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Abstract
We determined the proportions of clients treated in Flexible Assertive Community Treatment teams who were unemployed 
and gained employment and who were employed and lost employment. Secondly, we explored the demographical and clinical 
factors associated with employment. Data were collected during routine outcome monitoring. We calculated differences in 
employment rates over a year and explored differences in demographic characteristics at baseline between patient groups. 
Logistic regression analysis was used to estimate the role of clinical predictor variables on employment status. Over time, 
10% remained employed, 5% lost their employment, 3% gained employment and 82% remained unemployed. Clients who 
found employment were younger, more often male, and had significantly fewer psychosocial problems and a higher subjective 
quality of life during follow-up than those who remained unemployed. Problems with motivation for treatment at baseline 
were related to losing employment or remaining unemployed. Better implementation of vocational services is very important 
for increasing the number of clients gaining employment.
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Introduction

Previous studies showed that many clients with severe men-
tal illnesses (SMI) want to work (McQuilken et al. 2003; 
Secker et al. 2001), and consider working as an important 
part of their recovery process (Provencher et al. 2002; Shep-
herd et al. 2008). However, unemployment in this group 
of clients is high, ranging from 60 to 90% (Chan 2010; 
Crowther et al. 2001; Fioritti et al. 2014; Hajji et al. 2015; 

Rosenheck et al. 2006; Torrey 1995). A recent survey con-
ducted in the Netherlands (2016) among clients with long 
term psychiatric problems revealed an employment rate of 
21%. As most of these clients suffer from multiple symp-
toms, have disadvantaged backgrounds or are long-term 
unemployed, they face serious barriers to employment 
(Bevan et al. 2013; Cook 2006). Since the turn of the cen-
tury, mental healthcare services have made considerable pro-
gress towards developing rehabilitation and social inclusion 
programs that help clients with SMI to obtain and maintain 
a regular job (Bond et al. 2012; Burns et al. 2007; Killackey 
et al. 2008; Nuechterlein et al. 2008). A well-known pro-
gram is the Individual Placement and Support (IPS) model 
of supported employment (Becker and Drake 2003), whose 
core principles are zero exclusion, a focus on competitive 
employment, rapid job search, integrating employment ser-
vice within the treatment team, time-unlimited support, and 
a focus on patient preferences (Thomson 2003). With 22 
randomized controlled trials demonstrating its effective-
ness over other vocational rehabilitation approaches, IPS 
is recognized as an evidence-based practice (Bond et al. 
2015). However, as only 4% of clients with an SMI in the 
Netherlands had access to IPS in 2014 (Fioritti et al. 2014; 
Michon et al. 2014), there is an evidence-to-practice gap 
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regarding the actual implementation and use of employment 
interventions in clinical practice. To keep up with changing 
circumstances in contemporary mental health care we feel 
it is important to provide information on patient outcomes 
under real life practice circumstances. It would therefore be 
valuable to quantify what has been achieved in public mental 
health services such as Flexible Assertive Community Treat-
ment (FACT) teams—in other words, whether SMI clients 
in contact with FACT without special vocational services 
find and maintain jobs. Our clinical experience tells us that 
the majority of clients with SMI has problems finding or 
maintaining a job. This study therefore may help create a 
sense of urgency needed to persuade mental health institu-
tions to implement vocational services. FACT is a Dutch 
alternative for Assertive Community Treatment (ACT), 
FACT combines office-based and recovery-oriented regular 
care with shared case management and assertive outreach 
(i.e. ACT) for unstable clients who are at risk of relapse or 
readmission (Nugter et al. 2015; van Veldhuizen 2007). In 
this way, FACT teams can match the intensity of treatment 
to current patient needs (Bond and Drake 2007) and offer 
more continuity of care.

As well as investigating employment rates in FACT 
teams, this study aimed to explore the person-related fac-
tors associated with gaining or losing employment. Factors 
known to be associated with unemployment are gender, 
age, educational level, ethnicity, living circumstances, lim-
ited social skills, previous work history, and clinical factors 
such as the severity of psychopathology, diagnosis and cog-
nitive deficits (Allott et al. 2013; Catty et al. 2008; Chang 
et al. 2014; Gilbert and Marwaha 2013; Hall et al. 2015; 
Holwerda et al. 2013; Kam et al. 2015; Phillips et al. 2014). 
Further exploration of person-related factors may be relevant 
for the development of effective work interventions that sup-
port finding and maintaining a job. The objectives of this 
study were (A) to determine the proportion of clients treated 
in FACT teams who were unemployed and gained employ-
ment, and who were employed and lost their employment 
over time; and (B) to explore and reflect upon demographical 
and clinical factors that are associated with finding or losing 
employment.

Materials and Methods

Study Setting and Data Collection

The study was conducted at BavoEuropoort (Mental Health 
Services provider) and involved clients from 18 FACT 
teams. BavoEuropoort is an institution for mental healthcare 
in the greater Rotterdam area that treats adults with psychi-
atric disorders. The total population of its catchment area is 

approximately 1,300,000. BavoEuropoort employs a staff of 
some 1100 at 19 sites (see: http://www.Bavo-Europoort.nl).

There are two criteria for treatment by a FACT team: 
(a) age 18 or older, and (b) having a severe mental illness 
(SMI). A SMI is characterized by (1) a history of psychiat-
ric illness or treatment for 2 years or more, and (2) having 
functional disabilities. Usually SMI refers to clients having 
a psychotic, severe anxiety, mood or personality disorder 
(with or without a co-morbid substance-use disorder) (Rug-
geri et al. 2000).

The data for this study were collected in the context of 
a routine outcome-monitoring (ROM) procedure (Kortrijk 
2013). ROM assessments were performed by mental-health 
professionals (such as nurses, psychologists and social 
workers), and were planned annually before treatment-plan 
evaluation. These assessments were used in clinical practice 
when discussing treatment progress with the patient. ROM 
data-collection was approved by the Dutch Committee for 
the Protection of Personal Data.

Data for this study apply to the period from January 2012 
to June 2014, and were used confidentially. In our study 
setting, the community mental health care services (ACT 
and recovery-oriented regular ambulatory care) were tran-
sitioned into FACT teams during 2012 and 2013. There was 
no structural implementation of employment services in the 
FACT teams under study.

This observational study used two datapoints: we 
obtained repeated ROM assessments of 2150 unique clients, 
for whom the mean number of days between the first assess-
ment and follow-up assessment was 423 days (SD = 174). 
The median number of days between the assessments was 
383 days (25th percentile = 308 days; 75th percentile 539 
days).

Measures

Employment Status and Goals

As part of the ROM assessment, each patient is asked about 
their current employment status and employment goals. To 
assess clients’ employment status, we used the following 
categories: (1) employment having a paid job for a minimum 
of 1 h a week; (2) supported employment/job coaching; (3) 
education; (4) pre-retirement benefits; (5) volunteer work; 
(6) Law for Disability Insurance; Labour Capacity Act; Gen-
eral Disablement Pensions Act; (7) in search of employment; 
(8) not in search of employment; (9) no answer. We used the 
same categories to assess clients’ employment goals. The 
patient was asked what employment goal they had set for 
the following year.

For analytic purposes ‘employment status’ was operation-
alized by combining categories 1 and 2 as having employ-
ment and 3–8 as not having employment. With regard to 

http://www.Bavo-Europoort.nl
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‘employment goals’, we combined categories 1, 2 and 7 
as being in search of employment or remained employed. 
Categories 3–6 and 8 were categorized as not in search of 
employment.

Quality of Life Scale (QoL)

To measure subjective quality of life, we used the Cumula-
tive Needs for Care Monitor (CN CM; assessed in Dutch) 
quality-of-life scale (Drukker et al. 2010). This is based on 
the Lancashire Quality of Life Profile (Oliver et al. 1997) 
and is very similar to the Manchester Short Assessment of 
Quality of Life scale (MANSA) (Priebe et al. 1998). The 
quality-of-life scale has strong correlations with the Lan-
cashire Quality of Life Profile (Drukker et al. 2010). The 
scale consists of seven items (Van Os et al. 2001): financial 
situation, accommodation/living situation, relationship with 
others, physical health, psychological health, working situ-
ation and life as a whole. These items are rated on a 7-point 
scale (1=“Couldn’t be worse” to 7=“Couldn’t be better”). 
To indicate a clients’ level of subjective Quality of Life, we 
calculated a Quality of Life total score (sum score of items 
1–7).

Health of the Nation Outcome Scales (HoNOS)

The Health of the Nation Outcome Scales (HoNOS) was 
developed for routine use in measuring mental health 
outcomes (Wing et al. 1998). It consists of 12 clinician-
rated scales, each using 5 point scale (0=“no problem” 
to 4=“severe/very severe problem”), and thus yielding a 
total score from 0 to 48. The HoNOS covers the following 
domains: (1) overactive, aggressive, disruptive or agitated 
behaviour; (2) non-accidental self-harm; (3) problem drink-
ing and drug-taking; (4) cognitive problems; (5) physical 
illness and disability; (6) hallucinations and delusions; (7) 
depressed mood; (8) other psychological symptoms; (9) rela-
tionship problems; (10) problems with activities of daily liv-
ing; (11) problems with living conditions; and (12) problems 
with occupation and activities. The psychometric properties 
of the English and Dutch HoNOS version have been found to 
be acceptable (Wing et al. 1998; Pirkis et al. 2005; Mulder 
et al. 2004). We calculated a HoNOS total score (sum score 
of items 1–12) indicating the severity of the psychosocial 
problems.

Motivation Item

The scale for assessing motivation for treatment was adapted 
from the Severity of Psychiatric Illness scale (Lyons 1998; 
Mulder et al. 2005, 2014), an observer-rated scale covering 
the last 2 weeks. It is scored in five categories (0=“highly 
motivated” to 4=“lack of motivation”) in the same way as 

the Health of the Nation Outcome scales (HoNOS; Wing 
et al. 1998; Mulder et al. 2004).

Camberwell Assessment of Need Short Appraisal 
Schedule (CANSAS)

The CANSAS—a modified version of the Camberwell 
Assessment of Need (CAN) (Phelan et al. 1995)—consists 
of 22 items (Slade et al. 1999). To assess the need for care, it 
assesses health and social needs across several domains from 
the patient’s perspective. Each item is scored 0 (no prob-
lem), 1 (no problem or moderate problem due to help given: 
met need), or 2 (unmet need). The reliability of the English 
version of the CANSAS is acceptable (Trauer et al. 2008; 
Andresen et al. 2000). The needs for care were assessed 
using a Dutch translation of the CANSAS that included an 
addendum of five items (Drukker et al. 2010). The follow-
ing items were used for this study: “daytime activities” and 
two addendum items, “paid work” and “recovery/meaning 
of life”.

Analyses

SPSS version 20 was used for all analyses. Between January 
2012 and June 2014, 6479 clients with an SMI had contact 
with Bavo-Europoort. In the Routine Outcome Monitoring 
data we identified 2150 (33%) eligible clients i.e., those 
who had had at least 2 ROM assessments and were aged 
under 65. We stratified the sample on the basis of employ-
ment status (employment yes/no) at baseline. The number 
of clients unemployed at baseline and unemployed at follow-
up (N = 1760) vastly exceeded the number unemployed at 
baseline and employed at follow-up (N = 70), and also the 
number employed at baseline (N = 320). To create a more 
balanced sample, for every unemployed patient who found 
employment during follow-up, we randomly selected four 
clients who did not find employment (N = 280). A 1:4 ratio 
optimally combines statistical power with low risk for bias 
(Rothman 2002).

For each stratum, we used a T-test (continuous variables) 
and Chi square tests (categorical variables) to test differ-
ences in demographic characteristics at baseline between 
patient groups. To estimate the role of clinical predictor vari-
ables, we used logistic regression analysis adjusting for age, 
sex, and educational level. Outcome variable was employ-
ments status (employment yes/no) at follow-up. Sensitivity 
analyses were performed to estimate the reliability of the 
results for the stratum of clients unemployed at baseline. 
Logistic regression analyses were repeated using the full 
sample (N = 1830), and conditional logistic regression analy-
ses were conducted using a random sample matched for age, 
sex, and educational level (N = 280).
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Effect sizes were used to facilitate the interpretation of 
the magnitude of an effect. In the event of categorical predic-
tors, we report odds ratios. In the event of continuous pre-
dictor variables, we report both odds ratios and Cohen’s d. 
Cohen’s d (Cohen 1988) can have both a negative or positive 
value, and typically ranges between 2.0 and − 2.0. A Cohen’s 
d of 0.2–0.3 is seen as a small effect, around 0.5 as a medium 
effect, and 0.8 and higher as a large effect.

Results

Patient Characteristics

The study sample included data from 2150 unique clients, 
most of whom were male (N = 1258; 59%). Their mean age 
was 43.9 years (SD = 10.8 years). Most of them (N = 1728; 
81%) were unmarried or divorced, and 454 (23%) reported 
having had only elementary school or no education.

The majority of clients (N = 1274; 59%) had been diag-
nosed with a psychotic disorder, 543 (25%) with a mood dis-
order, 434 (20%) with a substance-use disorder, 343 (16%) 
with an anxiety disorder and 610 (28%) with a personality 
disorder.

Employment (Table 1)

At baseline, of all working-age clients aged between 18 and 
65, 319 (15%) had a paid job. Among the unemployed cli-
ents, 513 (28%) said that they wanted a paid job. Over time, 
210 (9.8%) of the total of 2150 clients remained employed, 
110 (5.1%) lost their employment, 70 (3.3%) gained employ-
ment and 1760 (81.9%) remained unemployed. Thirty-
three percent of the employed clients lost their jobs during 
follow-up.

Characteristics of Clients Who Gained Employment 
(Tables 2, 3)

A small fraction (N = 70; 3.8%) of the unemployed clients 
(N = 1830) in the study found employment at follow-up. The 
results in Table 2 show that clients who found employment 
were significantly younger than those who remained unem-
ployed. The difference in age represents a medium effect 
size (Cohen’s d = .51). More men than women found work 
(odds ratio   1.81; 95% CI 1.04–3.16). Educational level had 
no significant relationship with finding work, although the 
odds ratio reflects a small association (odds ratio = 1.95; 95% 
CI .97–3.94).

Table 1   Employment status and employment goals (first assessment)

Employment status Number of clients %

Employment and supported employment 320 15
Not employed 1830 85
Total 2150 100

Employment goals (unemployed clients) Number of clients %

In search of employment or supported employment 467 28
Not in search of employment 1314 72
Total (three clients had missing data) 1830 100

Table 2   Demograhic 
characteristics and employment 
status (comparison between 
clients who gained employment 
and remained unemployed)

t Independent t-test; χ2 = pearson chi square test
a Unemployed clients who gained employment
b Clients who remained unemployed (random selection)

Gaining employ-
ment (N = 70)a

Remaining unem-
ployed (N = 280)b

Test statistic

Demographic characteristics
 Age in years (mean (SD)) 38.53 (9.1) years 43.79 (11.4) years t = − 3.89, df = 348, p < .001
 Gender
  Male (N %) 48 (68.6%) 153 (54.6%) χ2 = 4.44, df = 1, p = .035
  Female (N %) 22 (31.4%) 127 (45.4%)

Education
No or only elementary school (N %) 11 (17.2%) 75 (26.8%) χ2 = 3.58, df = 1, p = .058
Higher (N %) 53 (82.8%) 185 (73.2%)
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Table 3 presents the results of the logistic regression, 
which show that clients who had found employment at 
follow-up had had lower HoNOS total scores at base-
line (Cohen’s d = .22; small effect size) than clients who 
remained unemployed. There was no significant associa-
tion between QoL total scores at baseline (Cohen’s d = .12; 
very small effect size) and employment at follow-up.

At follow-up, clients who had found employment had 
significantly less severe HoNOS total scores and sig-
nificantly higher QoL total scores than those who had 
remained unemployed (Cohen’s d respectively: .36 and 
.37). The effect sizes of these differences can be estimated 
as small to medium.

Problems with motivation for treatment were negatively 
related to gaining employment. The odds ratio reflects a 
small association between problems with motivation for 
treatment and employment status.

Expressing a need for care at baseline on the CANSAS 
items (daytime activities or recovery/meaning of life) was 
not significantly related to gaining employment (odds ratios 
reflect very small associations). However, if at baseline a 
patient expressed a need for care regarding a paid job, he or 
she was more likely to have found a job at follow-up (odds 
ratio is indicative of a small association).

Sensitivity analysis, repeating the analyses in the full 
sample, and using conditional logistic regression analyses 
with a matched sample, fully supported the above results. 

Effects sizes differed marginally (< 8% discrepancy of 
reported Cohen’s d).

Characteristics of Clients Who Lost Employment 
(Tables 4, 5)

At follow-up, a substantial number (N = 110; 33.3%) of 
the employed clients (N = 330) in this study had lost their 
employment. Table 4 shows that clients who had lost their 
job were the same age (Cohen’s d = .17) as those who 
had remained employed. Gender was not related to losing 
employment (odds ratio .93; 95% CI .58–1.51). Neither was 
educational level significantly related to losing employment; 
the odds ratio of .63 (95% CI .31– 1.26) reflects a small 
association.

Table 5 presents the results of the logistic regression, and 
shows that clients who had lost employment at follow-up 
had had the same HoNOS total scores at baseline (Cohen’s 
d = .05) as those who had remained unemployed. There 
was no significant association between QoL total scores at 
baseline (Cohen’s d = .03) and having lost employment at 
follow-up.

At follow-up, clients who had lost employment (Cohen’s 
d = .24) had significantly more severe HoNOS total scores 
and significantly lower QoL total scores than clients who 
had remained employed (Cohen’s d = .29). The effect sizes 
of these differences can be estimated as small.

Table 3   Associations between clinical outcomes and gaining employment

β Adjusted for educati on level, gender, age
*p < .05; **p < .01
a Unemployed clients who gained employment
b Clients who remained unemployed (random selection)

Gaining employment 
(N = 70)a

Remaining unemployed 
(N = 280) b

β adjusted 95% CI adjusted

Clinical outcomes
 Mean HoNOS total score (baseline) (SD) 10.9 (6.8) 12.3 (6.2) .98 .93–1.02
 Mean HoNOS total score (follow-up) (SD) 9.1 (7.2) 11.5 (6.2) .94 .90 − .99*
 Mean QoL total score (baseline) (SD) 32.3 (7.7) 31.3 (8.9) 1.02 .98–1.06
 Mean QoL total score (follow-up) (SD) 35.5 (8.1) 32.5 (8.2) 1.05 1–1.09**
 No problems with motivation for treatment (N %) 56 (21.4%) 206 (73.6%) .46 .22 − .99*
 Problems with motivation for treatment (N %) 14 (15.9%) 74 (26.4%)

CANSAS needs for care—daytime activities (baseline)
  No need (N %) 24 (34.7%) 91 (33.4%) .80 .42–1.4
  Need 45 (65.3%) 181 (66.6%)

 CANSAS needs for care—employment (baseline)
  No need (N %) 28 (41.2%) 160 (61.1%) 2.24 1.23–4.07**
  Need (N %) 39 (58.8%) 92 (38.9%)

 CANSAS needs for care—recovery (baseline)
  No need (N %) 33 (49.3%) 127 (47.4%) .82 .46–1.48
  Need (N %) 34 (50.7%) 141 (52.6%)
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Problems with motivation for treatment at baseline were 
related with losing employment during follow-up. The odds 
ratio reflects a small association between problems with 
motivation for treatment and losing employment.

Expressing a need for care at baseline on the CANSAS 
items (daytime activities and recovery/meaning of life) 
was not significantly related with losing employment. The 
respective odds ratios reflect very small to small asso-
ciations. If at baseline a patient expressed a need for care 
regarding their job, he or she was more likely to lose their 

job during follow-up (odds ratio .49; 95% CI .29–.83). This 
is indicative of a small association.

Discussion

Employment

Like previous studies on the vocational rehabilitation of 
clients with SMI in community mental healthcare services 

Table 4   Demographic 
characteristics and employment 
status (comparision between 
clients who remained employed 
and those who lost employment)

t Independent t-test; χ2 = pearson chi square test
a Clients who remain employed
b Clients who lost their employment

Remaining employed 
(N = 210)a

Loss of employment 
(N = 110)b

Test statistic

Demographic characteristics
 Age in years (mean (SD)) 43.22 (10.2) years 41.55 (9.81) years t = 1.404, df = 318, p = .161
 Gender
  Male (N %) 137 (65.2%) 70 (63.6%) χ2 = .081, df = 1, p = .776
  Female (N %) 73 (34.8%) 40 (36.4%)

 Education
  No or only elementary 

school (N %)
22 (10.5%) 16 (14.5%) χ2 = 1.762, df = 1, p = .184

  Higher (N %) 180 (89.5%) 82 (85.5%)

Table 5   Associations between clinical outcomes and losing employment

β Adjusted for educati on level, gender, age
*p < .05; **p < .01
a Clients who remained employed
b Clients who lost employment

Remaining employed 
(N = 210)a

Losing employment 
(N = 110)b

β adjusted 95% CI adjusted

Clinical outcomes
 Mean HoNOS total score (baseline) (SD) 9.4 (6.3) 9.7 (6.1) 1.00 .96–1.04
 Mean HoNOS total score (follow-up) (SD) 8.5 (6) 9.9 (5.9) .96 .92–1.00*
 Mean QoL total score (baseline) (SD) 34.2 (7.2) 34.4 (8.3) 1.00 .97–1.03
 Mean QoL total score (follow-up) (SD) 34.7 (7.2) 32.4 (8.5) 1.04 1.00–1.08*
 No problems with motivation for treatment (N %) 187 (89.0%) 84 (77.1%) .50 .26–1.00*
 Problems with motivation for treatment (N %) 23 (11.0%) 25 (22.9%)
 CANSAS needs for care—daytime activities (baseline)
  No need (N %) 128 (61.0%) 52 (50.0%) .62 .37–1.03
  Need 77 (39.0%) 52 (50.0%)

 CANSAS needs for care—employment (baseline)
  No need (N %) 138 (67.3%) 50 (49.5%) .49 .29–.83**
  Need (N %) 67 (32.7%) 51 (50.5%)

 CANSAS needs for care—recovery (baseline)
  No need (N %) 105 (52.0%) 51 (50.0%) .81 .49–1.34
  Need (N %) 97 (48.0%) 51 (50.0%)
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(Rosenheck et al. 2006; Fioritti et al. 2014; Crowther et al. 
2001), we found that clients who are in contact with FACT 
teams have high rates of unemployment (85%). Twenty-eight 
percent of the unemployed clients in our study said that they 
wanted a paid job—a contrast with previous studies indicat-
ing that most clients want to work (McQuilken et al. 2003; 
Fioritti et al. 2014).

As we did not examine different levels of involvement 
in work and orientation towards it, this difference between 
the proportions of clients desiring work may be related 
to differences in the definition of what is an employment 
goal. Another aspect of these different proportions might 
be explained by different socioeconomic situations in the 
Netherlands compared to e.g. the US. The Netherlands has 
a relatively high number of incapacity benefits claimants 
with a long term history of unemployment (Versantvoort 
and van Echtelt 2012).

The results also indicate that employment rates in FACT 
teams generally remained stable: 82% of all FACT cli-
ents remained unemployed over time (mean duration of 
423 days), 10% remained employed, 5% lost their employ-
ment and 3% found employment over a period of approxi-
mately 1 year. This means that it was rare for clients with an 
SMI who were in contact with FACT teams lacking special-
ized employment services to find work, but also that clients 
had a substantial risk (33%) of losing their job.

Employment and Its Association with Demographic 
and Clinical Outcomes

Partly in line with previous studies (Gilbert and Marwaha 
2013; Burke-Miller et  al. 2006; Cook et  al. 2008), our 
study suggests small to medium-sized associations between 
demographic characteristics (age, gender and education) 
and gaining employment. Younger clients and males were 
more likely to gain employment. Unexpectedly, education 
in our study sample was not significantly related to find-
ing employment. This may be due to the small sample of 
clients who gained employment—only 70. We found no 
relationship between demographic characteristics and los-
ing employment.

At follow-up, we found significant small to medium asso-
ciations between gaining employment and the level of psy-
chosocial problems (lower) and quality of life (higher). In 
spite of these significant associations, very few FACT clients 
found employment (3.9%). This means that while it may be 
helpful for an individual to express a need for paid employ-
ment and to have a low level of psychosocial problems, these 
are not sufficient conditions for them to find employment. 
This supports the suggestion that gaining employment usu-
ally occurs outside the realm of psychiatric treatment, if 
this treatment lacks specialized employment services. As 
we expected, employment may aid the subjective quality of 

life of clients with an SMI. This is in agreement with our 
finding that clients who lost their employment had more 
severe psychosocial problems at follow-up than those who 
had remained employed, although we cannot distinguish 
cause and effect here. Losing employment was also associ-
ated with a significant decline in quality of life at follow-up.

We also found small but significant associations between 
problematic treatment motivation at baseline and gaining 
employment at follow-up. Problematic treatment motivation 
at baseline also predicted loss of employment at follow-up. 
The relationship between treatment motivation and gaining 
employment may not be so easy to interpret. While moti-
vational problems—stopping antipsychotic medication, for 
example—are related to unemployment, problems such as a 
poor working alliance may also be paralleled by problematic 
interactions with a patient’s environment, and may thereby 
reduce the chances of getting a job or create problematic 
work relations.

Expressing a need for a paid job was also associated with 
gaining employment at follow-up, indicating that these cli-
ents may have actively searched for employment. However, 
many clients who expressed a need for employment—i.e. 
those who could benefit from employment services—
remained unemployed. Further, if a patient expressed a need 
for care at baseline with regard to their job (stress, concerns 
or dissatisfaction), he or she was more likely to lose that job 
at follow-up. As these clients were at risk of losing their 
job, they may have benefited from employment services. 
Further we found a small but non-significant relationship 
between expressing a need for daytime activities and losing 
work, possibly reflecting dissatisfaction with their working 
environment.

Clinical Implications

Taken together, we conclude that while obtaining employ-
ment is associated with better quality of life and parallels an 
amelioration of psychosocial problems, serious barriers to 
achieving employment are faced by many clients in contact 
with FACT services. In our setting, these FACT teams had 
no IPS practice. Thus, although these clients may have asked 
for employment services, such support was not effectively 
available in the FACT teams under study. Apparently FACT 
teams that have not implemented IPS or some other form 
of employment support are of little benefit to improving 
employment outcome of their clients. This was also one of 
the concerns with FACT services stated by Bond and Drake 
(2007), who were worried that usual case-management ser-
vices could devolve into brief contacts with clients rather 
than provide recovery-oriented treatment. To help clients 
find a job, we therefore stress the importance of implement-
ing employment services [such as IPS (Fioritti et al. 2014)] 
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as an integral part of the mental-health services delivered in 
FACT teams, and community mental health teams in gen-
eral (Van Veldhuizen and Bähler 2013). Further, as 33% of 
the clients with a job lost their jobs during follow-up, help-
ing clients remain in their jobs should an important task of 
employment services for SMI clients in community mental 
health teams and FACT teams—especially for clients who 
are at risk of losing their job, such as those whose motivation 
for treatment or psychosocial functioning is deteriorating, 
and those who express concerns about their work.

While approximately half of the clients in our study 
expressed a need for care on the item ‘recovery and mean-
ing of life’, this need was not related to losing or gaining 
employment. In other words, clients who gained or lost 
employment were equally likely to express a need for 
recovery as compared to those who remained unemployed 
or remained employed. While working is often seen as an 
important part of a recovery process, our data does not indi-
cate a relationship between working and expressing a need 
for care for recovery/meaning of life. Part of this discrepancy 
may be related to different definitions of recovery/meaning 
of life, a broad topic we had assessed as a single item. The 
results nonetheless suggest that other factors beside employ-
ment contribute to the considerable need for recovery/mean-
ing of life.

In conclusion, because employment is paralleled by 
favorable outcomes in terms of better psychosocial function-
ing and quality of life, we stress that vocational rehabilita-
tion has much to contribute and should be seen as part of 
good clinical treatment.

Strengths and Limitations

This observational study has a number of strengths and 
limitations. The first strength is its generalizability, as our 
results provide insight into the performance of outpatient 
mental health services—of what has actually been achieved 
in daily practice; they reflect the patterns of actual practice, 
at least in the Netherlands with FACT being the standard 
outpatient care-delivery model for SMI clients. The second 
strength is that the explorative character of the study allowed 
us to identify clients who might benefit from interventions 
intended to help them find a job. Third, as finding employ-
ment is a rare event, the extensive size of the ROM cohort 
made it possible to study this outcome, taking account of 
sex, age and educational level. Fourthly, since sensitivity 
analyses produced similar outcomes, we can conclude that 
our results are reliable.

We identified five limitations, the first concerns the 
observational design, which did not allow us to determine 
causality. The second is the fact that we used data from a 
Routine Outcome Monitoring procedure, and therefore had 

no information on other factors that predict employment, 
e.g. internal and external barriers for finding employment 
such as the unemployment rate in the region of interest 
(Bond and Drake 2008). Neither did we examine different 
levels of involvement and orientation toward work, which 
may have produced different proportions of clients desir-
ing work (McQuilken et al. 2003). As not all clients were 
assessed annually in the Routine Outcome Monitoring pro-
cedure, the third limitation concerns the missing data in our 
study: we were able to assess only 33% of the total of 6479 
clients twice. This may lead to a selection bias. (A) It may 
be that clients without multiple ROM assessments are more 
difficult-to-engage and therefore difficult to assess. Since 
difficult-to-engage clients may have more severe problems, 
this may lead to an underestimation of problem severity. (B) 
Clients who were recently referred to mental health care also 
have only one assessment, their second ROM assessment 
was not yet planned. This selection of clients is not related 
to patient related factors. (C) Clients who show a remarkable 
quick improvement in their psychiatric condition sometimes 
leave a FACT team without completing their follow-up ROM 
assessment. This patient selection may lead to an underes-
timation of the treatment effect. However, we do not expect 
selection bias to have had a significant impact on the propor-
tion of clients who were employed, as our calculations are in 
agreement with other studies (Fioritti et al. 2014).

Fourthly, we lack data on the degree of implementation of 
the FACT model. Although no structural implementation of 
employment services took place in the FACT teams during 
the assessment period, this lack of data prevented us from 
looking in more detail into which treatment components may 
have contributed to clients’ finding or keeping employment. 
Finally, employment status was categorized into two groups 
and employment was operationalized by combining the cat-
egories employment and supported employment. This may 
have marginally impacted (small number of clients in sup-
ported employment) the associations found in our study and 
losing some of the specific relations between employment 
(without supported employment) and patient-related factors.
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