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Arrest Rate in Adolescent Public Mental Health System Users 
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Compromised Employment 


•50% employed post high school 18-24 yr olds w SMHC 
(Wagner & Newman, 2012) 


•50% competitively employed 18-24 yr olds in vocational 


support programs (Burke-Miller et al., 2012) 


•<33% youth exiting juvenile corrections obtains work 


•  Juveniles receiving MH services about half as likely to be 


employed as delinquents without MH services (Bullis & 


Yovanoff , 2006) 







Target Population 


•17-20 year olds with a diagnosed serious or chronic 


mental health condition 


•Recent arrest or release from incarceration 


•Living in stable community residence (i.e., not homeless) 


•Having involvement from family members is neither an 


inclusion nor exclusion criteria 


• Individuals who have children or are pregnant are not 


excluded 







MST for Emerging Adults (MST-


EA) 
•Adaptation of  MST for use with justice-involved emerging 


adults who have serious mental health conditions 


•Service Delivery 


•Targets: 
• Treatment of antisocial behavior & serious mental health conditions 


• Social Network 


• Mental Health, Substance Use, and Trauma Interventions 


• Housing & Independent Living  


• Career Goals 


• Relationship Skills 


• Parenting Curriculum 







MST-EA Team 


•MST-EA Therapists & On-Site Supervisor 


•MST-EA Off-Site Consultant  


•MST-EA Psychiatrist 


•MST-EA Life Coaches 
• Engagement with the EA 


• Role play and practice new skills with EA 


• Coach new skills in vivo 


• Deliver reinforcers/incentives 


• Focus attention on positive aspects of the emerging adult  


• Engage the social network in supporting the EA 







Life Coach Curriculum 


•Engagement with EA 


•Goals & Values 


•Education 


•Housing 


•Transportation 


•Nutrition & Meal Planning 


•Money Management 


•Legal Issues/Social 


Services 


•Household Management 


•Health & Safety 


•Stress & Coping 


•Social Skills & Relationships 


•Sexual Health 


•Pregnancy & Parenting 


•Employment  







Paid Employment in MST-EA (N=16) 


•81% of participants 1+ months paid employment  


•27% of months included paid employment (N=156 months) 


•9% of all possible work days were worked 


•60% of months included schooling/training 


•71% of months working or schooling/training 







MST-EA Life Coach Sample (N=12) 
Demographic Characteristic Distribution 


Gender 83% Male 


Race 58% African American, 33% White,8% Biracial 


Ethnicity 8% Hispanic 


Age (range 17-18yrs) 33% 17 year olds, 50% 18yrs, 17% 19yrs 


Currently enrolled in school 50% Yes 


“Usual” place to live in past 
12 months 


75% Family’s home, 17% Juvenile Detention, 8% 
Treatment facility 


History of paid 
employment 


83% Yes 


Out of home Treatment 50% Yes 
 







Life Coach Skill Inventories 


DOMAIN 


DOMAIN 1: GOALS & VALUES  


DOMAIN 2: EDUCATION 


DOMAIN 3: HOUSING 


DOMAIN 4: TRANSPORTATION 


DOMAIN 5: NUTRITION & MEAL PLANNING 


DOMAIN 6: MONEY MANAGEMENT 


DOMAIN 7: LEGAL ISSUES/SOCIAL SERVICES  


DOMAIN 8: HOUSEHOLD MANAGEMENT  


DOMAIN 9: HEALTH & SAFETY  


DOMAIN 10: STRESS & COPING 


DOMAIN 11: SOCIAL SKILLS & RELATIONSHIPS  


DOMAIN 12: SEXUAL HEALTH 


DOMAIN 13: PREGNANCY & PARENTING 


DOMAIN 


DOMAIN 1: CAREER EXPLORATION & 


PREPARATION 


DOMAIN 2: RESUME 


DOMAIN 3: JOB HUNTING 


DOMAIN 4: INTERVIEWING 


DOMAIN 5: KEEPING A JOB 


Standard LC Domains 


Additional Domains for 


Vocational LC 
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Brief History 


• Concepts of psychosocial treatment fidelity appeared in 


research in late 1970’s and early 1980’s (e.g. Yeaton & Sechrest, 


1981)  


• Improved treatment fidelity by manuals appeared in early 


1990’s (Waltz, Addis, Koerner, & Jacobson, 1993)  


• Definition of fidelity as adherence to treatment protocols 


emerged (Waltz et al., 1993 Bond et al., 2000) 


• Emphasis on intervention protocols and measurement of 


adherence to protocols emerged in 1990’s 


Bond, G.R., Evans, L. , Salyers, M.P., Williams, J.& Kim, H.W.(2000). Measurement of fidelity in psychiatric 


rehabilitation. Mental Health Services Research,  2, 75–87.  


Gearing, R.E., El-Bassel, N., Ghesquiere, A., Baldwin, S., Gillies, J., & Ngeow, E. (2011). Major ingredients of 


fidelity: A review and scientific guide to improving quality of intervention research implementation. Clinical 


Psychology Review, 31(1), 79-88. 


 







Fidelity Monitoring; Types of behaviors  


• Behaviors that are unique to the treatment and essential  


• Behaviors that are essential to treatment but not unique  


• Behaviors that are compatible with the specified treatment modality, 


and not prohibited, but are neither necessary nor unique  


• Behaviors that are prohibited and must be avoided in order for 


treatment delivery to be valid  


• Non specific competence (e.g. warmth, sensitivity, engagement) 


can be included 


(Waltz et al., 1993)  







Multisystemic Therapy for Emerging 


Adults (MST-EA) 


Key Elements; 


• Mental health & substance abuse symptoms, & risk 


factors for antisocial behavior targeted through 


individualized interventions 


• Interventions with an empirical basis  


• Address relevant factors across social network, school, 


work and community contexts 







MST-EA  Key Elements cont’d 


• Teach skills & provide resources for adult responsibilities 


• Skills to cope with peer, romantic, family, work, school, 


and neighborhood problems 


• Delivered in home, work, school, or neighborhood 


• Times convenient to the client 


• Therapists caseloads of 3-4 EAs 







MST-EA  Key Elements cont’d 


Life Coaches 1 


• Teach skills & provide resources for adult responsibilities 


• Engaging in positive recreational activities together  


Life Coaches 2 


• Standard don’t directly support working 


• Vocational have extensive work support curricula/activities 


• Either can address remaining curriculum and recreate w 


clients 







Fidelity Work on MST-EA 


STEP 1 


• Manual developed 


• QA achieved through weekly consultation 


• Adapt the MST fidelity measure (TAM-R)  


• Reworded elements to reflect shift from parent to child 


focused work 


• Added elements to reflect the critical aspects of the 


adaptation hypothesized to impact outcomes 







STEP 2 
• Participants confused by similarity in items 


• Incorporated the Working Alliance Inventory to clarify 


differences in items 


• Organized into topical areas to clarify differences 


• Reworded for clarity 







STEP 3 
• Assessed performance (intercorrelations, uniqueness, 


variability) 


• Increased “concreteness” 


• Developed items to differentiate standard and vocational 


Life Coaches 







Participants (N=16, 56% female)  


• Current diagnosis 


• Recent (<18 months) arrest/release from incarceration,  


• Lived in stable community settings 


• Ages 17-19  


• Referred from child welfare and justice systems 


• Analyses are based on 90 TAM-EAs completed by 16 


participants 


• 26 LCAMs completed by 7 individuals 


 







MST-EA Fidelity Methods 


• Pearson’s R used to examine intercorrelations for all pairs 


of items to determine independence 


• Cronbach’s alphas were assessed for each section: 


Working in Partnership, Clarity of the Work, Social 


Context, Other Features. 







MST-EA Fidelity Results 


• 4 item pairs Pearson’s correlations>.80.  


• Alpha’s ranged from .83-.92 


• Alphas not improved by removing any single item.  


 







MST-EA Fidelity Results 


• We attempted to improve the wording of the items to 


maximize rating of concrete therapist or Life Coach 


behaviors,  


• Wording reviewed by emerging adults with lived 


experience for clarity.   


• The resulting measure will be used in the next iteration of 


feasibility work. 


 







Life Coach Skill Inventories 


DOMAIN 


DOMAIN 1: GOALS & VALUES  


DOMAIN 2: EDUCATION 


DOMAIN 3: HOUSING 


DOMAIN 4: TRANSPORTATION 


DOMAIN 5: NUTRITION & MEAL PLANNING 


DOMAIN 6: MONEY MANAGEMENT 


DOMAIN 7: LEGAL ISSUES/SOCIAL SERVICES  


DOMAIN 8: HOUSEHOLD MANAGEMENT  


DOMAIN 9: HEALTH & SAFETY  


DOMAIN 10: STRESS & COPING 


DOMAIN 11: SOCIAL SKILLS & RELATIONSHIPS  


DOMAIN 12: SEXUAL HEALTH 


DOMAIN 13: PREGNANCY & PARENTING 


DOMAIN 


DOMAIN 1: CAREER EXPLORATION & 


PREPARATION 


DOMAIN 2: RESUME 


DOMAIN 3: JOB HUNTING 


DOMAIN 4: INTERVIEWING 


DOMAIN 5: KEEPING A JOB 


Standard LC Domains 


Additional Domains for 


Vocational LC 







Skills Portion of LCAM 


Which skills did you work on with your Life Coach 


in the past 2 weeks?  


 


Interviewer Instruction - record the skill as 


described then assign the skill code number and 


check with participant for verification of the skill 


category.  After 4 skills recorded review the list of 


skills and check any others they felt they worked 


on (indicate context code as needed) 
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Birth Death 


CHILD SYSTEM ADULT SYSTEM 
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Adult Mental Health 
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• Different eligibility/target populations 


• Different funding streams 


• Different accountability 


• Different practice cultures 







 


Research Question  


 
  


1. What are the program-based risk markers for 


positive/negative child-adult program coordination? 


2. What malleable factors in programs are associated 


with positive/negative child-adult program 


coordination? 







Collaboration in Manufacturing 


Individuals across different Functional Units (e.g. 


wheel assembly, trunk assembly) need;  


1) Overlapping responsibility  


2) Reward/accountability based on collective 


performance  


3) Mechanisms that make it easy to understand 


what each other is doing 


4) Clear procedures that foster collaboration 







Study Methods 


 


• Social Network Analysis conducted in two of seven Healthy 
Transition Initiative grantee sites. 


 


• First wave of data were collected in spring and summer of 
2011 (2nd year of HTI grants) 


 


• Annual Data 2012, 2013 on program characteristics 


 


• Final wave of data will be collected in 2014 (5th year of HTI 
grants) 


 







Baseline Response Rates 


Site A 
 


25/30 completed 


phone interview 


(83%) 


 


23 completed the web 


survey (77%) 


 


 


Site B 
 


22/27 completed 


phone interview 


(81%) 


 


22 completed web 


survey (81%) 


 


 
 







Services Provided 


Service Site A Site B 
Any Mental Health 64% 73% 


Vocational  56 36 


Education  56 59 


Substance Abuse 28 36 


Housing/Homeless 28 41 


Independent Living 12 45 


Legal/Justice System 20 36 


Child Welfare 24 59 


Medical Health 32 27 


Recreation 16 59 


Advocacy or Information 52 64 


Care Coordination 16 18 







Ages Served 


Age category Site A Site B 


Youth Only:   
(<18) 


24% 41% 


Transition Age:   
(primarily 16-25) 


28 32 


Adults Only:   
(16 or 18 to 25+) 


32 14 


All Ages 16 14 







Primarily Mental Health Programs 


by Ages 
Site B 


Youth Only Transition


Adults Only All Ages


Site A 


Youth Only Transition


Adults Only All Ages







Index of Interdisciplinary Collaboration 


Site A Site B 


Overall 


Score 


Youth Only 1.54 (.18) 2.07 (.39) 


Transition Age 1.86 (.37) 2.15 (.39) 


Adults Only 1.67 (.50) 1.79 (.45) 


All Ages 1.84 (.68) 1.95 (.30) 


Total 1.71 (.42) 2.04 (.38) 


Lower Score=Higher Collaboration 


1=Strongly Agree, 5=Strongly Disagree 


Examples: 


1. I utilize other professionals for their particular expertise 


2. My colleagues from other disciplines make inappropriate referrals to 


me (reverse coded) 


3. My colleagues from other disciplines do not treat me as an equal 


(reverse coded) 







Collaboration Scale 
Within Program 


Collaboration  


Site A 
Mean (SD) 


Site B 
Mean (SD) 


Youth Only 20.6 (3.78) 22.33 (4.41) 


Transition 


Age 


19.5 (4.46) 27.57 (5.97) 


Adults 


Only 


15.33 (3.67) 18.67 (8.08) 


All Ages 15 (2.83) 23.0 (4.58) 


Total 18 (4.34) 23.59 (5.94) 


Cross-Program 


Collaboration 


Site A 
Mean (SD) 


Site B* 
Mean (SD) 


Youth Only 17.83 (6.5) 19.89 (4.31) 


Transition 


Age 


15.57 (2.82) 26.28 (8.32) 


Adults 


Only 


14.57 (4.0) 14.67 (2.51) 


All Ages 22.67 (8.62) 19.33 (1.15) 


Total 16.78 (5.47) 21.14 (6.6) 


Lower=better collaboration  Possible range of scores 10-60 


Examples; 


1. Jobs in my program have overlapping responsibilities 


2. We have a good idea of how other programs we interact with work, 







Involvement in HTI 


Site A 


Yes 


Youth Only 83% 


Transition Age 86% 


Adults Only 43% 


All Ages 67% 


Site B 


Yes 


Youth Only 75% 


Transition Age 57% 


Adults Only 67% 


All Ages 33% 







“There are significant barriers to coordinating across 


child/adolescent and adult services in the system” 


Site A 


Agree 


Youth Only 83% 


Transition Age 86% 


Adults Only 71% 


All Ages 67% 


Site B 


Agree 


Youth Only 78% 


Transition Age 100% 


Adults Only 100% 


All Ages 100% 







“System leadership rewards programs that 


have coordinated well across child/adolescent 


and adult systems” 


Site A 


Agree 


Youth Only 17% 


Transition Age 29% 


Adults Only 72% 


All Ages 33% 


Site B 


Agree 


Youth Only 56% 


Transition Age 29% 


Adults Only 100% 


All Ages 33% 







“System leadership has set up accountability 


mechanisms that require both child/adolescent and adult 


program coordination in order to achieve the targets of 


the Healthy Transitions Initiative” 


Site A 


Agree 


Youth Only 33% 


Transition Age 72% 


Adults Only 86% 


All Ages 0% 


Site B 


Agree 


Youth Only 44% 


Transition Age 29% 


Adults Only 67% 


All Ages 0% 







Social Network Analysis 


• Density of the overall network= # of actual connections/ # 


of possible connections (values between 0 and 1)  


• Centrality is the degree of hierarchy in an overall network 


(values between 0 and 1). High values reflect a small 


number of organizations through which most activities 


pass 


• K-Cores Each K-core identifies a set of organizations with 


at least k relationships with other members of its core. 


“Highest k-core proportion” describes the proportion of the 


network that are members of the most central core. 


 







Meet for Client Planning Purposes 


Green:  Adults Only 


Blue:  All Ages 


Red:  TAY 


Purple:  Youth Only 


D = Primarily Mental Health 


O = Not Primarily MH 


Green:  Adults Only 


Blue:  All Ages 


Red:  TAY 


Purple:  Youth Only 


A 


B 


Statistic A B 


Density .60 .66 


Centrality .20 .18 


% in Highest  


K-Core 80% 82% 







Meet to discuss issues of mutual interest 


 D = Primarily Mental Health 


O = Not Primarily MH 


Green:  Adults Only 


Blue:  All Ages 


Red:  TAY 


Purple:  Youth Only 


A 


B 


Statistic A B 


Density .57 .63 


Centrality .30 .15 


% in Highest  


K-Core 68% 86% 







Share resources 
D = Primarily Mental Health 


O = Not Primarily MH 


Green:  Adults Only 


Blue:  All Ages 


Red:  TAY 


Purple:  Youth Only 


A 


B 


Statistic A B 


Density .22 .31 


Centrality .57 .56 


% in Highest  


K-Core 40% 50% 







Conclusions 


• Findings from measures are consistent with 


observations 


• There is variability within and across sites 


• Suggests we will be able to measure 


variation in change over time 
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Today’s agenda 


 Examine “the good news and the work 
ahead”1 in improving the outcomes of youth 
with emotional and behavioral disorders (EBD) 


– Draw a nationally representative picture of 
outcomes for youth with EBD in 1990 and 2005 
using data from the original National Longitudinal 
Transition Study (NLTS) and its “second generation” 
(NLTS2) 


 Using NLTS2 data, document the post-high 
school outcomes of young adults with EBD 
nationally up to 8 years after high school  


2 


1American Youth Policy Forum and the Center on Education Policy. (2002). Twenty-five years of 
educating children with disabilities: The good news and the work ahead. Washington, DC: 
Authors. 







NLTS and NLTS2 Overview 


NLTS NLTS2 


Focuses on Youth and young adults Youth and young adults 


Study began 1987 2001 


Age at start of study 13 to 21 13 to 16 


Disability categories All disability categories All disability categories 


Longitudinal 7 years 
2 waves of data over 4 years 


10+ years 
5 waves of data over 9 years 


3 







Sample design 


 NLTS and NLTS2 both have a nationally 


representative sample of school districts and 


special schools from which students were 


randomly selected to generalize to: 


– Students receiving special education who were in 


each study’s age range  


– Each federal special education disability category in 


use at the time, including EBD 


– Each single-year age cohort 


 


 4 







Data sources 


 NLTS/NLTS2 comparison: parent and youth 
telephone interviews  


– Secondary school outcomes: NLTS Wave 1, 1987  
(n = 400); NLTS2 Wave 2, 2003 (n = 300). Youth were 
14-18 years old. 


– Post-high school outcomes: NLTS Wave 2, 1990  
(n = 270); NLTS2 Wave 3, 2005 (n = 280). Young adults 
were 18-21 years old 


 NLTS2 young adult outcomes study 


– Wave 5 parent and youth telephone interview/survey  
(2009); young adults were 21-25 years old and out of 
high school up to 8 years 


5 







Outcomes of Youth and Young 


Adults with EBD: NLTS and NLTS2 


 


 


 


 


 High school achievement 


 Postsecondary education enrollment 


 Employment 


 Independence 


 Community integration 
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High school academic outcomes of 
students with EBD (1987 and 2003) 
 


 The percentage earning “mostly As and Bs” 


increased from 21% to 47%.** 


 The high school completion rate increased  


from 39% to 56%.* 


 The percentage suspended for 1 or 2 days 


increased from 2% to 11%** and average  


days absent in a 4-week period increased  


from 1.9 to 3.1.**  


7 


* p < .05; ** p < .01. 
SOURCE: U.S. Department of Education, Office of Special Education Programs, National Longitudinal Transition 
Study (NLTS), Wave 1 parent interviews, 1987; U.S. Department of Education, Institute of Education Sciences, 
National Center for Special Education Research, National Longitudinal Transition Study-2 (NLTS2), Wave 2 parent 
interviews and youth interviews/surveys, 2003.   







Postsecondary school enrollment 
(1990 and 2005) 


6% 


24% 


21% 


35% 


1% 


7% 


10% 


18% 


4-year college


Vocational, business, technical school


2-year/community college


Any postsecondary school


Percent 


1990 2005


8 


Young adults with EBD attended: 


** p < .01; *** p < .001. 
SOURCES: U.S. Department of Education, Office of Special Education Programs, National Longitudinal Transition 
Study (NLTS), Wave 2 parent interviews 1990; U.S. Department of Education, Institute of Education Sciences, 
National Center for Special Education Research, National Longitudinal Transition Study-2 (NLTS2), Wave 3 parent 
interviews and youth interviews/surveys, 2005. 


Percentage-point 
difference 


+17** 


+17*** 


+11 


+5 







Postsecondary employment  
(1990 and 2005) 


39% 


45% 


67% 


41% 


44% 


62% 


69% 


59% 


Received health insurance


Received paid vacation or sick leave


Worked 35 or more hours per week


Were employed at time of
interview


Percent 


1990 2005


9 


SOURCES: U.S. Department of Education, Office of Special Education Programs, National Longitudinal Transition 
Study (NLTS), Wave 2 parent interviews 1990; U.S. Department of Education, Institute of Education Sciences, 
National Center for Special Education Research, National Longitudinal Transition Study-2 (NLTS2), Wave 3 parent 
interviews and youth interviews/surveys, 2005. 


Percentage-point 
difference 


-18 


-17 


-2 


-5 


Inflation-adjusted average 
wage: 
  1987      $8.10/hour 
  2003    $13.90/hour 


Young adults with EBD: 







Productive engagement at time of 
interview (1990 and 2005) 


12% 


13% 


48% 


73% 


4% 


1% 


51% 


57% 


Employment and postsecondary
education


Postsecondary education only


Employment only


Engaged in postsecondary education,
employment, or job training


Percent 


1990 2005


10 


SOURCES: U.S. Department of Education, Office of Special Education Programs, National Longitudinal Transition 
Study (NLTS), Wave 2 parent interviews 1990; U.S. Department of Education, Institute of Education Sciences, 
National Center for Special Education Research, National Longitudinal Transition Study-2 (NLTS2), Wave 3 parent 
interviews and youth interviews/surveys, 2005. 


Percentage-point 
difference 


+16 


+12 


-3 


+8 







Independence outcomes  
(1990 and 2005) 


22% 


48% 


14% 


6% 


19% 


14% 


40% 


18% 


8% 


27% 


Had credit card


Had savings account


Had or had fathered a child


Were married or in marriage-like
relationship


Lived independently


Percent 


1990 2005


11 


SOURCES: U.S. Department of Education, Office of Special Education Programs, National Longitudinal Transition 
Study (NLTS), Wave 2 parent interviews 1990; U.S. Department of Education, Institute of Education Sciences, 
National Center for Special Education Research, National Longitudinal Transition Study-2 (NLTS2), Wave 3 parent 
interviews and youth interviews/surveys, 2005. 


Percentage-point 
difference 


-8 


-4 


-2 


+8 


+8 


Young adults with EBD: 







Community participation  
(1990 and 2005) 


61% 


69% 


65% 


24% 


23% 


36% 


50% 


59% 


11% 


14% 


Were ever arrested


Were registered to vote


Had a driver's license


Participated in volunteer or
community service activity


Belonged to a community group
(e.g., sports team, hobby club)


Percent 


1990 2005


12 


** p < .01; *** p < .001. 
SOURCES: U.S. Department of Education, Office of Special Education Programs, National Longitudinal Transition 
Study (NLTS), Wave 2 parent interviews 1990; U.S. Department of Education, Institute of Education Sciences, 
National Center for Special Education Research, National Longitudinal Transition Study-2 (NLTS2), Wave 3 parent 
interviews and youth interviews/surveys, 2005. 


Percentage-point 
difference 


+9 


+6 


+13 


+19** 


+25*** 


Young adults with EBD: 







Post-High School 


Outcomes and 


Experiences of 


Young Adults with 


EBD, 2009 


 


 


 


 


13 







Postsecondary school enrollment, 
2009 


40% 


20% 


21% 


67% 


11%*** 


33%** 


38%*** 


53%** 


4-year college


Vocational, business, technical school


2-year/community college


Any postsecondary school


Percent 


Young adults with EBD Young adults in the general population


14 


** p < .01; *** p < .001. 
NOTE: Analyses include young adults with EBD out of high school up to 8 years. Young adults who had enrolled in 
more than one type of postsecondary school were included in each type of school they had attended.  
SOURCES: U.S. Department of Education, Institute of Education Sciences, National Center for Special Education 
Research, National Longitudinal Transition Study-2 (NLTS2), Waves 2-5 parent interviews and youth 
interviews/surveys, 2003-2009; U.S. Department of Labor, Bureau of Labor Statistics, National Longitudinal Survey 
of Youth 1998 (NLSY 97), 2005 youth survey. Responses for 21- to 25-year-olds. 


Ever enrolled in: 







Intensity of postsecondary school 
enrollment  


59% 


58% 


Enrolled full time


Enrolled "continuously" since first
began, rather than "off and on"


Percent 


15 


NOTE: Analyses include young adults with EBD out of high school up to 8 years.  
SOURCE: U.S. Department of Education, Institute of Education Sciences, National Center for Special Education 
Research, National Longitudinal Transition Study-2 (NLTS2), Wave 5 parent interviews and youth 
interviews/surveys, 2009. 







Disclosure of disability to 
postsecondary school 


28% 


37% 


20% 


27% 


21% 


53% 


Got help on own


Received schoolwork help from school
overall


Received supports and
accommodations because of disability


Considered self to have a disability,
informed school of disability


Considered self to have a disability, did
not inform school


Did not consider self to have a
disability


Percent 


16 


NOTE: Analyses include young adults with EBD out of high school up to 8 years.  
SOURCE: U.S. Department of Education, Institute of Education Sciences, National Center for Special Education 
Research, National Longitudinal Transition Study-2 (NLTS2), Waves 2-5 parent interviews and youth 
interviews/surveys, 2003-2009. 







Postsecondary school student’s 
perceptions of help with schoolwork 


25 24 51 Usefulness of help with schoolwork


Not at all or not very useful
Somewhat useful
Very useful


17 


NOTE: Analyses include young adults with EBD out of high school up to 8 years. Young adults who had enrolled in 
more than one type of postsecondary school were included in each type of school they had attended. 
SOURCE: U.S. Department of Education, Institute of Education Sciences, National Center for Special Education 
Research, National Longitudinal Transition Study-2 (NLTS2), Wave 5 parent interviews and youth 
interviews/surveys, 2009. 


18 45 37 Sufficiency of help


Definitely or probably not getting enough


Probably getting enough


Definitely getting enough
32% of those never receiving 
assistance with schoolwork thought  
it would have been helpful. 







Postsecondary school completion 


52%** 


35% 
Graduated from or completed program


at any postsecondary school


Percent 


Young adults with EBD Young adults in the general population


18 


** p < .01. 
NOTE: Analyses include young adults with EBD out of high school up to 8 years.  
SOURCE: U.S. Department of Education, Institute of Education Sciences, National Center for Special Education 
Research, National Longitudinal Transition Study-2 (NLTS2), Waves 2-5 parent interviews and youth 
interviews/surveys, 2003-2009; U.S. Department of Labor, Bureau of Labor Statistics, National Longitudinal Survey 
of Youth 1998 (NLSY 97), 2005 youth survey. Responses for 21- to 25-year-olds. 







Post-high school employment 


91% 


66% 


92% 


50%*** 


Had been employed since high school


Working for pay outside the home at
time of interview


Percent 


Young adults with EBD Young adults in the general population


19 


***p < .001. 
NOTE: Analyses include young adults with EBD out of high school up to 8 years. 
SOURCE: U.S. Department of Education, Institute of Education Sciences, National Center for Special Education 
Research, National Longitudinal Transition Study-2 (NLTS2), Wave 5 parent interviews and youth 
interviews/surveys, 2009. 







Hours worked at current or  
most recent job 


51% 


11% 


26% 


47% 


16% 


Fewer than 20


20 to 34


More than 34 to 40


More than 40 hours


Percent 


20 


NOTE: Analyses include young adults with EBD out of high school up to 8 years.  
SOURCE: U.S. Department of Education, Institute of Education Sciences, National Center for Special Education 
Research, National Longitudinal Transition Study-2 (NLTS2), Wave 5 parent interviews and youth 
interviews/surveys, 2009. 


Average hours per week of young adults: 


With EBD     36 hours 


In the general population    37 hours 


Hours per week: 


If working < 35 hours, 
wants to work part time 







Duration of employment 


11% 


10% 


23% 


30% 


26% 


More than 36 months


More than 24 months
to 36 months


More than 12 months
to 24 months


6 to 12 months


Less than 6 months


Percent 


21 


SOURCE: U.S. Department of Education, Institute of Education Sciences, National Center for Special Education 
Research, National Longitudinal Transition Study-2 (NLTS2), Wave 5 parent interviews and youth 
interviews/surveys, 2009.  


Number of months employed: 


Average number of months employed of 
young adults:  


With EBD  18.8 months 


In the general population 21.8 months 
 


Average number of jobs held  
since high school by young  
adults with EBD  4.6 jobs 







Disclosure of disability to employer 


22% 


24% 


21% 


70% 


Received accommodations


Employer aware of disability


Informed employer of disability


Did not consider self to have a
disability


Percent 


22 


NOTE: Analyses include young adults with EBD out of high school up to 8 years.  
SOURCE: U.S. Department of Education, Institute of Education Sciences, National Center for Special Education 
Research, National Longitudinal Transition Study-2 (NLTS2), Waves 2-5 parent interviews and youth 
interviews/surveys, 2003-2009. 







Hourly wage 


19% 


13% 


26% 


24% 


19% 


More than
$14.50


$10.51 to $14.50


$8.51 to $10.50


$7.25 to $8.50


Less than $7.25


Percent 


23 


NOTE: Analyses include young adults with EBD out of high school up to 8 years. 
SOURCE: U.S. Department of Education, Institute of Education Sciences, National Center for Special Education 
Research, National Longitudinal Transition Study-2 (NLTS2), Wave 5 parent interviews and youth interviews/surveys, 
2009; U.S. Census Bureau, Current Population Survey (CPS), May 2009. Data for 21- to 25-year-olds. 


Average hourly wage of young adults: 


With EBD   $11.00 


In the general population  $11.40 
 


Percentage of employed young adults  
with disability reporting he or she is  
paid “pretty well”   70%
     







Employment benefits 


39% 


56% 


57% 


29% 


41%** 


45%* 


53% 


Retirement benefits


Health insurance


Paid vacation or sick leave


Any benefits (one or more of the
following)


Percent 


Young adults with EBD Young adults in the general population


24 


* p < .05; **p < .01. 
NOTE: Analyses include young adults with EBD out of high school up to 8 years. General population data not 
available for any benefits. 
SOURCE: U.S. Department of Education, Institute of Education Sciences, National Center for Special Education 
Research, National Longitudinal Transition Study-2 (NLTS2), Wave 5 parent interviews and youth 
interviews/surveys, 2009. U.S. Department of Labor, Bureau of Labor Statistics, National Longitudinal Survey of 
Youth 1998 (NLSY 97), 2005 youth survey. Data are for 21- to 25-year-olds. 
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Presentation Goals  
 
My presentation will focus on three main goals: 


• Identify the general needs of TAYYA mental health 
consumers  across the three established vocational 
support programs 


• Identify social and  cultural specific needs of Latino young 
adults across the three established vocational 


• Provide recommendation for tailoring vocational support 
programs to young adult mental health consumers 







Background 
• A rough estimate of the current employment rate for all adults with 


psychiatric disability is 22-25%  -  more than 75% of the population 
unemployed.  Yet 70% of unemployed adults with a serious mental health 
condition (SMHC) want to work.  


 


• Job placement services make the biggest difference between working and not 
working for individuals with a SMHC (Rosenthal, Dalton and Gervey 2008).   


 


• These vocational support initiatives come in the form of standard state 
Vocational Rehabilitation (VR), Individual Placement and Support (IPS) 
model of supported employment, and the International Center for Clubhouse 
Development model (ICCD) designed to help individuals with disabilities 
prepare for and engage in gainful employment.   


 







Young Adult, Employment, and Mental Health Study 
(YAES) 


• The YAES study is a research study that focuses on addressing 
employment disparities of young adults with a SMHC by examining 
their own experiences with three widely disseminated vocational 
support programs (Clubhouses, Individual Placement Supports, and 
standard state Vocational Rehabilitation services in Massachusetts).  
 


• The study pays particular attention to Latino TAYYA as they are a 
group less likely to seek specialty mental health services and are the 
fastest growing racial ethnic group in the United States. 
 


• They are also at high risk for negative outcomes including high 
unemployment and low educational attainment compared to their 
white counterparts. 


 


 







Significance 


 


Knowledge gained through this study will improve our 
understanding of what young adults need in a vocational 
support program. It will also provide information for the 
design of the next iteration of culturally informed 
vocational support programs that will more effectively 
target at-risk youth and young adults with a SMHC while 
successfully retaining them in vocational support services. 







Methods 


 


This  study embraced Participatory Action Research 


(PAR) in principle and in practice by: 


 


• Incorporating  an partnership  with Transition Age Youth and Young 


Adults  (TAYYA) in the  entire research process  (developing the 


interview guide, conducting the interviews, screening participants, 


weekly meetings, data analysis and report writing) 


 


• Employs the services of consultant Jon Delman who works with the 


TAYYA in research training activities including the nature of the 


Center grant, research and policy. 


 







Methods 


o A one-time, one-hour semi-structured in person interview 
o 57 TAYYAs between the ages of 18 and 30 
o In the past or are currently using employment supports 
through   clubhouses,  IPS programs, or standard state VR 
services in Central MA 
o 28% identified as Latino of the 57 participants  
o Interviews conducted by young adults with lived 
experience 
  







Findings 
Table 1. Demographics 


TOTAL NUMBER  OF PARTICPANTS 57 


     Male 54% 


     Female 46% 


     Age range 18-30 


     Average Age 23 


ETHNICITY 


     American Indian/Alaska Native 5% 


     Black/African American 2% 


     Hispanic 28% 


     White (non-Hispanic) 59% 


     Multiracial 4% 


     Other (Did Not Know) 2%  


LANGUAGE SPOKEN MOST OF THE TIME 


     English Only 77% 


     Spanish Only 0% 


     Both English & Spanish 21% 


     Both English & Other (German) 2% 


MARITAL STATUS 


     Never Married 82% 


     Married 11% 


     Living as Married 2% 


     Separated 0% 


     Divorced 5% 


     Widowed 0% 







 


Table 1. Demographics cont… 
 


DIAGNOSIS: CO MORBIDITY HIGH 
 


     Participants w/1 Diagnosis 40% 


     Participants w/2 Diagnoses 44% 


     Participants w/3-4 Diagnoses 16% 


     Bipolar 56% 


     Depression 54% 


     Anxiety  37% 


     Schizophrenia 26% 


     Schizo-Affective  5% 


     Post-traumatic Stress Disorder (PTSD) 4% 


     Others (Mood Disorder & Hypomania) 4% 


 


PHYSICIAN PRESCRIBED   


PSYCHIATRIC MEDICATION 


     Yes 96% 


     No 2% 


     No Answer 2% 


CURRENTLY TAKING MEDICATION 


     Yes 82% 


     No 18% 


HOSPITALIZED W/THIS DISORDER 


     Yes 81% 


     No 19% 


WORK MOTIVATION (Range = 12-48) 


Non-Hispanic White 35.87 


Hispanic 36.25 







Preliminary Findings 
Qualitative Data 


  


Main themes coders agreed on:  
 
•For the majority of young adults, having a job means 
financial independence, sense of purpose and being part of 
society.   
 


•For over half of the Latino participants in the study, having 
a job represented an escape from their mental illness 
“overcoming their mental illness.” 
 
 







Findings 
Qualitative Data 


  
Main themes coders agreed on:  
 
•In general, all young adults need preparation in work readiness 
(communication skills, goal setting, resume building, interviewing 
skills), guidance in the job process, and supportive relationships  
(particularly from staff), school and workplace supports 
(understanding mental illness).   
 
•In general, job support programs provided community integration. 
 
•Latinos also expressed a need to feel included in vocational support 
programs, Spanish speaking or translators, and family understanding.  
Moreover, job support programs provided an opportunity to escape 
negative neighborhood influences (kept them “out of the streets”) 
 
 
 







Transitions RTC 


Main themes coders agreed on:  
 


The majority of non-Latino white young adults expressed an 
appreciation for staff members who understood their mental 
illness and friends who shared in recreational activities.  
 
Compared to non-Latino whites young adults, Latinos were 
more likely to refer to program staff members as „family‟ and 
expressed an appreciation for the opportunity to „prove‟ 
themselves to other people.  
 
The majority of Latino young adults identified feelings of being 
judged by their appearance and past experiences as a barrier to 
finding work whereas non-Latino white young adults identified 
the stigma of mental illness as a barrier to finding work.  







 


 


What are young adults 


saying?…. 


 


 


 


 


 


 
 


 


 


 


 


 


It should not be assumed that individuals in this photo have a mental health condition 







 


When asked, “What does having a job mean to you?” Young adults said:  


  


• The majority of young adult participants: “Uh, a job means to me 
that I am part of a society where you know, I‟m working for a living you 
know, I‟m doing what I need to do to help make someplace maybe better 
you know, keep it going, keeping things in order. So I feel working for me 
is very important to me and also the world cause I‟m part of the society 
and helping them do things.”   


• ~ White non-Hispanic male, age 20 
 
 Latinos: Um, having a job it‟s like being independent. Being um, being 


free because like every time like I get a job doing something, I get proud 
of myself, feeling good because like at least I am able to have a job and 
without thinking of my disorders; to have like a free away 
from my disorders.  


~Hispanic female, age 18 


 
“ 







 


When asked  what they liked about their experience with job support 
programs,  the majority of young adults talked about communication 
skills: 


  
“I came to the program to learn what it takes to get a job. 


Also, to help me, try to help me with my social life. Try to 
become a better person cause of my Bipolar and stuff 
cause it wasn‟t easy for me to you know, communicate 
well with others and they helped me do that. Like, so they 
were really good to me so it‟s really helped me out. “ 


~White non-Hispanic male, age 20  


 


 


 


 


 







 


Job Support Programs 


Community Integration 


…”because I don‟t want to be at home all day just watching 
tv or surfing the internet. I want to actually be out in the 
community and being a productive member of 
society and working for a living. Helping a place do their 
business and actually get money for it. That would make 
myself proud because I‟m actually doing something to 
earn money.” ~White non-Hispanic male, age 20  


 


 


 







 


Job Support Programs 


Goal Setting 


 Yea, I’ve bounced back and forth from what I wanted to do 


and where I wanted to go to school and what I wanted to go to 


school for and I went through where I wanted to be a nurse, 


and then I was like I can‟t do that so I want to do a CNA, I want 


to go to bartending school, I want to go to be an EMT. Like I‟ve 


gone through all of this and she just, she just helps me to direct 


myself and… so now I‟m working at Radio Shack and I know 


what I want to go to school for when I get the time cause she‟s 


helped me get that direction going, so.  


  


~American Indian/White female, age 21 







 


Job Support Programs 


Job Process 


 “Um, a little like I learned about interviewing skills maybe a month 
after she helped me get a resume together and I was nervous and 
really not good with the interviews because I kind of chicken, not 
chickened out, but I like get really nervous and I stutter and mutter 
and I kind of stare off into space because I’m really nervous. I 
can actually never focus on the actual person, talk to them and 
answering the questions, so that‟s one a little barrier that I‟ve had.” 
~White non-Hispanic male, age 20 


 Latino young adult: Cause I‟m from, I‟m from like the streets and like 
they, like they show me a different way to speak when you‟re in a job 
interview. You can‟t use like „yo what‟s good‟ and you got to say „hello, 
how you doing‟ and like speak proper English.  


~Hispanic female, age 18 


 


 







Transitions RTC 


 
Supportive Relationships 
Sharing in recreational activities 
 
“I have friends here... other members around my age 
that we go to the movies and we hang out downtown 
and... people that I‟ve known for almost a couple 
years now that I become really good friends with 
and that‟s been great for me to have people in my 
life to care about and um... you know that someone 
cares about you. “ 
 
~ White non-Hispanic female, age 20  
 
 


 


 


 


 


Job Support Programs 







Transitions RTC 


Job Support Programs 
 
Supportive Relationships  
Opportunity to prove themselves 
 
It‟s a neat place, it‟s a good place for young adults; there‟s no 
doubt about that. If young adults come in here, seriously, they 
can leave with a lot of things in there. ...they‟re willing to give 
them a chance, help them, involve themselves in the work here 
so then they can prove themselves worthy of working outside 
the house. What I like about it is they teach you the basics like 
good communication skills, how to manage your illnesses while 
at work, how to take care of that so it doesn‟t affect your work...  
 
~Hispanic male, age 22  
 


 


 


 


 


 


 


 


 


 


 


 


 


 







Transitions RTC 


Job Support Programs 
 
Supportive Relationships  
Staff members as family  
 
“…I learned a lot for myself, I learned a lot how to be in the real 
world, I learned how to respect myself and others, ...I learned 
about love you know. That was one big thing about me, why I was 
...depressed, and [Program X] is a family that just grows; it grows 
on you.”  
 
~Hispanic female, age 23  
 


 


 


 







Transitions RTC 


Job Support Programs 
 
Supportive Relationships 
Understanding their mental illness  
 
“It‟s very straight forward, very honest. Nobody 
tried to hide anything here. We work together and 
um, that people understand that you have an 
illness but that it doesn‟t have to hold you back 
and that it doesn‟t have to dominate your life and 
you don‟t have to be treated like you have an illness. 
Almost like the illness isn‟t important in a sense 
because we are all in the same boat, we are all 
people together. Some of us just have different 
challenges than others. ”  
 
~White non-Hispanic male, age 22  







Job Support Program 


School Supports 


 Um, for me the biggest challenge would be uh, lack of 


what I need for education. Like I would like to be a 


teacher but I can’t do that until I go to college. So 


that‟s been like, I think for me school hasn‟t been a 


problem but it‟s been something that I‟ve been pretty 


anxious about wanting to start but I have to um, take my 


SATs first. But I just kind of get discouraged from time to 


time because I think that I should be in school right now, 


but I do realize that I have plenty of time to go back 


and…~White non-Hispanic female, age 20 


 


 







Job Support Program 


• Mental Health Supports 


 What‟s probably gotten in my way from getting a job 
usually is I have a very rocky work history because I‟ve 
been hospitalized a lot. I think keeping a job, I think, I 
think one reason that‟s kept me from keeping a job is 
not having enough support at work. Um, I think a lot of 
times in the past I‟ve had jobs I was not doing very well so 
I think that was a big part of it is, not being, having a 
control over my mental illness.  


~White non-Hispanic male, age 30 


 







Transitions RTC 


When asked about barriers to 
employment, young adults said:  
 
Stigma of mental illness 
 
“...when you go into any place, no matter what, no matter 
where, the minute it‟s discovered you have a mental illness, 
people take a step back. The minute they hear that word, 
mental illness, everybody takes a step back and they’re like 
‘oh wait, mental illness, hold on.’ Nobody really wants to get 
involved because they think mental illness, that somebody 
that is mentally ill cannot help themselves. I’ve worked 
along with some of my fellow young adults, we’ve worked 
very hard to erase the stigma of mental health. A number of 
us are on Facebook and we, you know, we get discussion 
groups going, we set up things and we believe it’s wrong to 
segregate people that have mental health issues. It’s as 
wrong as segregating black and white back in the 50s and 
60s, you know.” 
  
 White non-Hispanic male, age 25  







Transitions RTC 


Barriers to Employment  
 
Feelings of being judged  
“ I guess you could say it‟s my anxiety, my mental 
illness because like I kind of have a fear like nobody 
likes me or people judge me when I walk into places. I 
don‟t know how to carry myself – have a mean face, a 
smiley face, I don‟t know how to be. Like I‟ve been in 
jail having to be a mean person or try to smile at people 
and being put down by the people that are supposed to 
be helping me, ya know, so it‟s like they bring me down 
instead of helping me the way they supposed to so, I 
don‟t know. I go in a building to get a job and it‟s like, I 
don‟t know how they looking at me so I don‟t know 
how to act, ya know? I‟m having a hard time so I‟m 
thinking I can only [work] in a factory or a construction 
site or something like that where people ain‟t really 
gonna judge me, I‟m just doing hard labor.”  
~ Hispanic male, age 29  
 


 


 


  


 







 


Social and cultural needs and considerations  
  


Spanish Speaking Staff (a need) 


 I think having either Latinas or Latinos or people that can translate is 
a really really important thing because there‟s so many you know 
Latinos/Latinas, you know Hispanics and if, if let‟s say I came around 
or I was around, (X) calls me „Hey can you stop in, I need a 
translator,‟ yea I can if I wasn‟t busy. So I think having able to 
translate for others um, is a big thing. ~Hispanic female, age 23 







 


 


Social and cultural consideration in Psychiatric Rehabilitation Programs 
(Latino/a young adults) (Socioeconomic status, Social Environment. 


Language, Stigma) 


  
Spanish Speaking Staff (relate) 


• Cause like I love talking, I love talking into my 
language because like it makes me feel important about 
what I am, like showing who I am. When I‟m talking in 
English I be like yea I don‟t like talking in English. Yea, 
that‟s why I hang out with mostly Spanish people because 
I can just talk and talk and talk about, in Spanish, and 
then its hard to talk in English cause I was born in Texas 
and got raised in Texas so its hard and then I came here. 
~Hispanic female, age 18 







 


Social and cultural consideration in Psychiatric Rehabilitation Programs 


(Latino/a young adults) (Socioeconomic status, Social Environment. Language, 


Stigma) 


  
Spanish Speaking Staff (unity) 


 Uh, they should have more people… if there was a couple members… I know I 
met a couple that are more strong in their Spanish than their English. They 
should have staff that are bilingual. I think that would help out a lot and 
I don‟t think it‟s just in young adults… adults here as well because I‟ve seen 
and I know that there are adults here that want to get involved as 
well but they tend to shy away because they can’t understand the 
other individuals. If we had somebody that can kind of break that 
language barrier down, that‟s a sweet goal to help both sides out then there 
would be more unity, you know. I think that‟s what should be a good goal for 
this program.  


~Hispanic male, age 22 







 


 Social and cultural needs and considerations  


  


Neighborhood Environment 


  


 So what are the barriers that are keeping you here? 


 “You have gangs, you have you know you have STDs that keeps you in 
the circle, you have drugs, you have people who are on Main Street all 
the time. You have, you don‟t have places like this where you can 
come to. There‟s not any programs that you can go to.. It creates, it 
creates outskirts (in reference to the job support programs).”  


 


~Hispanic male, age 18 


 


 







 


 Social and cultural needs and considerations  


  


Don’t fit in 


• Yeah I think there should be- among activity there should 
be something set especially, specifically for Latinos even 
though I don‟t come here often but I‟ve seen other people 
that don‟t speak English very well and that I think they 
don‟t often as well because they don’t think they fit in. 
Most of the people that I see here speak English.  


• ~Hispanic female, age 25 


 


 







 


 Social and cultural needs and considerations  


   


Role of Family 


 “Yes, like more support in the family because we‟re very family oriented ya 
know. It‟s all about our culture. It‟s all about what we like, what are interests 
are, it‟s all about how you know how as a community can work side by side 
and make better situations. More opportunities for younger, young adults 
and teenagers so that we can stay out of trouble and not do the wrong 
things. ‘Cause we’re more likely than any other nationality to 
drop out of high school and commit crimes and stuff or just not do 
anything at all and not do much for their lives but ya know. I don‟t 
know. Maybe I‟m stereotyping but some young women end up getting 
involved with a guy while they‟re in school and you know she has a baby out 
of wedlock it would be impossible- nearly impossible for her to complete her 
studies…..”  


~Hispanic female, age 27 


 







 


 Social and cultural needs and considerations  


  
 No difference 


 I don‟t think there‟s anything specifically that stands out. I think 
they‟re just like every other young adult, they just have a different 
background, different languages, I mean if someone spoke English 
and German because they‟re from Germany, that doesn‟t mean 
because they‟re German they want something different from other 
people their age ya know? Usually people just wanna feel normal and 
a part of something and I feel like that‟s what everybody‟s looking for 
and I feel like Latinas and Latinos aren‟t any different, regardless if 
they speak more than one language or not. They just wanna be a part 
of something and feel like they‟re accomplishing something.  I think 
that goes for all young adults ~Hispanic female, age 20 







Discussion  


• The social environment includes the groups in which we affiliate (e.g., 
race and ethnicity), the neighborhood in which we live, the way our 
place of work is organized 


• Socioeconomic environment can cause: chronic stress, reduce access 
to resources such as appropriate mental health services, education, 
recreation, social support, employment opportunities, access to job 
interviews, reduced social interactions and social networks 


• Low socioeconomic environments are characterized by high 
unemployment, drug use and availability, crime etc. 


• Cost availability affects:  children‟s academic achievement and 
socialization 


• Quality of Housing affects: self identity, despondency, depression 


 


 


 


 


 







 
Recommendations 


 
• Training in effective communication and interpersonal skills (for on 


the job and job seeking, wellness and stress reduction) 


 


• Individualized assessment planning to identify strengths and interests 


  


• Post secondary education is vital to develop skills and credentials to 
be employed – supported education. Supported Education (SEd) is 
an emerging evidence–based practice that has successfully addressed 
these kinds of challenges for people with serious mental illnesses but 
not readily available in all programs.  


 


• Strategies to improve coordination of relevant state agencies (e.g., 
high schools, colleges, housing, employment, transportation)  


 


• Mentor and peer mentoring (e.g., social networking opportunities, 
career fairs, social gatherings, social and community activities) 


 


 







Transitions RTC 


Recommendations 
 


•Responsive and compassionate service providers and friends play an 
important role in engaging young adults in vocational support programs, 
however, cultural and contextual factors influence how these relationships 
are shaped.  
 


•Mental health literacy training for employers and teachers 
 


•Interventions must provide ongoing responsive and compassionate 
support when needed by employees and employers  
 
•Employment initiatives should be developmentally and culturally relevant 
 
•Diversity and Inclusion (e.g., bilingual staff, Spanish translators, and 
training in stigma, discrimination and disclosure)  
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Imminent Enrollment Lapses in Medicaid After Psychiatric Hospitalization in Young Adults
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ABSTRACT
Objective. Medicaid disenrollment impedes access to needed mental health treatment. This study examines predictors of 
Medicaid disenrollment among young adults discharged from psychiatric hospitalization. 


Methods.  The sample included 1179 18- to 26-year-olds from a mid-Atlantic state enrolled in Medicaid who experienced 
at least one psychiatric hospitalization discharge between October 2005 and September 2006.  Medicaid administrative 
data were used to flag disenrollment (i.e., mark any gaps in coverage) during the 90- and 365-day post-discharge periods. 
The administrative data was further used to flag for each subject the following independent variables during the 180-day 
pre-discharge period:demographics, pregnancy, Medicaid eligibility category, Medicaid disenrollment; claims-based flags 
reflecting the presence or absence of the following three serious mental illness diagnoses (schizophrenia, bipolar, and/or 
major depress); and claims-based utilization indicators for the following service categories: outpatient mental health clinic, 
primary care, emergency room visits, and medical hospitalizations. Probit regression, and classification and regression tree 
(CART) analyses were used to examine predictors/correlates of disenrollment, and to identify high risk groups.


Findings. Disenrollment increased from 9% within 90 days (N=105) to 32% (N=382) within 365 days. Individuals with any 
enrollment gaps in the year after discharge averaged just 197 days of Medicaid coverage (SD=106 days). In multivariable 
probit regressions, individuals in the “families and children” enrollment category and individuals with limited (i.e., family 
planning, pregnancy to 2 months post-partum, pharmacy assistance, or primary and outpatient mental health care only) 
Medicaid coverage were more likely to be disenrolled within 90 days than individuals in the “disabled” enrollment category. 
Disenrollment within 90 days was also related to pre-period disenrollment, age 18-20 years, and Hispanic background. 
With the exception of age and Hispanic background the same factors predicted a greater probability of disenrollment within 
365 days of discharge, while pregnancy and receipt of primary care services during the pre-discharge period significantly 
correlated to a lower probability of disenrollment within 365 days only. The highest risk group for disenrollment (65% 
disenrolled) within 365 days were individuals in families and children or limited coverage enrollment categories, not 
pregnant, and under age 21.  CART analyses largely confirmed results from the probits and provide an alternative way to 
consider low and high risk subgroups of young adults with regards to Medicaid disenrollment.


Conclusions. Nearly a third of Medicaid enrolled young adults lose Medicaid coverage within a year after psychiatric 
hospitalization for a significant period of time. Those age 18-20, not pregnant, and in the Medicaid enrollment category 
of Families and Children or in other limited coverage categories (e.g., pregnancy benefits) are at particular risk of 
disenrollment. Loss of Medicaid coverage among young adults with continued need for mental health services could be 
reduced by hospital discharge planning, case management, or specific enrollment exceptions that anticipate potential 
coverage loss and facilitates continued enrollment or alternative coverage planning.


Funding.  NIMH R34-MH081303    Submission: MHSR-0174
21 NIMH Conference on Mental Health Services Research, July 27, 2011; Washington DC


BACKGROUND
 � Young adults are the age group most likely to be uninsured, 
particularly among those who have received Medicaid in the 
past (Short, Graefe et al. November 2003)


 � 6-12% of young adults have serious mental health 
conditions (GAO, 2008; Davis & Vander Stoep, 1997)


 � Insurance and Medicaid absence and lapses are associated 
with poor health outcomes/reduced access to health care 
(Hadley, 2003; Finkelstein et al., 2011)


 � Medicaid is the dominant payor of mental health services in 
the U.S. (Frank and Glied 2006)


 � Primary care use may be an important correlate to sustained 
Medicaid enrollment and mental health care (Druss and 
Mauer, 2010)


QUESTION
What are the risk markers, available at discharge, for Medicaid 
disenrollment in the 90 and 365 days post psychiatric 
hospitalization among Medicaid enrolled young adults?


METHODS
Cohort (n=1,179): 18-26 year olds with some form of 
Medicaid coverage, with at least 1 psychiatric inpatient 
discharge between October 2005 and September 2006


Data: Coalesced data from Medicaid claims and enrollment 
files


Analyses: Compared those fully enrolled to those who had 
any enrollment gaps using:


 ■ Multivariate probit analysis (Stata)
 ■ Classification regression tree (CART) analysis (SPSS)


Figure 2: Classification & Regression Tree
Disenrollment


Pregnancy
Improvement=0.013


Age > 20 Yrs
Improvement=0.007


Family & Child/Limited Disabled/Fostercare


Disenrollment Pre-Discharge
Improvement=0.025


Primary Care Visits
Improvement=0.001


Race
Improvement=0.002


Somatic ER Visits
Improvement=0.001


Outpatient Mental Health Clinic  Visits
Improvement=0.002


YesNo


All independent variables from 180-day period pre discharge


Correct Classification; 42% Disenrollment, 88% Complete Enrollment, 73% Overall


Figure 1: Classification & Regression Tree


Node 1
 Category     %      n


  No   84.5  404
  Yes   15.5      74


  Total  40.5  478


Node 2
 Category     %      n


  No    95.6 670
  Yes      4.4      31


  Total   59.5 701


Node 3
 Category     %      n


  No    97.6 494
  Yes      2.4      12


  Total   42.9 506


Node 4
 Category     %    n


  No    90.3  176
  Yes      9.7        19


  Total   16.5  195


Node 0
 Category     %      n


  No    91.1 1074
  Yes      8.9      105


  Total 100.0 1179


Disenrollment


Enrollment Category
Improvement=0.006


Family & Child/Limited Disabled/Fostercare


Disenrollment Pre-Discharge
Improvement=0.001


No Yes


Correct Classification; 0% Disenrollment, 100% Complete Enrollment, 91% Overall


Low Risk


Low Risk


High Risk


High Risk


RESULTS
DISENROLLMENT 
WITHIN 90 DAYS


Table 2: Probit Regression 90 Days (9% Disenrollment)


Variable dF/dx Std. Err. P>|z| 95% C.I.
Male 0.0145345 0.015921 0.36 -0.01667 0.045739
Age>20 -0.0589212 0.017638 <.001 -0.11784 -0.02435
Black 0.0119505 0.016202 0.458 -0.0198 0.043705


Hispanic 0.1434431 0.079877 0.012 -0.01311 0.299999
Other Race 0.0626193 0.093187 0.399 -0.12002 0.245262
Unknown Race 0.0100917 0.046098 0.818 -0.08026 0.100442


Families&Children 0.0829312 0.024075 <.001 0.035745 0.130117
Foster Care -0.0352297 0.02493 0.284 -0.08409 0.013633


Limited Coverage 0.144208 0.047797 <.001 0.050527 0.237889
Schizophrenia -0.0283811 0.018772 0.168 -0.06517 0.008412
Bipolar -0.0167964 0.017894 0.369 -0.05187 0.018275
Major Depression -0.0007422 0.019169 0.969 -0.03831 0.036828
Substance Use 0.002123 0.025037 0.932 -0.04695 0.051195
Pregnancy -0.035867 0.017282 0.096 -0.07173 -0.002
Urban 0.0122226 0.017634 0.51 -0.02234 0.046784


Medicaid Disenrollment 0.0469657 0.02033 0.011 0.00712 0.086811
Outpatient MH Visit -0.0171051 0.02069 0.378 -0.05766 0.023447
Primary Care Visit -0.0192991 0.017177 0.271 -0.05297 0.014367
Somatic Inpatient Visit 0.0196471 0.024425 0.387 -0.02822 0.067519
Somatic ER Visit 0.0008568 0.016337 0.958 -0.03116 0.032876


    Number of obs =1179    LR chi2(20)=97.87  Prob > chi2 = 0.0000     Pseudo R2 = 0.1382


90 Day disenrollment 
significant partial effects (p<0.05)


 ■ Those greater than 20 years (21-26) of age 
were 6% less likely to disenroll than those 
age 18-20


 ■ Hispanics were 14% more likely to 
disenroll than Whites


 ■ Families and children categorical enrollees 
were 8% more likely to disenroll than 
those categorized as disabled


 ■ Limited coverage group enrollees were 
14% more likely to disenroll than those 
categorized as disabled 


 ■ Those with Medicaid discontinuity in 
the baseline period (6 months prior to 
discharge) were 5% more likely to disenroll 
than those with full enrollment during 
baseline


DISENROLLMENT 
WITHIN 365 DAYS


Table 3: Probit Regression 365 Days  (32% Disenrollment)


Variable dF/dx Std. Err. P>|z| 95% C.I.


Male 0.0324268 0.032107 0.313 -0.0305 0.095356
Age>20 -0.0448203 0.031965 0.158 -0.10747 0.017831
Black 0.0074933 0.032211 0.816 -0.05564 0.070625
Hispanic 0.1036643 0.09838 0.27 -0.08916 0.296486
Other Race 0.2065143 0.12733 0.09 -0.04305 0.456077
Unknown Race -0.0056625 0.082076 0.945 -0.16653 0.155203
Families&Children 0.3224215 0.038005 <.001 0.247934 0.396909
Foster Care 0.0059337 0.068816 0.931 -0.12894 0.140811
Limited Coverage 0.210071 0.057092 <.001 0.098172 0.32197
Schizophrenia -0.061191 0.042309 0.159 -0.14412 0.021734
Bipolar -0.0186858 0.03962 0.639 -0.09634 0.058968
Major Depression -0.000667 0.041581 0.987 -0.08217 0.080831
Substance Use -0.0335201 0.046721 0.483 -0.12509 0.058051
Pregnancy -0.166234 0.039106 <.001 -0.24288 -0.08959
Urban -0.0240597 0.039278 0.536 -0.10104 0.052925
Medicaid Disenrollment 0.1832744 0.037088 <.001 0.110584 0.255965
Outpatient MH Visit -0.0776008 0.042524 0.06 -0.16095 0.005745
Primary Care Visit -0.1043909 0.033727 0.002 -0.1705 -0.03829
Somatic Inpatient Visit -0.0021714 0.042613 0.959 -0.08569 0.081348
Somatic ER Visit 0.0525932 0.032542 0.104 -0.01119 0.116373


  
  Number of obs =   1179   LR chi2(20)   = 216.95 Prob > chi2   = 0.0000  Pseudo R2     = 0.1461


365 Day Disenrollment 
significant partial effects (p<0.05)


 ■ Families and children category at baseline 
increases post-discharge disenrollment risk 
by 32% versus those who are in the disabled 
category


 ■ Limited coverage categories correlate with 
21% increased risk of disenrollment versus 
those in the disabled category


 ■ Pregnancy in baseline decreases the 
probability of disenrollment by 17%


 ■ Discontinuous coverage in baseline 
increase the probability of subsequent 
discontinuity by 18%


 ■ Primary care visits in the baseline decreases 
the probability of subsequent discontinuity 
by 10%


Node 0
 Category     %      n


  No    67.6   797
  Yes    32.4   382


  Total 100.0 1179


Node 1
 Category     %      n


  No    52.3   250
  Yes    47.7   228


  Total   40.5   478


Node 2
 Category     %      n


  No    78.0   547
  Yes    22.0   154
  Total   59.5   701


No
Node 3


 Category     %      n


  No    45.2   164
  Yes    54.8   199


  Total   30.8   363


Yes
Node 4


 Category     %        n


  No    74.8     86
  Yes    25.2     29


  Total     9.8      115


Node 5
 Category     %      n


  No    87.0   440
  Yes    13.0     66


  Total   42.9   506


Node 9
 Category     %      n


  No    82.4   187
  Yes    17.6     40


  Total   19.3   227


Node 14
 Category     %      n


  No    86.1   124
  Yes    13.9     20


  Total   12.2   144


Node 15
 Category     %      n


  No    96.9   123
  Yes      3.1             4


  Total   10.8   127


Node 16
 Category     %      n


  No    85.5   130
  Yes    14.5     22


  Total   12.9   152


Node 13
 Category     %      n


  No    75.9     63
  Yes    24.1     20


  Total     7.0          83


Node 10
 Category     %    n


  No    90.7   253
  Yes      9.3          26


  Total   23.7   279


Node 6
 Category     %     n


  No    54.9   107
  Yes    45.1     88


  Total   16.5   195


Node 11
 Category     %      n


  No    43.7     31
  Yes    56.3     40


  Total     6.0          71


Node 12
 Category     %      n


  No    61.3    76
  Yes    38.7    48


  Total   10.5   124


Node 8
 Category     %      n


  No    56.0     98
  Yes    44.0     77


  Total   14.8   175


Node 7
 Category     %      n


  No    35.1     66
  Yes    64.9   122


  Total   15.9   188


Node 7
 Category     %      n


  No    35.1     66
  Yes    64.9   122


  Total   15.9   188


Sample Characteristics During 180 Days Pre Discharge
Variable % Variable %
Male Gender 49 Medicaid Enrollment Category:
Race: Disabled 53


White 46 Families & Children 30
Black 47 Limited Coverage* 11
Hispanic 3 Foster Care 7
Other 5 Health Care Visits (≥1): 


Diagnostic Flags (mutually exclusive 
hierarchical as listed): Primary Care 42


Schizophrenia 26 Outpatient mental health 83
Bipolar 29 Somatic Inpatient 15
Major Depression 20 Somatic ER 41
Other Mental Illness 25 Pregnancy 12


Age 18-20 yrs 40 Substance Use Disorder 10
Urban Setting 83


*Of this category; 27% family planning only, 31 percent pregnancy, 29% pharmacy assistance 
or primary adult care (PAC) programs only, 10% undocumented aliens; 4% family planning and 
pharmacy assistance.


Table 1


DISCUSSION
Probit Regression Findings:
 ■ Both short (within 90 days) and long term (within 365 
days) disenrollment significantly correlated with Families 
& Children and Limited Medicaid enrollment categories, 
and Medicaid disenrollment pre-discharge, with stronger 
correlations to long term disenrollment


 ■ Short term disenrollment also significantly correlated to age 
<21years and being Hispanic


 ■ Pregnancy and pre discharge primary care visits were 
also significantly negatively correlated with long term 
disenrollment


CART Analysis:
 ■ Confirmed differences in short term disenrollment for the 
Medicaid categories and the pre-discharge discontinuous 
enrollment


 ■ Did not confirm age or Hispanic correlates, and was poor at 
predicting post-discharge enrollment at the individual level, 
especially for short term disenrollment


 ■ Confirmed the differences in long term disenrollment by 
coverage group (nodes 1&2), pre-enrollment (nodes 5&6), 
pregnancy (nodes 3&4), and primary care (nodes 9&10)   


 ■ Added some significant nested effects for age (nodes 7&8), 
race (node 15&16), outpatient mental health visits (node 
11&12) and somatic ER visits (nodes 13&14)


 ■ Yielded one very high risk group for disenrollment within 
365 days; Individuals age <21yrs, in Families and Children 
or Limited enrollment categories, and not pregnant (64.9% 
Disenrolled)


 ■ Test of  short term disenrollment: No sensitivity (0.0), 
specificity (1.0)


 ■ Test of long term disenrollment: Moderate sensitivity (.63), 
high specificity (.89)


Limits:   Overspecification (e.g., pregnancy influences  
categorical eligibility somewhat), omitted variables (e.g., MH 
inpatient or ER events in pre-period, morbidity indicator), 
other coverage (e.g., move to other insurance not tracked; free 
services not tracked), variables not tracked (e.g., failure to 
apply for continued enrollment).
 


CONCLUSIONS
1.  Few psychiatrically hospitalized young adults (9%) are
 likely to lose Medicaid coverage within the first 3    
 months after hospitalization. At one year post-discharge  
 32% appear disenrolled from Medicaid.
2.  However, almost two thirds (65%) of those under age 21,
  not pregnant in the past 6 months, and enrolled in    
 Medicaid under the Families and Children or Limited   
 Coverage categories will lose coverage within a year of
 discharge. This is about 10% of all psychiatrically    
 hospitalized young adults.
3.  Primary care (especially) and outpatient mental health
 visits prior to hospitalization appear to be protective
 factors  that reduce disenrollment after inpatient discharge.
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Treatment Retention Intervention for Emerging Adults in Outpatient Psychotherapy
Lisa A. Mistler, MD,1 Maryann Davis, PhD,1 and  Ashli Sheidow, PhD2 
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Emerging Adults (ages 18-25) with serious mental 
health conditions have poor functioning, yet are more 
likely to drop out of treatment than older adults. 


Transition Age Youth 
Quickly Lost From 
Treatment


Our logic model proposes that the MET improves therapeutic alliance,  increases client self-efficacy and normalizes 
beliefs about therapy via decreasing ambivalence and increasing intention to stay in therapy.


MET-EA
Context:  Reflective listening, acceptance & 
affirmation, client choice & control, directive


Activities:
•	 Elicit clients’ reasons for seeking psychotherapy. 
•	 Explore history distress/coping,  therapy 


experience/hopes. 
•	 Provide education about therapy
•	 Collaborate on problem-solving client-identified 


treatment barriers. 
•	 Negotiate a plan for staying in treatment  
•	 Identify & explore ambivalence about Tx


Population
•	 18-25 yr olds
•	 Initiating voluntary 


individual outpatient 
psychotherapy


•	 No PDD or moderate/
severe MR


Therapist Fidelity


Mechanisms of Action


hIntention to attend Tx
iAmbivalence about attending Tx


Instrumental Goals


•	 Strong working 
alliance


•	 Strong therapy 
self-efficacy


•	 Positive beliefs 
about therapy


Ultimate Goals


h Sessions    
  attended
i Missed    
  sessions
i Treatment   
  dropout
i Distress


Client Moderators


•	 Executive Functioning
•	 Identity Formation Clarity
•	 Social Support for Treatment
•	 Sociodemographics
•	 Baseline symptoms and distress
•	 Baseline change readiness


Figure 1. MET-EA Logic Model *Tx=therapy


We developed a manualized MET to be used prior to other 
treatment (MET-EA) and conducted a randomized trial 
of the MET compared to usual treatment in a community 
mental health agency.


R = resist righting reflex
     emerging adults more likely to follow through if they 
  come up with answers 
U = understand client
     open questions, affirmations and reflections support  
  therapeutic alliance with emerging adult 
L = listen to client
       emerging adults fear stigma and being judged; MI     
  emphasizes a non judgmental stance
E = empower client
    emerging adults tend to reject and challenge authority;   
  MI is a collaboration of partners


Motivational Interviewing (MI) Principles fit 
with Emerging Adult needs


Characteristics of Emerging Adults 
That May Impede Typical Engagement


•   Rejection of authority as part of identity formation 
•   Irrelevance of the direction of therapy to the actual     
 problems they face 


•   Less mature goal setting and pursuit.


Motivational Enhancement Therapy (MET) is a 
structured brief form of Motivational Interviewing 
(MI) with demonstrated effectiveness for treatment 
retention in adults,1 but has not been used in 
emerging adults for treatment retention. 
1Hettema, Steele & Miller, 2005
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Description of the Study 


• First study to evaluate community-based, 


Supported Education for college students 


• Random assignment 


• Multi-site (NJ and CT) 


• Two conditions 


• Up to two year follow up 


 


 


 







Intervention 


• Two levels of SEd services provided 


– Enhanced 


– Basic 


• Referral to a local SEd program; 5 


programs are currently participating who 


serve over 40 colleges and universities 


• Intervention is provided for up to two years  


 


 







Data Collected 


Participants complete assessments at baseline 
and twice a year for two years (n=5) 


• Information includes basic demographics 
and:  
– CSEQ (baseline & final assessment) 


– Educational Barriers & Educational Supports 


– Hopkins Symptom Checklist 


– Recovery Assessment Scale & QOL 


– Transcripts 


– SEd program service reports 







Cohorts at baseline 


• Cohort 1: 22 
– Completed the study in Summer 2011 


• Cohort 2: 27 
– Completed the study in January 2012 


• Cohort 3: 24 


• Cohort 4: 6  


• Cohort 5: 14 


• Cohort 6: 6 and still recruiting 


 







 Characteristics at Baseline 


Gender  


Male 29.3%  Female  67.7% 


Age        33.02 (SD= 11.16) 


18-22 24.1% 


23-30 18.8% 


31 & over 57.1% 


Marital Status 


Single 65.7% Divorced 14.1% 


Married 14.1% Separated 2% 







 


Characteristics 


 Race/ Ethnicity 


White 63.3% Asian 10% 


African American 14.1% Other 6% 


Hispanic 9% 


Financial Entitlements Living Situation 


SSDI 20.8%  Alone 17.1% 


SSI 14.6%  Other students 9.1% 


VA 2% Partner/Significant Other 20.3% 


Parents 31.4% 


Children 12.3% 







Baseline Mental Health Demographics 


Diagnosis  


Bipolar 36.5% 


Depression 30.2% 


Schizophrenia/ Schizoaffective 16.6% 


Other  6.3% 


Not yet verified 9.4% 


With 2 or more MH diagnoses 49.8% 


Age at Diagnosis 21.5 (SD=8.68) 


Hosp for Psych Condition  Yes 64.6% No 33.3% 


Age at 1st Hosp  25.34 (SD=9.33)/ 23.04 (7.024) 


Number of Psych Hosp   4.45(SD=5.24) 


Use Psych Meds  Yes 84.4% No 13.5% 







Academic Profile at Baseline 


Year in School 


Freshman     29.3%  Sophomore 26.3%  


Junior        16.2%  Senior 9.1%  


Graduate  13%  Unclassified 4%  


Self-Report Grades 


A              24.2%  B-, C+     17.2%  


A-, B+     32.3%  C, C-, lower         9%  


B             13.1%  


Campus/ Mental Health Supports 


Psychiatrist   Yes 87.6%  Disability Services  No 70.8%   


Therapist       Yes 69.9%  Accommodations    No 74%  







Top Barriers to Academic 


Success  


• Concentrating 81.3% 


• Time Management 71.9% 


• Maintaining Stamina 67.7% 


• Memorizing Information 65.6% 


• Prioritizing Tasks 65.6% 


• Studying for Exams 65.6% 


• Maintaining Organization 64.6% 


• Managing Symptoms 61.5% 


 







Educational Barriers Questionnaire  


Factor Analysis 


Factor 1:  Executive Functioning Skills  


Factor 2: Essential Academic Skills 


Factor 3:  Logistics/Mechanics of 


Postsecondary Education 


Factor 4: Social Skills 







Executive Functioning Subscale 
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Executive Functioning  


Subscale by Age Group 
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Essential Academic Skills 


Subscale 
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Essential Academic Skills 


Subscale by Age Group 


0 


0.1 


0.2 


0.3 


0.4 


0.5 


0.6 


Baseline FU1 (1-6m) FU2 (7-12m) 


18-22 


23-30 


31+ 







Logistics/ Mechanics Subscale 
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Logistics/ Mechanics 


Subscale by Age Group 
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Significant difference between 18-22 and 23-30 at baseline.  


F(2, 88) = 3.78, p < .05 







Social Skills Subscale 
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Social Skills Subscale by  


Age Group 
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Symptoms & SEd 


• Most people are interested in the classic 


psychiatric symptoms when discussing 


SEd or people with psychiatric conditions 


• SEd may be as helpful with symptoms as 


they are with developing EF or academic 


skills 


 







Hopkins Symptom Checklist  
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Significant difference at FU2 between enhanced and basic conditions.  


t(37) = -2.28, p < .05 







Hopkins Symptom Checklist  


by Age Group 
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Interaction between Age and 


Condition 


0 


0.5 


1 


1.5 


2 


2.5 


3 


18-22 23-30 31+ 


Enhanced 


Basic 


Hopkins at Follow-Up 1: ANCOVA with baseline Hopkins as covariate 


F(2,48) = 3.57, p = .04  


 







Findings Disclaimer 


• This study is still recruiting participants 


 


• Most of the findings do not yet have sufficient 
power to show statistical significance 


 


• The preliminary findings show promise to 
providing evidence to SEd  


 


  







More Information 


If you would like more information about this 


study or other studies on SEd, please 


contact: 


 


Michelle G. Mullen-Gonzalez 


mullenmi@umdnj.edu 





