in Pursuing Work
Participants were equally divided in their experiences. About one-third (35%) rated “working,
finding work, or keeping a job” as “very difficult to do”, 19% as “moderately difficult,” 13%
“a little difficult,” 33%, “not at all difficult.”

Correlates of Perceived Difficulties in Pursuing Work—Mental health symptoms in
the past year and the following six obstacles were significant covariates of perceived difficulty
in pursuing work (Table 3): fear of failure, need for education and skills, impulse control, need
to stay in treatment, stigma, and concerns about fitting in.

Interest in Working
Interest in work was generally high (mean = 6.7, SD = 3.6); 36% reported being “extremely”
interested while 16% expressed no interest. Interest in working was also evident in participants’
stated goals for the next year, where employment and education were mentioned most often;
nearly one-half (48%) mentioned getting a job, or training or gaining skills to get a job, as a
goal, and one-third (31%) reported education (including obtaining a GED) as a goal.

Correlates of Interest in Working—Bivariate analyses revealed three significant
correlates of interest in working: substance use in the previous year, physical health in the
previous month, and recency of employment (Table 3). Participants who reported no substance
use in the past year also expressed a higher level of interest in working than did those who had
used drugs and/or alcohol (r = −.21, p<.05). Better physical health was associated with greater
expressed interest in working (r = .19, p<.05), and the more time since participants were last
employed, the lower was their interest in being employed (r = −.19, p<.05).
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Utilization of Vocational Rehabilitation Services
Twenty percent of participants reported use of such services in the previous year; 5% has used
job-placement or job-finding services, 17%, support for education, and 2% had used both. Few
(4%) participants reported being unable to obtain needed education or vocational services;
among those who did, with the exception of two individuals, the reasons why the services were
not obtained were unrelated to mental health or to “substance abuse.”

Correlates of Utilization of Vocational Rehabilitative Services—Bivariate
correlations between utilization of services and sociodemographic variables revealed a
significant association with gender: men were more likely than women to have used educational
support services in the preceding year (26% vs. 8%, p = .02).

Path Analysis
Consistent with our hypotheses, physical health and substance use were associated with
expressed interest in working (Beta = −.23, p = .009 and Beta = −.25, p = .005, respectively).
Results did not support the hypothesized paths between interest in working and recency of
employment (Beta = −.11) or mental health symptoms (Beta = .11). Turning to the second set
of hypotheses, mental health symptoms were significantly associated with perceived difficulty
in pursuing work (Beta = .28, p = .003), as was the summary index of the six obstacles identified
as significant in bivariate analyses (Beta = .26, p = .009). The other three hypothesized paths
to perceived difficulty were not supported: recency of employment (Beta = .06), physical health
(Beta = .12), and substance use (Beta = −.01). Turning to interest in working, finally, the
hypothesized association between perceived difficulty in pursuing work and utilization of
vocational rehabilitation services was supported (Beta = −.31, p = .000); gender (male) was
also a significant contributor to the utilization of such services (Beta = .21, p = .02). Results
did not support the hypothesized path between interest in working and utilization of voc-rehab
services (Beta = .07). (The full path model including causal paths representing our hypotheses,
as well as paths consistent with the results of correlational analyses, is depicted in Figure 1.)

DISCUSSION
Our hypotheses received partial support only. With respect to the first group of hypotheses,
substance use and physical health were significantly associated with interest in working,
whereas mental health symptoms and recency of employment were not. That mental health
was not significantly associated with interest in working is unexpected; the finding may be due
in part to the instrument used to assess symptomatology or to the juxtaposition of time frames
—symptoms in the past year vs. current interest in work. For persons with a long history of
mental health symptoms, having experienced symptoms in the previous year is likely to be the
norm and, as current findings suggest, may not affect the interest in pursuing employment as
part of an effort to progress. The absence of a significant association between recency of
employment and interest in working may be due to the distribution of the work history variable.

Of the hypothesized paths to perceived difficulty in pursing work, mental health, fear of failure,
need for education and skills, impulse control, stigma, concerns about fitting in, and the need
to stay in treatment all contributed to levels of perceived difficulty, whereas physical health,
work history, and substance use did not. The use of a categorical variable for substance use in
the analyses may have contributed to the finding reported here. The absence of a significant
association between physical health and perceived difficulty is unexpected, especially since
physical health was the second most frequently mentioned obstacle to the open-ended question
and a strong contributor to interest in working. It may be that the rating of physical health status
in the past month was not a stable enough measure to yield a significant association; for
instance, if participants’ health fluctuates.
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Finally, only one of our two hypothesized paths was supported with respect to the utilization
of voc-rehab services. Perceived difficulty in pursuing work was associated with the utilization
of services, whereas interest in working was not. One possible explanation for the latter finding
may be that expressed interest in working in fact represents a desire to progress, a commitment
to striving for the outcome society seems to value most: to become productive members of
society. After abstinence has been achieved, individuals often report that “things aren’t
happening fast enough” (60). The finding that interest in working was significantly higher
among those who had maintained abstinence in the past year supports this conclusion.

Overall, study participants, most of whom had not worked in several years, were highly
interested in pursuing employment but perceived multiple obstacles to doing so. In spite of
their interest in employment, few have received voc-rehab services during the preceding year;
this may be due to the high rate of involvement in outpatient services (scheduling conflicts
with treatment were cited as an obstacle to employment). Exploratory analyses revealed a
strong association between utilization of voc-rehab services at baseline and employment status
1 year later (r = .27, p = .00), suggesting that those who use voc-rehab services are actively
preparing to pursue employment. While we cannot infer causation from cross-sectional data,
the overall pattern of findings suggests that those who perceive more difficulty in employment
and more obstacles in pursuit of employment may be less likely to utilize voc-rehab services
and to become employed in the future. Fear of failure was often cited as an obstacle to pursuing
employment. Bandura (43) has suggested that self-confidence develops through positive
environmental interactions or personal experiences. In the area of work, dually diagnosed
persons may have had few such experiences. Exposure to successful peers who can act as role
models may partially compensate for this; attendance at dual-focus self-help groups, such as
DTR, provides such contacts (in the overall sample, 20% of DTR members were employed).

The issue of employment among the dually diagnosed has not been adequately addressed in
the literature and crucial questions remain. One issue is the low priority currently placed on
the rehabilitative process for dually diagnosed persons. Perhaps this is due to the multitude of
problems such clients may present, including high rates of hospitalization, HIV infection,
homelessness, and violent behavior; such individuals are often difficult to treat, may appear
noncompliant and unmotivated, and need specialized programs and assertive outreach (14,
15). While there are a few programs that stress vocational outcomes for this target population,
few program evaluations have been published and even fewer are methodologically sound
(37). Thus, a second issue is the lack of well-designed evaluation studies of vocational
programs for the dually diagnosed. One such study conducted in an assertive community
treatment team for mental illness revealed no relationship between employment status and dual
diagnosis (45). In recent years, most successful vocational rehabilitation innovations,
developed in the mental health field, have been models that emphasize supported employment
(i.e., permanent jobs in competitive and integrated work settings, with ongoing support). This
model is now used by the federal and state vocational rehabilitation (VR) system across
disabilities [e.g., (62,63)], and it appears to have considerable applicability to substance-using
populations (14). Investigation of this model for the dually diagnosed needs to be undertaken.
A third issue is that of assessment. The process must be ongoing and must go beyond
determining clients’ skills, competencies, and needs; it also involves helping clients to examine
their successes and decide on their next steps (and any possible changes in their vocational
goals), as well as continuous practice in spotting potential problems [for discussion, see (14,
50)].

The lack of emphasis in either service delivery or research on employment for dually diagnosed
persons poses a challenge to the service providers. The current trend in treatment is increasingly
toward integrated services where both mental health and “substance abuse” are addressed
simultaneously (64), but the bulk of investigations about and the provision of voc-rehab
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services and employment have come from the mental health perspective. Clinicians may lack
necessary information to address this topic; training is needed where staff are provided with
empirically derived guidelines and strategies on whether, how, and at what time in the recovery
process to encourage clients to consider employment. Clearly, these crucial clinical
determinations must be made on an individual client basis [according to severity of disorders,
recovery status, current skills and training, and past work history, among other criteria; for
discussion, see (14)] but treatment providers need information to enhance the effectiveness of
their decision. Areas where training is needed include how the two disorders interact over time,
the course of recovery from dual-diagnosis, and where employment and work-readiness
services fit in that process. Further, policy changes may be called for in the entitlement system.
Although becoming more flexible (65), the disability benefits system still provides many
disincentives to being employed [e.g., (11)]. Work is becoming a federally mandated right and
norm for all citizens, whether or not they have disabilities or are economically deprived (i.e.,
American’s Disability Act (ADA) and welfare reform), and the system must strive to adapt.
Increased flexibility is needed to allow a gradual transition to employment while preserving a
safety net in terms of income and health insurance. Also, the system must not penalize those
who may struggle in the work place and subsequently need to obtain benefits again. As a
society, we must foster a climate where recovering persons feel supported in their employment
goals, whatever they may be. We must also examine the assumptions underlying our
assessment of employment outcomes and our widely held beliefs that “all work is good” and
“more work is better.” Full-time employment should not be viewed as the ultimate goal and
only measure of success for every recovering person. For example, there is evidence that part-
time work may afford many of the recognized benefits of employment while minimizing stress
[e.g., (66,67)].

Ultimately, the role of employment in recovery may be as much therapeutic as it is economic.
The process and rate of recovery varies across individuals, as do level of skills, abilities, and
goals; these differences must be considered. While work should be viewed as a normal part of
clients’ lives and can be built upon as a strength in the rehabilitation process (14), individuals
who are not ready should not feel pressured to become employed. Similarly, job termination
(whether initiated by the employer or the employee) should not be viewed as failure, but instead
used as a source of information about the individual’s readiness to work, and their existing and
needed skills. When addressing employment with dually diagnosed persons, one must attempt
to strike a balance between the potential risks and benefits of working to the recovering person.
Dually diagnosed persons should be encouraged to seek employment if and when it can enhance
recovery and overall functioning and quality of life. The authors hope that this study will
stimulate other investigations on the important topic of employment among the dually
diagnosed.

The present study has several strengths, including the investigation of an important yet largely
neglected topic in the literature, and the use of an ethnically diverse sample of community-
based individuals who represent different stages of dual-recovery as evidenced by their
substance use and mental health status. Our study also has several limitations, including a large
number of participants receiving treatment services, perhaps accounting for the low rate of
utilization of voc-rehab services and limiting the generalizability of our findings. Further, self-
reported substance use and mental health have limitations. However, empirical evidence
suggests that self-reports of substance use among the dually diagnosed are reliable and valid
as verified by collaterals [e.g., (68)]; the use of senior DTR members as interviewers is
presumed to have enhanced the validity of reports. With respect to psychiatric diagnosis, cross-
referencing of the reported prescribed medications was consistent with the diagnoses provided.
Some of our measures are limited, including the use of a dichotomous variable to assess
substance use and a single instrument to assess symptoms. Finally, the absence of a comparison
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group of individuals with a single disorder (either mental or substance use) did not allow us to
obtain information on the specificity of the findings for the dually diagnosed.
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Figure 1.
Path analysis model. *p<.05; **p<.01; n.s., not significant.
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Table 1
Selected Sample Characteristics

Male 69%
Age 40 years (mean; SD = 8.8)
Ethnic background:
 African-American 54%
 Caucasian 26%
 Mixed or other 3%
 Hispanic (total) 17%
  Puerto-Rican 15%
  Other Hispanic 2%
Born in the United States 86%
Primary income
 Disability payments 96%
 Pension/vets’ benefits 4%
Monthly income $647 (mean; SD = 309)
Education
 Less than HS grad/GEDa 46%
 HS grad/GED 31%
 Some college or more 23%
Living arrangements
 Supported housing 72%
 Own apt/house 18%
 w/ friends/relatives 7%
 Shelter 3%
Chronic medical condition 47%
Employment
 Ever worked 89%
Last worked (among ever employed) 6 years (mean; SD = 7.2)
Substance use
 Age at 1st use 15 years (mean; SD = 5)
Primary substance (lifetime)
 Crack/cocaine 41%
 Alcohol 35%
 Heroin 11%
 Marijuana 10%
 Other 3%
Any substance use past year 30%
Any substance use past month 9%
Mental health
 Age 1st emotional/mental health problems 19 years (mean; SD = 11)
 Age 1st diagnosed 29 years (mean; SD = 11)
Primary diagnosis:
 Schizophrenia 40%
 Unipolar (major) depression 21%
 Bipolar disorder 21%
 Schizoaffective 8%
 Mood disorder 4%
 Other 6%
Experienced symptoms past year 60%
Colorado Symptom Index score 6.3 (mean; SD = 4.0)
Emotional/mental health past month
 Very troubled 6%
 Moderately troubled 22%
 Somewhat troubled 38%
 Not at all troubled 34%
Treatment—currently in outpatientb 68%
Prescribed psychiatric medications 91%
Age at 1st treatment—mental health 25 years (mean; SD = 12)
Age at 1st treatment—substance use 28 years (mean; SD = 5)
Ever hospitalized—mental health 90%
Self-help attendance (once a month or more)
 Double Trouble in Recovery 75%
 Alcoholics or Narcotics Anonymous 66%

a
HS, high school; GED, general equivalency diploma.

b
Alcohol/”drug abuse,” mental health or dual-diagnosis.
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Table 2
Obstacles to Working (Items Ranked in Descending Order of Strong Agreement)

Strongly Strongly

Disagree (%) Disagree (%) Agree (%) Agree (%)

Fear of failure 3 13 53 31
Need for education/skills 2 18 54 26
Need to stay totally focused on recovery 2 18 56 24
Impulse control 1 23 53 23
SSI, SSD, awelfare rules about working — 25 52 23
Need to stay in day treatment/program 2 19 57 22
Anger management 2 28 50 20
Therapist says I should wait 2 23 58 17
Stigma 2 26 55 17
Not “clean” long enough 1 30 52 17
Concerns about not fitting in 3 19 62 16
Difficulties interacting with people 2 24 60 16

SSI = Supplemental Security Income.

SSD = Social Security Disability Insurance (typically abbreviated in the US as “SSD”).
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Table 3
Correlations Among Key Variables (N = 130)

Interest in Working Perceived Difficulty in Pursuing Work

Substance use past year −.21** .03
Mental health symptoms past year .07 .34**
Health past month −.19* .15
When last worked −.19* .04
Interest in working — −.08
Perceived difficulty in pursuing work −.08 —
Obstacles to employment
 Fear of failurea .07 .28**

 Need for education/skillsa .07 .25**
 Need to stay totally focused on recovery .08 .13
 Impulse controla .09 .21*
 SSI, SSD, welfare rules about working .02 .04
 Need to stay in day treatment/programa .07 .17*
 Anger management −.02 .05
 Therapist says/suggests I should wait .11 .16
 Stigmaa .01 .19*
 Not clean long enough .09 .15
 Concerns about not fitting ina .17* .28**
 Difficulty interacting with people .11 .14
Index of perceived obstacles to employment .10 .32**

*
p<.05;

**
p<.01.

a
Item included in index of perceived obstacles to employment.

SSI = Supplemental Security Income.

SSD = Social Security Disability Insurance (typically abbreviated in the US as “SSD”).
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