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Purpose
This report presents the findings and conclusions from an international literature review which identifies programmes used by other government and social agencies to facilitate moving beneficiaries off incapacity and sickness benefits. The literature review has set out to identify key components and effective outcomes of these programmes. Part II focuses on Case Management Models used by social sector agencies when working with individuals with ill health or a disability.

1 Background

A number of references have been made in Part I to the use of case management techniques in vocational rehabilitation (VR) of clients with disabilities. For any agency to move to a more case managed approach when dealing with these clients, they must implement effective case management techniques. In New Zealand, the Accident Compensation Corporation (ACC) has used case management techniques for the last ten years and is consistently improving and refining their case management processes. In Part II the focus is on the techniques used in both ACC and in overseas programmes. Case management approaches are assessed as are the skills needed to effectively case manage, different case models used in treatment of clients with mental health issues, key components of case management and evaluation techniques used.

Peterson et al (1997) find that case management, while increasingly used, still lacks a consensus among users regarding its components and appropriate application. To date there is no meaningful comparison to be made between different case management models. Furthermore, “global” assessments of case management models need more robust empirical evidence to prove outcomes for various interventions for different sub-populations. Riddell (2002) echoes the sentiments of Peterson, reporting that there is little evidence available in the literature on the effectiveness of case management or similar approaches. However, Kellard et al (2002) in their research find mixed evidence that case management approaches may improve job retention rates and case management provided in-work may have an impact if carefully resourced and focused on the needs of specific client groups, including those with disabilities.

Corden and Thornton (2002) evaluated programmes for people with disabilities in six countries and found there was general support for case management approaches. However, they found that there were few strong indicators of the kind of person the service worked best for and a lack of robust evidence about which factors contributed to positive outcomes for clients. They report that clients in general like the personal support and advice given to them. In addition, they report European Commission findings that “individual employment plans accompanied by support and guidance, have been found to be a successful tool to plan and deliver appropriate assistance and services within an holistic approach”.

Despite support by clients of a case management approach, their research has identified a move away from case management to individual approaches
. However, a downside of individual approaches assumes that the individual knows what is best for themselves and can identify their own needs.

Peterson et al report that models should not be exported to different populations without tailoring them to meet local needs with the resources available at the time. As discussed in Part I, different expenditure priorities on VR exist in each country as does targeting of different populations. In the US, the most severely disabled are targeted for VR while, in Germany, those closest to the labour market are often selected for rehabilitation (Sim 1999).

Case management plans should be tailored to each individual avoiding a one size fits all mentality. “The future of case management is in the custom-tailoring of services to fit the individual at each point in his or her illness and rehabilitation” (Peterson et al 1997). Part of the tailored approach implies the need for case managers to have a better understanding of the issues faced by those with disabilities, the barriers they face and the provision of external services which the case manager cannot meet (Riddell 2002; Stanley and Regan 2003).
Proponents of case management techniques assert that there is clear evidence that case management services in the private sector save money for both insurance firms and self insured employers and reduce disability outcomes. (Project NetWork tested the same proposal in the public sector). Evidence from the private sector shows efficiency savings of 10–20% easily achieved through case management techniques. When these are combined with VR and other early intervention return to work strategies, greater savings should be made (Hunt et al 1996).

The essential elements of a case management system are a strategically planned approach, an empowering process and a system, of which the use of a case manager is only one management approach (Walker 1994). The New Zealand Auditor General’s report on ACC case management found that the key features are:

· “early intervention, particularly the earliest possible identification of the claimant’s total needs 
· integrated service planning and delivery in partnership with the claimant, family, employer and health and rehabilitation professionals

· proactive monitoring of the effectiveness, quality and costs of services delivered 

· continuous reviewing and updating of the claimant’s case management plan (a predecessor to the Individual Rehabilitation Plan)” (Office of the Auditor General 2004).
It also identified the key features of effective case management as

· “identifying a claimant’s needs

· providing appropriate medical treatment, encompassing mental and physical rehabilitation

· providing daily living support if necessary

· providing vocational training or re-training, where appropriate” (Office of the Auditor General 2004).

A number of programmes in different countries that have used case management approaches are described in chapters 2–6.

2 Project NetWork, US

From 1991 to 1995, Project NetWork in the US tested the effects of case management to increase return to work for Social Security Disability Insurance (SSDI) and Supplemental Security Income (SSI) beneficiaries. The Social Security Association (SSA) and Department of Health and Human Services tested four different models that relate to public or private provision of case management services. Similar results were seen for client uptake in employment under all four case management models (Leiter et al 1997).
The Project NetWork demonstration used a case management approach, in eight locations, to broker services and encourage those with disabilities into employment. The project had 8,248 individuals voluntarily participating in the project, with no sanctions imposed for non-involvement. Of the 8,248 participants, 4,160 were assigned to a treatment group and 4,088 to the control group. Participation rates in Project NetWork were low with only 5% of the eligible group
 volunteering for participation in the trial. However, similar rates of participation were found for the UK New Deal for Disabled People (NDDP) trial at 6% (Riddell 2002). 

The case management models included:

· SSA Case Management Model: SSA case managers were contracted and located in SSA field offices. They had less experience of VR and received longer training. Each site was supported by an experienced VR specialist.

· Private Contractor Case Management Model: Private sector case managers were contracted by SSA to provide these services. These managers were more experienced and many had VR experience.

· Vocational Rehabilitation Outstation Model: State VR case managers were intended to be in these posts but this was not successful and new staff had to be recruited.

· SSA Referral Model: Clients were referred to services through the SSA field officers. The staff in this model were former SSA claims and services personnel. (Corden and Thornton 2002).

Case management approach

In the initial interview, participants were asked about their medical histories, living situations, functional limitations, employment attitudes and vocational interests. The case managers, on the basis of this information, then sought help from medical, psychological and vocational professionals depending on the needs of each client. The first three models had more intensive case management than the last and provided in-house services including employability assessments, individual employment plans, return to work services, job placements and ongoing counselling and monitoring. The Referral Model referred participants to other rehabilitation service providers who provided case management services. 

The case managers in these models decided whether to extend the rehabilitation services based on medical, psychological and vocational assessments, prepared a vocational goal plan or Individual Employment Plan (IEP) for clients, arranged and paid for (if necessary) any return to work services and monitored progress and modified services if necessary. Counselling was also an integral part of case management. Of those in the treatment group, 60% reached the next stage of development of an IEP and 45% then received some purchased rehabilitation service. Those in the treatment group received more job-search assistance, more business training skills and work-related assistance than those in the control group (Corden and Thornton 2002).

Clients own treating physicians were the most common source of medical information. The cost of acquiring the assessment was low but the process was slow. Only 16% of clients in the trial required a purchased medical assessment (Leiter et al 1997).

Psychological assessments were made if the client indicated (or the case manager suspected) that the client had a psychological disability. In the trial, only 14% of clients required a purchased psychological assessment, but experienced long delays in waiting for these assessments. As for medical assessments, many case managers requested existing information from clients’ own psychologists or therapists (Leiter et al 1997).

The vocational assessments ranged form a simple “interests” inventory to a General Aptitude Test Battery (taking a few hours to complete and special training to administer). Around 36% of clients required a purchased test. Again there were long delays of up to 90 days waiting for purchased tests to be completed and analysed.

Findings

Findings from the evaluation found that SSA staff were less experienced in VR and case management. The SSA Case Management Model had the smallest caseloads averaging 73 clients while the SSA Referral Model (not surprisingly) had the largest caseload averaging 114 clients. The evaluation also found that it was more effective for those closer to the labour market (Stanley 2003). We should not find this result surprising, given that participation was voluntary and likely to attract a more motivated beneficiary. 

Clients appreciated the case management approach and as in NDDP, a high proportion of clients viewed the process positively. Over 70% felt they got help from their case manager and 89% said they had met their case manager in person (Leiter et al 1997).

The evaluation found that there was some increase in the number of clients moving into employment, a slight increase in average earnings and number of months employed (from 3.5 to 4.2 months) but not enough to lift them above the poverty line. Unfortunately, evaluators were unable to comment on the relative effectiveness of the four case management models due to diversity of population, local community resources, the local economy and staff skills (Riddell 2002). 

Kornfeld et al (1999) found that apart from not significantly reducing reliance on benefits, Project NetWork showed little or no improvement in health or well-being for those in the treatment group relative to those in the control group. The evaluators concluded that despite the modest net outcomes of case management, “this did not mean that they would be modest using a different bundle of services with different incentive structures and service delivery mechanisms” (Kornfeld and Rupp 2000). They give the example of case management used in a more targeted fashion for those, say, less work ready, which would imply a more positive cost/benefit outcome.
Key points – Project NetWork, US

· Participation was voluntary, but only 5% of the eligible group participated.

· Project NetWork used four case management models: using government agency case managers and some external case managers. All case management models showed similar client employment outcomes.

· Case management was intensive and assessment was formal with medical, vocational and psychological assessments purchased for a number of clients.
· The programme was more effective for those closest to the labour market.
· Case managers had caseloads of between 73 to 114 clients.
· A modest increase of earnings and months employed occurred for those moving into employment, but this was generally not enough to lift them above the poverty line. Thus, reliance on the benefit was not significantly reduced.

· Evaluators advise that despite modest outcomes, case management used in a more targeted fashion would imply a more positive cost/benefit outcome.
3 New Deal for Disabled People (NDDP) – UK

The NDDP programmes have been described in detail in Part I. Briefly they were designed to test different methods of helping those with disabilities move back into and remain in work. The approaches used by different schemes included: 
· working mainly with individual clients through training and support
· attempting to make a seamless path from benefit to employment by providing facilitation with employers as well as clients 
· setting up a prepared route to specific areas of employment (Post placement support was included also).

There were two facets to the scheme – an Innovations pilot moving clients into work and improving job retention. This was facilitated by working directly with employers and attempting to raise awareness of both disability and of the schemes as well as finding placements for clients and achieving employment outcomes. The second facet – Personal Advisor pilot – provided case management to clients with Personal Advisors (PAs) specialising by function (dealing with one part of the process) or by client group.

Case management approach

In all projects one-to-one support was provided to the client by a staff member also referred to as a “buddy/ mentor/ contact worker/ employment advisor”. (It may be important in this programme that the term case manager was not used). For those clients deemed to be more job-ready, a proactive approach was taken. The case manager would search out vacancies for a client through the newspaper, internet or Employment Service database. In addition, other more assertive marketing techniques were employed; cold calling employers, fax campaigns (where clients’ CVs were faxed to a number of employers).

Pilots that used more passive job search techniques required the client to conduct their own job search; looking in the newspaper and visiting the Jobcentre themselves. The evaluators make the comment that neither technique is superior to the other. What is important is that the case manager uses an approach appropriate for the client. The responsive case manager should be able to react to clients needs in the different ways described above. Case management therefore differed in intensity for those with different levels of work capacity. Clients were at different stages of work-readiness with some requiring very little assistance from the PAs to move them into work, while others needed a number of intermediary steps to get them ready for entry into the labour market.
Clients appreciated not only the individualised approach but also the fact that one person knew the details of their particular case. They were positive about the work focus but also the social contact that was made during the process. Around 84% said the advisor listened and understood what they said and clients were happy with the time spent with the advisor. Approximately 75% were pleased with the pace things were moving at, implying efficiency on the part of the case managers and over 40% felt the service was able to offer them help and support. The positive feedback from clients of the PA pilot may be partly due to many staff themselves having a disability (Hills et al 2001). In addition, clients report one of the greatest impacts of case management on their employment outcomes, was their participation in programmes that needed an intermediary. Such programmes included supported employment and work placements (Corden and Thornton 2002). 

Loumidis (2001) found that as the pilots became more outcomes focused, personal advisors were more selective in the type of client accepted into their caseload. Participants who required longer-term help were more likely to be referred by the PA to an external agency. These participants were likely to be those who had complex needs and required specialised support such as those with learning difficulties, mental health problems or brain injuries.

Reasons for success of the programmes included clients being managed in a “comprehensive pathway” from entry into the scheme through to gaining and sustaining employment. Intensive one-on-one support was the key to success in this area – targeting opportunities for clients, identifying skill gaps and labour shortages in the market (Hills et al 2001).
The schemes were effective for those closer to the labour market. Participants tended to be younger, better qualified, less severely disabled, have spent less time on benefits and have better access to transport than those who did not participate.

Key points – NDDP, UK

· Clients were generally positive about the case management they received in the programme and were managed in a “comprehensive pathway” towards work with intensive one-on-one support being the key to success.

· Positive feedback from clients of the PA pilot may be partly due to many staff themselves having a disability.

· Case management differed in intensity for those with different levels of work capacity; some required little assistance while other required a number of intermediary steps towards job readiness. 

· As the pilot progressed, becoming more outcomes focused, PA were more selective in the type of client accepted into their caseload.
· Despite positive client feedback towards programme, there was no significant movement off incapacity benefits and no evidence that the service significantly increased the movement of people into paid work.
4 National Vocational Rehabilitation Programme (NVRP) – Canada

The NVRP was a feasibility project to set up VR within the federal disability pension scheme (CPPD). The objective of the programme was to “identify suitable disabled Canada Pension Plan (CPP) beneficiaries residing in Canada and provide them with the necessary VR services that would allow for a return to meaningful employment” (Corden and Thornton 2002). An earlier pilot had suggested there was potential for cost savings in a service of this type.

Case management approach

The model used for the service was a “dual case management model” or a third party delivery model which used outside rehabilitation specialists. This “dual” case management of clients was reported to be largely unsuccessful (Corden and Thornton 2002). External contractors were the primary point of contact, assessing needs of clients, developing individual rehabilitation plans, directing them to suitable services and providing follow-up. (Wide variations in the cost of these services were attributed to differences in case management services). 

In-house staff made the final decision in all services delivered, monitored client progress, assessed ongoing benefit eligibility and performed other administrative tasks. It appears there was no face-to-face contact between participants and the NVRP case managers who were based centrally. This “dual” case management unfortunately led to serious communication concerns with clients having low levels of understanding of the rehabilitation process (HRDC 1996). 

The evaluation pointed out that there needs to be an appropriate balance between contracting out and the internal provision of services. It does not indicate whether external contracting had been a positive or negative feature of the NVRP, but low levels of client satisfaction with the number of points of contact, showed that it was not helpful. Clients explained they had difficulty in communicating with the in-house case managers who dealt with eligibility and benefit receipt issues. The evaluation recommended a mixed system where in-house case managers were assisted by contract suppliers on an as-needed basis (as was done later in Project NetWork).

Selecting clients for the programme was “cumbersome and resource intensive, and has led many good candidates away from being selected” (HRDC 1996). NVRP staff selected only those most suitable for rehabilitation and the evaluation found no screening of participants who might have moved into employment without assistance on the programme. Clients went through a number of pre-selection and selection processes and had the programme explained only after a number of selection processes. The evaluation suggests that more beneficiaries could be assisted with changes to the selection process which would need improved information gathering.
Findings

Of those who left the programme, 41% had successfully completed a rehabilitation plan. Leaving prior to having completed the plan was often associated with a deterioration in health. Of those that completed a rehabilitation plan, about 60% returned to work; the majority within three months. Around 49% of those returning to work found a different job with a new employer and nearly 20% went back to their job with their previous employer: a further 15% moved into self employment. Of those employed at the time of the survey, 69% were in full-time work 19% in part-time work and 12% in some form of casual or seasonal work. 
While multivariate analysis suggests that these outcomes were due to programme participation, 75% report that they would have moved into employment despite the programme. These client results plus client feedback surveys reflect low levels of satisfaction with the programme as a whole (HRDC 1996).
Key points – NVRP, Canada

· The scheme used dual case management with in-house and external providers. External providers were the primary point of contact and no face-to-face contact was made between in-house case managers and clients.

· The selection process was cumbersome with a number of levels of client screening and selection and many associated administrative delays.

· Although 60% of those who completed a rehabilitation plan returned to work, clients reported that the programme had little to do with these outcomes.

· Clients were generally very dissatisfied with the programme.

5 Arbeitsassastenz (Work Assistance) – Austria

This programme began in 1992 with the original aim of getting those with mental health issues back into work. By 1999, the service had 83 projects and during that year, approximately 9,000 people had received assistance in the programme. The programme has now been extended to all those with severe disabilities (assessed as being at least 50% disabled). Austrian job seekers with disabilities are normally assisted by public employment services, but Arbeitsassastenz is run by not-for-profit organisations under contract to the government. (Those receiving disability pensions in Austria are offered rehabilitation services and if successful, the pension is withdrawn.) 

A case management approach is used in the programme with case managers (called Job Assistants) providing the following services:

· assessment 
· career planning advice 
· job brokering services 
· interview preparation services 
· vocational training 
· job search assistance. 
Referral is used when clients require other services such as financial advice. The emphasis in this programme is both on placement and retention but contact with the client would not normally extend for more than a year. 

An evaluation estimated that in the four years to 1999, Arbeitsassastenz had placed over 3,300 clients (all unemployed with disabilities) into employment which lasted more than six months. The success rate was around 43–50% (but it is unclear why the range was so large).

In most cases, the Job Assistant has a caseload of 20 people. Of the 3300 participating in this programme, 42% had been placed in jobs and 16% maintained jobs for over six months. The evaluator was critical, however, of the job assistants, most of whom were from the voluntary sector and had little experience in business matters. It would seem that training of these assistants could increase the effectiveness of this programme especially in establishing and maintaining contact with employers.

Key points – Arbeitsassastenz, Austria

· Arbeitsassastenz was primarily for those with mental health problems and severe disabilities.

· Case managers provided assessments, career planning advice, job brokering services, interview preparation services, vocational training and job search assistance.

· Job Assistants had caseloads of only 20 people.
· Over 40% had been placed in jobs and 16% stayed in employment for six months or more.
· Job Assistants had little experience of business matters which was criticised by evaluators.

6 Other programmes
Traditional vs Integrated Case Management – US
Although this research is on single parent welfare beneficiaries (and not specifically on those with disabilities), the comparison of two case management approaches with a control group is useful. The study examined the effects of programme participation, welfare receipts, employment rates and earnings after two years in the programme. Nearly 7,000 clients were randomly assigned in an Ohio mandatory welfare to work programme to one of two case management models. 

Case management approach

The traditional model meant that clients had to meet with two workers: an income maintenance worker and an employment specialist. The integrated model required the client to meet with only one worker for both services. While traditional case managers had caseloads of over 250, integrated case managers had about 140. Comparison with similar programmes in other states suggests that the integrated case management load was high, but not unequalled (Brock and Harknett 1998).

Findings
The integrated case management clients showed higher participation than those traditionally case managed in the Job Opportunities and Basic Skills Training (JOBS) programmes. A rate of 86% participation occurred in the integrated model compared with 65% in the traditional model. In terms of participation in any activity (including job search, education or work experience etc), integrated case management produced higher rates at 52% than traditionally case managed clients at 34%. When considering those who only participated in vocational training, the results were 8% compared to 5% in favour of integrated case management. Similarly for those who participated in work experience only, 11% of those in integrated case management participated compared to only 5% for those in traditional case management.

While the results showed higher levels of participation for integrated case management, the same group also showed lower rates of those referred for sanctioning
 (45% vs 61%) and those actually sanctioned (38%) compared to 40% under traditional case management.

In addition those in the integrated group earned slightly more, worked more hours after two years than those in the traditional group and significantly more than those in the control group. Not surprisingly benefit payments were lower for the integrated group than the traditional group after two years and significantly less than the control group after the same time period.

The researchers note that case management is largely a function of service co-ordination, thus sufficient and adequate quality services must be established for the case manager to perform their job well. The case managers were also supported by sophisticated automated case-record information systems, a child-care referral unit and a clerical unit that tracked client’s attendance records. Even with these supports, integrated case managers found their jobs demanding.

Finally, it must be noted that at the end of the two year period half of the clients in the integrated case management group were still receiving Aid to Families with Dependent Children which was the forerunner to Temporary Assistance to Needy Families (TANF). This is consistent with Project NetWork where the majority of participants were still receiving some form of government assistance at the end of the programme. The authors suggest that a welfare-to-work programme, including integrated case management, can only go so far in facilitating a move off state dependence. More intensive job readiness strategies combined with financial incentives is a suggestion put forward by the researchers (Brock and Harknett 1998). 

Multidisciplinary Case Management, SSDI claimants – the US
A smaller experiment using a randomised controlled trial in the US examined the effects of case management on the employment outcomes of 152 Social Security Disability Insurance (SSDI) claimants with mental illness. The treatment group received employment-oriented case management from rehabilitation specialists while the control group received routine mental health centre services (Okpaku et al 1997).

The purpose of the intervention was to reduce clinical and administrative barriers to employment and was designed to enhance mental health services to this group. This case management model combined VR from specialists trained in psychiatric health with an interdisciplinary team providing consultation roles from a number of agencies.
Results found that the psychiatric rehabilitation specialists’ efforts resulted in a higher employment probability than the control group (most of these were in supported or sheltered employment). However, it was not effective at giving higher rates of fully competitive employment. It was also not successful in keeping clients in work longer, gaining higher wages or longer hours of work for them.

The authors give a number of reasons why the results were not more robust. These include beneficiaries’ fear of losing the benefit when trying for work, clients wanting different jobs to those provided for them and some providers in the study preferring a “train then place” model of return-to-work, which was inconsistent with the research objectives.

Key points – Other programmes

· Integrated case management (with the client meeting with one case manager) showed better outcomes than those case managed under traditional case management (client meeting with two brokers).

· Participation in integrated case management was 86% compared to 65% in traditional case management and those in the integrated group earned slightly more and worked more hours than those traditionally case managed.
· Integrated case managers had caseloads of 140 while traditional case managers had caseloads of 250.

· Employment oriented multidisciplinary case management of those with mental illness resulted in higher employment probability than those in the control group but not higher rates in competitive employment.

· It was also not successful in keeping clients in work longer, gaining higher wages for them or longer hours of work.

7 Case management models

Case management functions can be delivered in two main ways:

· the first is to use “continuous treatment teams” with the provision of clinical and social services by a team of professionals (Thompson et al 1990) 
· the second is to use intensive case management (discussed below), where the provision of services is via one worker who refers the client to existing agencies to provide treatment and services (Hornstra et al 1993).
These case management models do not put much emphasis on VR and thus do not measure vocational outcomes. While psychosocial rehabilitation models emphasise vocational outcomes more than Intensive Case Management (ICM) models, they often show no increase in competitive employment post treatment for those with mental illness (Bond and Boyer 1988).
The models listed below are all used in the treatment of those with mental illness, many of whom make up a growing proportion of those on disability rolls in many countries. The models include Assertive Community Treatment (ACT), ICM, the Strengths based model and the Rehabilitation model. The use of these case management models is largely geared towards improving symptoms and quality of life, with each model showing little emphasis on skills or vocational training.

Assertive Community Treatment (ACT) and Intensive Case Management (ICM) models 

ACT is provided by a multidisciplinary team with low client to staff ratios (10 to 1) and most services provided in the community (in client’s homes) rather than the office, on a 24 hour basis. Caseloads are shared betweem physicians rather than individual caseloads, with most services provided by the team rather than brokered out (Mueser et al 1998).

ICM was developed to meet the needs of high users, especially those with severe psychiatric disorders, which could not be met under a traditional case management model. Like ACT, low client to staff ratios exist and outreach is community rather than office based. The distinction between ICM and ACT is that ICM does not share caseloads.

Most research on these two models has been with those suffering from severe mental illness. Controlled research on ACT and ICM points to these models reducing time in hospital and improving housing stability, especially among clients who are high service users. Most studies suggest that ACT and ICM have little effect on vocational functioning. When ACT and ICM are reduced, there appears to be some deterioration in functioning in this group. 
Mueser et al (1998) reviewed literature on 75 studies involving the use of ACT and ICM. However, only eight reported on vocational functioning. Only three studies were shown to improve vocational functioning while a further five had no effect at all. In examining the three studies shown to have positive results, the authors suggest that these results were probably not due to ACT or ICM per se. One such study (Test 1995) using ACT which had showed positive results in the short term, followed up 122 people with schizophrenia after seven years and found no differences in vocational outcomes after this time. For significant improvement in vocational outcomes, Test found that an intensive vocational component was a necessary feature of ACT.

A further study (Chandler, as cited in Mueser et al 1998) showed positive vocational functioning. Of two sites studied, one had substantial effects on employment. This site had focused strongly on vocational interventions including setting up transitional employment opportunities in the community.

Mueser et al (1998) conclude by saying that the three studies with positive outcomes in vocational functioning show that to “have a significant impact on employment, a mental health programme must have a substantial vocational component devoted to that end” 
The authors suggest that 
rather than focus research on a “horse race” between two or more competing models, it may be more fruitful to attempt to predict who will respond best to which model or which components of a given model. Such an approach appreciates the diversity of the population of persons with severe mental illness (SMI) and recognises the need for a variety of different approaches to community care 
Although the focus here is more on quality of life and reducing symptoms of the illness, the same could equally be said of those models which focus on employment outcomes for those with disabilities.

Program for Assertive Community Treatment (PACT) model

Becker et al (1999) found that an ACT model with an emphasis on VR showed good results. The programme was based upon the Program for Assertive Community Treatment (PACT) model which integrated vocational and mental health services to help people into employment. This programme is somewhat different, as most ACT programmes do not have a strong focus on vocational rehabilitation. 

Research on this model of case management has shown good results on employment outcomes. This was demonstrated by Becker et al in their research of around 180 people (the majority of whom were male) with severe mental illness (SMI) being tracked after participation in a psychosocial and vocational rehabilitation programme. 

Staff on the programme included nurses, social workers, psychologists and a psychiatrist. Team members shared responsibility for a caseload of 70 clients, with the programme operating seven days a week. Case managers recorded the status of their clients daily using automated data systems. Case managers helped clients to identify their interests, gain relevant skills, apply for competitive employment and obtain interviews. Employment within the programme also helped these clients to gain good work habits. Where necessary, case managers negotiated with employers for the provision of suitable accommodations, and in some cases supported the client in employment until they were independent enough to work on their own.
The clients’ employment outcomes (and sustainability in employment) were investigated during and after involvement in the programme. This longitudinal study found that 34% remained in employment for one to four years and 33% remained for more than four years. 64% of participants who stayed in the programme longer than a year found employment, while the programme claims an average employment rate of 33% for all clients. Of those who found employment, more than half worked part time and were employed more than half of the time that they were in the programme.

Strengths-based model

This influential approach to case management was developed in response to concerns that case management for people with SMI would overemphasise their limitations rather than focus on an individual’s strengths. Principles of strengths-based case management used in supported employment include:

· “Individual strengths rather than pathology serve as the focus of work” (Rapp and Wintersteen 1989).

· Assessment, evaluation, and interventions based on self determination, empowerment and choice.

· Individuals with chronic illness and disabilities “can continue to learn, grow, and change and can be assisted to do so” (Rapp and Wintersteen 1989).

· Strengths-based case management supports the “dignity of risk”… (this) assumes that we all, regardless of disability status, have the right to try, to fail, to succeed and to experience. Overprotection and paternalistic practices have often served to deny clients the right to try, and with that denial, the right to be more fully a part of the community.

· The case manager does not do things for clients that they can easily do for themselves; doing so does not make the individual independent.

· Because “people who share a disability have something to offer each other that professionals cannot provide” (Segal, Silverman and Temkin 1993) the case manager must work to link individuals up with their peers … and respect and support the relationships that disabled people create for themselves.

· Case management services may be either long-term and continuous or short-term and episodic, depending on the desires and needs of the individual. 

· Case management services must be continuously evaluated to make sure they are doing what they are supposed to do (Neal and Gilson, in Gilson 1998).

A case management model based upon a strengths-based model of practice is found in research by Gilson (1998). This model suggests complementary, and sometimes overlapping, roles of the case manager and job coach. He describes this as case management that “seeks to maximise the social and physical environmental fit between an individual’s desires and needs”. While satisfying the individuals’ needs, the employers’ needs are met by increasing the productivity of the individual employee. 

The individual placement model exemplifies the strengths-based model of case management: Gilson (1998) states that it more fully incorporates the principles of self-determination, choice and empowerment. This occurred as those with disabilities began to demand equal access to work experience, employment and all community services that were accessed by other community members. Individual placement models work by firms employing a person with a disability at the minimum wage in full- or part-time work. Supports such as intensive job training and advocacy are initially provided by the job coach or assistant. While the role of the job coach is largely vocational, the case manager’s role involves providing wider supports to the individual. These include arranging of health, housing, financial and educational services, co-ordinating other on-going services, connecting with other key people in the life of the individual and advocating for the person when necessary.

While historically a case manager was used to largely support just the client, a key to the success of some supported employment programmes has been their use of case manager practices to assist both the job coach and the client.

In summary, strengths based practice focuses on an individual’s strengths rather than their sickness, with interventions based on client’s self determination. The community is viewed as a pool of resources not an obstacle, with the assumption that people with SMI can continue to learn, grow and change (Mueser et al 1998). In the 75 studies analysed by Mueser, only one used strengths-based case management practice. The evaluation by Modrcin et al (cited in Mueser) of case management services for the chronically mentally ill did not indicate whether there were changes to vocational functioning after involvement in the programme.

Rehabilitation model of case management

This model is similar to the strengths-based model of case management. Like the strengths-based model, this model was an innovation designed to improve those areas of functioning that were not being addressed by other models of case management. It emphasises the importance of providing case management services based upon the individual’s desires and goals, rather than the goals of the mental health system. Mueser et al (1998) suggest that the unique feature of this model is its emphasis on “assessing and remediating instrumental and affiliate skills that promote community tenure and attainment of personal goals”.

In their research, Mueser et al found only one example of the 75 studies using the rehabilitation model in vocational functioning. Results are not comprehensive as to the performance of this model with their commentary stating that this model was better than standard case management in improving vocational functioning.

The authors conclude that it is still too early to determine the effectiveness of both the rehabilitation and strengths-based models. They suggest that rather than focusing on one particular model to meet all needs, a more important goal is determining which model is best for each client or developing further hybrid models that will meet the needs of those with multiple disabilities.

Key points – Case management models

· Case management can be based upon a number of models, many of which do not place much emphasis on vocational rehabilitation.

· ACM and ICM both have low caseloads, but ICM was developed for those with higher user needs. 

· Both have been shown to have little effect on vocational functioning for those with severe mental illness unless particular emphasis is placed on this area. 

· PACT, with an employment rehabilitation focus, has produced good employment outcomes for people with severe mental illness with support from a multidisciplinary team.

· Over a third remained in employment for 1 to 4 years and two thirds who stayed on the PACT programme for longer than a year found employment.

· Strengths-based models focus on strengths rather than “pathology” with interventions based on client’s self determination.

· Case management fits well in this model as it “seeks to maximise the social and physical environmental fit between an individual’s desires and needs”.

· The Rehabilitation model of case management is based upon the individual’s desires and goals, rather than the goals of the mental health system.

· Few studies have reviewed the effectiveness of strengths-based and rehabilitation models of case management.

8 Case management skills

In dealing with people with disabilities, it is recognised that specific skill sets are necessary but are often lacking in this area. The research consistently refers to case managers with good listening and attending skills receiving positive feedback from clients (Hills et al 2001). In the New Deal for Disabled People (NDDP) – Personal Advisor (PA) pilot, the evaluation revealed that clients were satisfied with the help they received from the PAs. Around 84% said the PA listened and understood what they said and were happy with the time spent with the PA (Hills et al 2001). Similarly, an Australian FaCS client survey found that 74% of those who had some contact with an Intensive Assistance provider thought that this assistance would improve their chances of gaining employment (Wallis Consulting 2001). 

This contrasts with an Australian study where many clients were generally dissatisfied with the service they received from Centrelink staff. While they anticipated that the contact would improve their chances of finding employment, many did not feel heard by the Centrelink staff who were also not seen as understanding the client’s needs or situation. Around 43% of clients felt this way towards their case managers (Ziguras 2003). 

In comparison, PAs in NDDP seemed better able to understand and deal with the needs of clients with disabilities. An informal conversational approach tended to be adopted in the NDDP pilot compared to a “formulaic and computerised” approach perceived by the Australian clients
. The informal approach of the PAs tended to elicit more information and the evaluation notes stated that revealing information was only given by the clients sometimes after several visits with the PA (Hills et al 2001). Such information is unlikely to be gained from interviews that are perceived by the client as bureaucratic and unfriendly.

These examples demonstrate the range of skills needed by case managers to deal with, not only diverse populations, but also the diverse needs within each population. It is well recognised that people with disabilities are a heterogeneous group and needs vary within each group. Generic case management skills are needed for all groups and a New Zealand review within ACC has found effective case manager competencies and skills need to include (ACC 2000): 

· problem solving skills

· facilitation skills

· negotiation skills

· communication skills

· decision making skills 

· ability to challenge the status quo

· visionary attributes

· analytical thinking

· ability to work in a team. 

A US job placement and retention programme called “Moving Up” required a less formal set of skills to effectively case management clients. This programme was designed for those who have been out of the labour force for some time and focuses on job placement and retention. The staff’s goal is to earn their client’s trust and discover the most appropriate personal approach for them. Unlike other programmes where success was attributed to many of the case managers themselves having a disability, the programme did not require case managers to have backgrounds similar to their clients. In addition, the personal skills of staff were seen as just as important as their qualifications in case management. The key characteristics of these staff were described as:

· understanding the needs of their clients 
· knowledge of the demands of the labour market 
· the ability to motivate people 
· understanding the needs of potential employers 
· having passion and compassion for their clients (people with energy, optimism and self-confidence) (Proscio and Elliott cited in Knight 2004).
Other research expands on this and has found that the knowledge and skills of those involved in case managing people with disabilities and long-term illness (focusing on VR) involve three components. These are the fundamentals of disability management, elements of VR and elements of facilitative counselling and advocacy (Scully et al 1999). 

The research was based upon a Disability Management Skills Inventory answered by over 300 disability managers from within organisations specialising in VR, from social security agencies and insurance based providers as well as outside providers dealing with people with disabilities. The questions answered related to the extent that the skill was important in achieving desired outcomes for clients and the degree to which the participant felt prepared in this knowledge and skill area.
Examples of skills and knowledge in each area are as follows: 
Fundamentals of disability management

· “developing, analysing, and using data to identify risks and promote injury and disability prevention

· facilitating a team approach and co-ordinating all parties for return to work

· understanding labour union issues regarding disability management and facilitating labour and management cooperation

· training and educating supervisors, managers and employees to prepare them for their roles in the disability management process and to facilitate attitudes compatible with a return-to-work philosophy

· developing and managing return-to-work programmes and implementing return-to-work solutions;

· modifying jobs and implementing ergonomic solutions for return-to-work;

· consulting regarding disability legal compliance

· developing and modifying programmes and managing systems for programme evaluation.” (Scully et al 1999).

Elements of VR 

· “identifying transferable work skills and matching workers with jobs

· using local resources to assist in job placement

· interpreting and counselling workers in consideration of assessment results;

· conducting job analyses
· instructing workers in systematic job search skills

· selecting and utilising appropriate evaluation instruments 

· using labour market information to assist with job placement.” (Scully et al 1999).

Elements of facilitative counselling and advocacy 

· facilitating communication between workers and other parties involved in the return-to-work plan

· monitoring the medical management of cases

· initiating and co-ordinating communication among medical providers, other specialists, workers with disabilities and company personnel

· developing a therapeutic relationship

· providing counselling services to workers in order to facilitate timely and appropriate return to employment.” (Scully et al 1999).

The disability managers felt that all three areas were highly important in achieving desired outcomes. However, in terms of their own skill preparation in these areas, participants felt only moderately prepared in fundamentals of disability management but were highly prepared in elements of facilitative counselling.

These disability managers are likely to be more qualified than many case managers in social welfare agencies. Nearly two thirds of those surveyed had some certificate in rehabilitation counselling, 24% had a certificate in insurance rehabilitation and 22% were certified case managers. In addition, they were well educated with 65% having a masters degree, 22% a bachelors degree and had on average 13 years’ experience in the field. The majority of ACC case managers in New Zealand have some form of tertiary qualification or experience in a professional field. (Office of Auditor General)

This contrasts to an Australian study (Fulton 1996) of 100 case managers where the average time in the field was significantly shorter. Only a quarter had five years experience in the field of case management, half had two–five years and the remaining quarter had less than two years experience in the field.  

While it is unfair to expect all case managers to possess the skills and knowledge of the disability managers described above, it provides a basis on which to train case managers in particular skill sets. 

Building on these skill sets, Knight (2004) in her review of barriers facing the long term unemployed compiled a list of effective practices that case managers can use in the rehabilitation of these clients that include:

· training case managers to interview for “client strengths”; focusing on (the many things) the client can do rather than (the few) they cannot do
· including the goals of VR at the start of the client / case manager relationship, rather than focusing initially only on managing the injury, and ensuring that the client understands this and commits to it
· setting goals at the star, ensuring they are realistic ones which can be achieved step by step and maintaining the focus on them 
· overcoming concepts of ageism (“they’re close to retirement so no need to get back to work”)
· acknowledging and rewarding client achievements in rehabilitation in a small but positive way
· learning how to recognise literacy problems in clients and managing this as a barrier to return to work
· exploring the work-place culture of the client’s pre-injury employment as part of their return to work – this may result in the client being referred to another employer, or in providing assistance/support to the client’s colleagues and managers
· recognising the impact of changes in the labour market may mean that many low skilled or manual workers may require new skills in order to return to work – this is re-skilling and not to be confused with the concept of up-skilling
· assessing transport needs of clients, whether for work or for family matters such as childcare (Knight 2004).
Although this list is focused more on those considering work resumption after injury, many of the practices equally apply to those with mental health issues and other disabilities. Goal setting is imperative in case management and ensuring “buy-in” by clients: thus realistic goals must be set. The other key is focusing on client’s abilities rather than their disability. If case managers possess a broad range of the skill sets described in this chapter, they will be better equipped to carry out the practices listed above.
Skills for specific disabilities groups

Although there are generic skills which all case managers need in providing an appropriate service for their clients, specific issues emerged from the NDDP Innovative Schemes pilot evaluation on managing different client groups. 

People with mental health problems

As with all populations with disabilities, this is a heterogeneous group, including those contending with short-term episodes of mental ill health to those with long-term and severe problems. 

The evaluation found that staff managing this client group needed to be able to appropriately represent the needs and interests of their clients and needed training to raise their confidence level and motivation when dealing with this client group. In addition, it was noted that staff needed support in dealing with the impact of working with those with mental health problems.

People with learning difficulties

Like those with mental health problems, people with learning difficulties have a wide degree of heterogeneity in their condition. Some have such mild disabilities that they are not easily discerned, while others have a disability which is seriously limiting for certain forms of work. Putting them forward for employment therefore requires a good fit of individual need and ability. The evaluation comments on the cycle that this group often finds themselves in. They are seen as not “work ready”, sent to a training specialist where they train, enter employment for a short time, find they are unable to cope and re-enter training.

Due to many rejections from employers, staff managing this group needed to have “extensive reserves of commitment and enthusiasm for the cause”. They needed to be able to communicate well with both the client and the prospective employer and maintain persistence in recruiting new employers.

People with rehabilitation needs post accident

The main groups within this client population were those with musculoskeletal injuries, brain injuries and secondary problems related to these. They could be affected as follows:

· musculoskeletal injuries – restricted mobility, reduced (or no) range of movement and strength, pain and co-ordination and balance problems.

· brain injury – mood fluctuations, loss of memory, poor motor co-ordination, slight or major personality change, anger or violence 

· secondary problems – possibly depression, lack of social skills from being out of work for extended periods.

The evaluation found that staff managing this group needed strong skills in co-ordinating services for them. Staff needed to be aware of continuity of care for this group as the provision of services generally included a mix of medical services, emotional adjustment services, vocational and employment services,. They also needed sound knowledge of the whole rehabilitation process.

People with multiple disabilities
The types of difficulties facing these people were grouped into the following four broad categories:

· conceptual and intellectual – includes learning difficulties and brain injury

· physical – musculoskeletal, motor neuron and neurological issues, chronic illnesses and degenerative diseases

· psychosocial – includes acute mental health issues, anxiety and depression, personality problems and anti-social disorders

· perceptual and communication – includes sensory impairments.

Many people suffering from multiple disabilities fell into more than one of the categories. It was noted that some disabilities were not recognised early in the assessment process. Someone may have a very obvious physical impairment but not disclose perpetual bouts of depression. Masking a problem, denial and non-disclosure all contribute to lack of recognition of disabilities.

Staff needed extensive training when dealing with this client group. A number of schemes reported the necessity of appropriate training for staff to recognise and provide appropriate management for people with a range of disabilities. One scheme sent staff on a child psychology course as it was realised that this would be useful when dealing with clients of low mental age (Hills et al 2001).

Key points – Case management skills

· Feedback from clients shows a strong need for good listening, communication and attention skills for clients to feel heard.

· Other generic skills include problem solving, negotiation, decision making and facilitation skills, being a team player and a creative problem solver. 

· Personal skills are seen as important as case management qualifications with desirable skills including understanding the needs of their clients, the ability to motivate people, understanding the needs of potential employers and having passion and compassion for their clients. Knowledge of the demands of the labour market is also essential.

· Specific skills are needed for case managing people with different types of disabilities.

· Effective practices of case managers include: focusing on client strengths, setting realistic goals of VR in the beginning, overcoming ageism, recognising literacy, acknowledging and rewarding client achievements, recognising impacts of labour market changes and assessing other needs (transport and childcare).

9 Assessment of disability

Difficulties in assessment

The OECD find that making policy to address disability is extremely difficult given that “disability is notoriously difficult to assess; particularly for newer mental illness plus physical stress-related conditions like lower back pain.” (OECD 2003a). Assessment for rehabilitation is dominated by medical issues and health professionals’ lack of knowledge of VR. In most countries the waiting period to be assessed is long with a gap of several months between assessment and the start of appropriate rehabilitation, contravening good practice of early intervention. In addition many with disabilities are assessed or reassessed unnecessarily. Consequently, the much needed rehabilitation to ensure early return to work is often provided too late and the necessary interaction with employers in the early stages of being out-of-work is not maintained (Thornton 1998).

Medical assessment issues

Medical assessment by specialist (insurance) doctors is being used more frequently. The OECD reports that own-treating-doctor certificates are used differently in each country. Some countries do not take any account of it while others place an important emphasis on it in the assessment procedure. The own-doctor certificate is usually supplemented by independent medics (eg in Australia, two-thirds of all claims are verified). In those countries where own-treating doctors are used to provide medical certificates, the OECD finds inflow rates rising. They assert that these practitioners may be too close to the client to make a thoroughly impartial judgment regarding return to work advice for their client.

The Department of Work and Pensions in the UK has found that: 
GPs are not occupational health specialists but few have sufficient knowledge of the basic issues around fitness for work and occupational health when offering advice on fitness for work, GPs may not always encourage work retention and rehabilitation when this is appropriate, with significant long term consequences; and offering quality advice on whether the individual is fit enough to work is made more complex by the need for GPs to maintain a positive relationship with the client” (Department of Work and Pensions 2002). 
An evaluation was conducted to assess medical evidence gathered for eligibility decisions for incapacity benefit recipients. Sainsbury (2004) found that GP records (used by agency staff in decision making) were found to be useful for providing evidence of health conditions but less useful when assessing clients functionality.

Increasingly medical assessment has become more complex where there is now involvement by medical specialists, psychologists or psychiatrists. The involvement of these parties has therefore increased the costs and length of the assessment procedure.

In Norway and the US, the clients own treating doctors have the sole responsibility for assessment. In many cases they are seen as too close to the client to ensure neutrality in the assessment. The authors note that they may also lack some knowledge of the legal disability criteria and applicants’ employment requirements.

In many countries the final decision is taken by one officer in an insurance company (as in France, the US, Switzerland and Italy) and in other countries by a team of experts. In many countries the decision makers are not medical personnel. Countries differ as to how often vocational specialists are involved. Furthermore assessment procedures differ for different forms of disability (OECD 2003a).

For those with mental illness assessment is more difficult. There are now more illnesses which are difficult to diagnose and assess and thus determine the effect on current and future work ability. The OECD presents the information on the increasing proportion of those with mental and psychological problems; the younger the benefit recipient population, the higher the share of those with mental health conditions. The literature points to a number of reasons for this:
· There appears to be a greater willingness to get help than in the past and greater encouragement on the part of government to promote access to help.
· There are new diagnostic techniques being found all the time coupled with more psychiatrists and psychotherapists being trained in each country.

· The type of employment that the labour market in different countries now requires implies more complex and demanding work. This has led to increased stress on those working within it. In addition, an increase in the casualisation of the labour force has meant that those working full time are now working longer hours than they have in the past.

· Finally less stable family structures are putting increasing stress on both parents and children alike.

The UK government has attempted to address some of these problems by: 
· “improving training for doctors and other healthcare professionals in the basics of assessing fitness for work and occupational medicine 
· working with appropriate professional bodies to ensure that GP registrars are assessed on their knowledge of fitness for work and medical certification before they become qualified GPs 
· providing better and more easily accessible information to healthcare professionals on evidence based recovery times to ensure certification does not continue unnecessarily” (Department of Work and Pensions 2002). 
To do this they have set up websites for all GPs to provide on-line training and advice on medical certification and issues around fitness for work.

Likewise Germany has established procedures where doctors must comply with published guidelines for the treatment and rehabilitation of those with disabilities. Doctors attached to social security agencies refer individuals to rehabilitation services if appropriate. As discussed in Part I, if rehabilitation is considered appropriate, another panel of doctors will decide whether vocational or medical rehabilitation is needed. At this point, in line with the “rehabilitation before pension” emphasis, the panel decides whether they are eligible for a disability pension (Doube 2004).

Assessment for different types of disability

Hills et al (2001) in the evaluation of NDDP Innovative Schemes find that different issues arise when assessing those with different forms of disability. For those with learning disabilities, it was important that: 

· the assessment procedures were geared to meet the ability of the client – in recognising that literacy may be a problem for some of these clients, it was found that there was less importance placed on written assessments by the client. 

· where necessary a support person was encouraged to come with the client to assist in filling in forms and other assessment procedures.

For those with post accident disabilities, assessments should include:

· both physical and psychological components, and medical and occupational health assessments – it was found to be useful where these could be worked in tandem.

· other social, emotional, economic and legal considerations needed to be taken into account.

For those with multiple disabilities, it was important that:

· assessment included all aspects of life to build up holistic understanding of a situation 

· standardised assessment procedures are used including social skills, vocational profiling and assessing job skills – the evaluation found that this need not bedone immediately with the case manager but it was important that the client take equal responsibility for thinking, assessing and planning the right way forward

· trust is built before clients are willing to work with staff – some clients in the evaluation revealed some significant relevant information after four to five weeks

· the assessment should be an interactive process and take place over time.

The other important factor in assessing disability is that it is not a static state. The nature of a disability can change from year to year so assessment must be an ongoing process.

Key points – Assessment of disability
· “Disability is notoriously difficult to assess; particularly for newer mental illness plus physical stress-related conditions like lower back pain”. Disability also changes over time and thus assessments must accommodate this.

· There are usually long waiting periods between assessment and rehabilitation, preventing early intervention. This is exacerbated by the involvement of more health and vocational specialists.

· Assessments from own-treating doctors are increasingly viewed with caution. Countries where this is common practice exhibit increasing inflow rates; specialist (insurance or social agency) doctors are used more frequently.

· Many GPs lack occupational health knowledge and their assessments are made more complex by the need to maintain positive relationships with clients.

· Different agencies/individuals make the decision for rehabilitation in different countries. The decision can involve GPs, insurance doctors, a panel of doctors contracted by agencies or insurance officers.

· Vocational assessment varies for different types of disability. For learning disabilities, there is less emphasis on written assessments; for post accident disabilities, health and psychological components are necessary; for those with multiple disabilities, assessment should be interactive and take place over time including all aspects of life (social skills, vocational profiling and job skills).

10 Assessment tools

While specific assessment tools are used by occupational psychologists in the course of diagnosing clients, case managers also need a range of tools to prepare them for good decision making. In the programmes highlighted in this report, assessment of employability was undertaken in a variety of ways. In Project NetWork, case managers were systematic in their collection of medical and psychological information of clients. As mentioned previously, there were long delays in receiving the assessment.

In the New Deal for Disabled People (NDDP) programme, many decisions were left to the discretion of the PA. Formal tools were used by occupational psychologists and although available, were not widely used by PAs. Unless the PAs questioned the clients own assessment of their ability, little input was received from health professionals (Corden and Thornton 2002).

The National Vocational Rehabilitation Programme (NVRP) clients had already received a number of assessments by telephone and from file records, prior to their reaching the external case manager. They were then re-assessed in a two to three hour interview. No specific assessment tools are mentioned in the literature.

Australian VR services for those with disabilities have typically used the Job Seeker Classification Instrument (discussed below).

The following assessment tools include those used by case managers and occupational psychologists in various countries to assess:

· client needs, skills, abilities and employability
· medical conditions and impairments
· appropriate types of training, work trials, or employment for their clients
· which obstacles and barriers to employment are the most significant for clients
· return to work and whether that return will be sooner or later.

Client Progress Kit – UK

This kit is used in the UK in conjunction with the Work Targeted interview which specifically focuses on finding employment for clients. The kit consists of a printed questionnaire, a laminated desk aid and a client progress report. These are used to find information which will have a direct impact on clients’ ability to find work. Scores achieved on the questionnaire may indicate what type of vocational intervention is needed. It is mandatory to use this assessment on some New Deal projects. 
Weaknesses of this assessment include advisers being uncomfortable scoring clients in front of them and sometimes questionnaires were not used at all. Goldsmith and Jackson (cited in Riddell 2002) in their evaluation of the kit indicated that “its use was patchy and not always effective”. 

Employability assessments – UK
Birkin and Meehan (1999) assert that “effective assessment of employability is particularly important for disabled people because they may have difficulty in identifying an appropriate job goal and conveying to employers their ability to do the job as well as the adjustments that may be required”. They have developed the Birkin/Meehan Employability Measure (BMEM) which assesses employability in a simulation of a job interview. The interview is designed to identify a client’s strengths and weaknesses. The BMEM is appropriate for use with a range of disabilities and can be adapted for those with specific difficulties (visual or hearing). 

Snodgrass (2001) evaluated the BMEM and found it was not fully understood by PAs and Occupational Psychologists in the NDDP – Personal Advisor Service pilot. Criticisms included it being too long and thus time consuming, too academic and not relevant. The report concludes that those using the BMEM should understand the purpose of the instrument, and receive training and on-going support (especially by managers) in the use of it (Riddell 2002).

Generic Workplace Behaviour Observational Assessment –  UK

Generic skills such as communication, numeracy, information technology, problem solving, working with others and improving performance have been cited by employers as being transferable to a number of tasks and firms. Mills (1999) was commissioned to report on the development of this instrument, which is intended to be used by employers. The report concluded that establishing an assessment partnership between business and the Employment Service was feasible.

Information generated from this assessment shows strengths and weaknesses of employable generic skills and its application would be appropriate for people with disabilities (Riddell 2002).
Client self-assessment – UK

Under the NDDI
, a project was established which developed a computer programme for people with disabilities to self assess their suitability for certain occupations. The programme called WORK-ABLE
 (2000) assesses skills and interests against job requirements (Riddell 2002).

Obstacles to Return to Work Questionnaire – Sweden

A further form of self assessment was developed by Marhold et al (in Knight 2004). They found that the best predictor of return to work for those suffering with chronic back pain in Sweden, was the client’s own beliefs about their return. The Obstacles to Return to Work Questionnaire
 was developed by the researchers as a screening tool and proved to be a relatively good predictor of work absences. Further predictors were the client’s perception of low levels of support at work, perceptions of physical work demands and work danger, depression levels and intensity of pain. 

Another study relating to back pain in Knight (2004) showed that a Canadian Back Institute survey found that all Canadian GPs believed they could predict which back clients would not recover as expected. The 25 GPs reported this was done with a combination of knowledge of client’s circumstances of the injury and instinct regarding the injury. From the survey, the Institute developed its own checklist
 determining barriers to rehabilitation of these clients.

Reiso et al in Norway (2003) found that high pain intensity, low self-assessed work ability and a self-predicted absence status of longer than four weeks were good predictors of being off work long term (Knight 2004).

The Disability Pre-employment instrument (DPI) and the Job Seeker Classification Instrument (JSCI) assessment tools – Australia
These assessment tools are used in Centrelink, Australia and were used in Phase One of the Case Based Funding Trial (CBFT) in Australia. The DPI is designed to measure the support needs of a job seeker and in the CBFT was found to be relatively successful in estimating these needs. The DPI is completed by the service provider after staff have worked with the job seeker for a month (FaCS 2002).

The JSCI
 is a relative measure of job seeker disadvantage in the labour market and is designed to measure barriers to employment. The factors in the JSCI include demographic characteristics, education and qualifications, family status, location, mobility, personal advantages and disabilities and the higher the points on the JSCI, the higher the predicted level of difficulty of employment placement for the client. Together the JSCI and the DPI are used to determine the job seeker’s funding amount by reflecting both probability of achieving an outcome and the relative support needed.
The questionnaire is completed by the job seeker, and is used to identify both needs and barriers and also assesses funding for the job seeker (under the CBFT programme). JSCI classifications determined three levels of funding which was then distributed to the service provider. The CBFT evaluation found that the JSCI shows strong correlations with the likelihood of achieving early outcomes for job seekers. Both assessments are important prior to employment to ensure that all conditions are taken into account (disability support and labour market conditions).

The DPI scores were not successful in showing the different support needs for those with different types of disability (psychiatric and learning disability needs were overstated), and concerns were raised with the need for re-assessment when a job seeker’s condition changed. Thus, a new tool was developed in Phase Two; the Disability Maintenance Instrument (DMI). This is a classification tool used to fund maintenance support. It is similar to the DPI in that it also assesses employment support requirements and has been successful at assessing support hours needed for all disability types.

These assessment tools showed that disability type seems to have a strong influence on support hours. For example, for job seekers with a physical disability, nearly half (48%) received relatively few support hours, (ie less than 50 hours support). In comparison, only 17% of those with an intellectual disability received less than 50 hours, while 32% received greater than 200 hours support (FaCS 2002).

Other classification processes may also be used, addressing low motivation, psychological issues and the impact of a person’s disability on their capacity to work (see WATs below) (Corden and Thornton 2003). A person scoring 50 or more on the JSCI is referred to an occupational psychologist for a special needs assessment.

Work Ability Tables (WATs) – Australia

The Work Ability Tables (WATs) were introduced in 1998 to help Health Services Australia Medical Advisers and Centrelink Disability Officers assess the impact of a disability upon a client’s ability to work and generate a profile of their work ability. WATs are also used to assess whether there is “continuing inability to work” used for DSP eligibility purposes. Someone who scored 50 points or more on the WATS automatically received the maximum points on the disability section of the JSCI. They have now been superceded (2003) by the Disability Employment Indicators (DEI).
Disability Employment Indictors (DEI) – Australia

The Disability Employment Indicators (DEI)
 is now the eligibility assessment for job seekers with disabilities to access Australian Government funded Job Network, Disability Employment Assistance and Vocational Rehabilitation services. It identifies the type of support that a job seeker needs to move into and retain employment. 
A DEI assessment is to be carried out by a “a professional (eg a counsellor, social worker, case manager, community health worker, teacher, psychologist or physiotherapist) who has sufficient knowledge and history of the job seeker to answer questions about the support likely to be needed to get and keep a job” (FaCS 2003b). The resultant Professional Report will be completed by a disability employment assistance provider if the other professional are unavailable.

Capability Report – NDDP

Used in the NDDP Personal Advisor pilot, the Capability Report is intended to “provide work focused information about clients’ conditions or impairments and is completed by Medical Services doctors while they are examining clients as part of the Personal Capability Assessment.” PAs use of these employability assessments was explored as part of the evaluation. To be effective as an assessment tool, the PAs required three types of information:

· general information about the client
· medical information about the nature of the disability and the implication that has on work
· specific employment related information to move the client towards work (Legard et al 2002).
An evaluation by Legard et al (2002) revealed that the Medical Service doctors, who were preparing the statements, felt that a degree of expertise in occupational health was necessary to complete the form satisfactorily. Some felt they lacked an appropriate level of this experience. Others questioned whether they were the most suitable health professional to be completing the form.
There was mixed response by PAs to the value of the Capability Report. Some PAs felt that the Capability Report added little to the information given by their clients while others felt it provided a useful third party medical perspective on the clients’ condition. Those that made extensive use of Capability Reports had more experience in dealing with disability and preferred a range of information to make an informed decision. Client-led PAs were less inclined to endorse its future use.

The evaluation showed that the PAs had dealt with few cases of the Capability Report. This was due to the low level of understanding of the Capability Report and the value PAs placed on it. It emerged that little training had been given to the PAs and little liaison was made between them and Medical Services doctors. This has important implications for those designing such systems. Without appropriate training in the use of these tools, together with the perception that the tools will aid the PA or case manager, such implementation of these instruments can have little value (Legard et al 2002)
Life Skills Profile

To predict employment outcomes for those with psychiatric illness, Tsang et al (2000) found that functioning before the onset of mental illness, work history and social skills were consistent good predictors. Tsang suggests that therapists and vocational counsellors should look at and assess these factors and suggest that standardised tests should be used in the assessment. To test functioning before the onset of mental illness(also called premorbid functioning), the Life Skills Profile could be used (LSP; Rosen, Hadzi-Pavlovic, and Parker 1989). This is a 39 item scale completed by a doctor. 

Tsang et al propose suitable programmes for those with psychiatric disabilities, including hospital based programmes, sheltered workshops, assertive case management, transitional employment and supported employment. They suggest that for those showing potential for successful entry into employment, the most appropriate strategies would include transitional employment, case management and social skills training. For those with a lower potential for open employment, they advise a supported employment approach.

Menninger Return-to-Work tool – Australia
The Menninger Return-to-Work tool assesses the risk of clients remaining longer in the system rather than assessing employability.. The Menninger Return-to-Work Scale, developed by The Menninger Foundation in Australia, provides a “separation” between those who return to work and those who don’t. The scale identifies the following variables as significant in predicting return to work. They are listed in order of importance:

· type of disability support received
· education
· amount of wage replacement
· occupation
· type of disability
· type of employer
· gender
· age
· area of residence and 
· marital status.
The work of Hester (1986, as cited in Fulton 1996) showed that nearly 90% of workers who scored 50+ on the scale returned to work, while only 18% of those who scored less than 50 ever returned to work.

HALS Severity Index – Canada

A severity index of disability has been derived from the Health and Activity Limitation Survey (HALS) in Canada,. It is simply a three point scale of mild, medium and severe. The scale is derived from an aggregate score of 23 questions related to specific disabilities. Those activities that create “a lot of difficulty” for clients are given two points per question and those activities that the client can do with “some difficulty” are given one point per question. The points are then aggregated and a degree of severity is assigned.

However, the derivation of the index is problematic. It is biased towards those disabilities recorded with multiple items. For example, a disability which gives the person mobility problems is likely to end up with a more severe index rating than with a visual disability. This is because there are six questions relating to mobility disabilities and only one relating to a visual disability. The index also rates poorly in capturing emotional, psychological and intellectual disabilities. It is also based upon self rating and therefore prone to bias in other ways (Saskatchewan 2002).

Tools used by ACC – New Zealand

The following is a list of case management tools compiled by the ACC in 2000 on which their case managers depend to make sound judgments for treatment and extension of claims for their clients.
· “Informe” – an on-line guide for rehabilitation policy and procedures; still used in 2004.

· Branch Medical Advisors (available part time to advise on medical issues and give approval for funding various interventions)

· Work Capacity assessment 

· Treatment Profiles, May 1999 – provide practitioners with best practice guidelines

· GP handbook, introduced 1998 – includes frequently asked questions, explains how ACC’s systems work – aimed at improving relationships with GPs

· Pathways – computerised case management system

· RAS – peer review tool that provides for a second opinion on the early treatment, certification and rehabilitation management by GPs and physiotherapists

· Duration Management – internationally recognised duration tables which define best practice procedures and timeframes for recovery under normal circumstances

· Elective surgery contracts to enable claimants to return to work/independence more quickly than sitting on a waiting list

· Workwise clinics – occupational medical service designed to achieve early intervention and develop more effective ways of handling gradual process and acute low back strain claims

· Guidelines for managing back strain and assessing psychosocial warning signs
· Traumatic Brain Injury Guidelines and Serious Injury Manual

· Decision making tools – “Test of Reasonableness”, “Risk Assessment checklist
“

· Individual Rehabilitation Plan (IRP): “to set rehabilitation goals and a proposed schedule for treatment and social and vocational rehabilitation, agree rights and responsibilities and record the claimants progress” (Office of the Auditor General 2004).
Since that time, ACC has extended their practice to include Lifetime Rehabilitation Planning. Staff members assist those with serious injury (spinal or head injuries) to make lifetime rehabilitation plans and monitor their progress when the claim is passed to a case manager.

ACC has also replaced Branch coordinated contracting, which was designed to ensure the consistent purchasing of quality rehabilitation services, with National service contracting. They also have the Medical Disability Advisor computer system
, an on-line interview tool called Scripting, and a national helpdesk (Office of the Auditor General 2004).

Standard Occupational Psychologist assessment
The purpose of Occupational Psychologist (OP) assessment, advised by Snodgrass (1998) is for jobseeker clarification of work goals and identifying the action needed to realise those goals. In place of simply using psychological assessment tools available, the OPs are encouraged to carefully assess individual needs. The advice was also that OPs should be bound by time. Examples are given of various client assessment reports showing that in addition to an in-depth interview, literacy and numeracy assessments and work sample tests may be given. The latter would show the OP what type of employment may be appropriate (Riddell 2002). 

Assessment of barriers to employment

There is much in the literature
 on the recognised barriers to employment for those with disabilities and a full discussion will not be included in this report. A thorough coverage of barriers to employment is discussed in an international literature review with relevance to the New Zealand situation (Knight 2004). Barriers facing long term unemployed, injured or disabled workers returning to work usually include both environmental and personal issues. These can include such factors as: 

· fear or losing income support or disability benefit

· loss of other benefits (such as health care)

· non-reinstitution of benefit (if the employment is unsuccessful)

· lack of information about the job or labour market

· discouragement from those close to them to pursue employment

· inadequate skills or training to perform adequately in the job

· past discrimination in other jobs (Fawcett 1996).

In addition, The Roeher Institute’s “On Target” study in Canada found that a bigger barrier to employment than the disability itself was the unavailability of accommodations and supports. The three accommodations that those with disabilities (not participating in the labour force) most identified to help them back to work were:

· reduced or modified hours (33%)

· job redesign (27%)

· accessible transport (14%).

Fawcett concluded that 

overall, 56% of persons with disabilities who were out of the paid labour force showed signs of future work potential or indicated that at least one environmental barrier kept them from looking for work … This means that if circumstances (other than the disability itself changed), more than half of the persons with disabilities who were out of the labour force would have been likely candidates for paid employment.

It would appear that assessment of client needs and barriers to employment are often not thoroughly investigated in many government programmes. An Australian survey shows that current assessment of job seekers needs and barriers (conducted by Centrelink staff) is somewhat inadequate. They refer to a “formulaic and computerised approach” in preparing some work plans together with poor staff attitudes to those with mental health problems. Ziguras (2003) recommends that the initial claims interviews should merely collect basic information for the application process and assessment of benefit entitlement. A following interview (away from the computer), to establish rapport and build trust, could then assess barriers to employment. A number of assessment tools are discussed in chapter 10 to assist benefit agency staff and disability case managers appropriately assess all the needs of their client.
Key points – Assessing barriers and Assessment tools

· Barriers facing long-term unemployed, injured, or disabled workers returning to work include either environmental or personal issues or both.

· These include: fear of losing income support or disability benefit, loss of other benefits (such as health care), non-reinstitution of benefit (if the employment is unsuccessful), lack of information about labour market, discouragement to pursue employment; inadequate skills or training and past job discrimination.

· Assessment of obstacles and barriers to employment are often not thoroughly investigated in many government programmes.
· Assessment tools are also used to investigate client needs, skills and abilities and employability, medical conditions and impairments, appropriate training and probability of return to work.

· Many tools have been successful in assessing these client needs.

· Uses of these tools have been criticised because they are too time consuming, too simplistic to be useful, case managers are not skilled in use of and interpretation of some assessment tools and case managers complete assessments in the absence of an appropriate professional.

11 In-work case management lessons

The basic functions within any case management model include assessing client needs, developing a comprehensive service plan, arranging for the delivery of appropriate services, evaluating and following up the client and advocating for improvements in any of the services given. The focus in this chapter is on the follow up of clients once they are in work. Kellard et al (2002) set out the key lessons of case management in post placement support after reviewing 170 in-work programmes. It should be noted that only some of the schemes evaluated were specifically targeted towards those with disabilities. However, all were involved in getting welfare recipients into or closer to the labour market.

Case management contact varied from weekly to monthly contact, was provided face-to-face or by telephone and extended to situations where the case workers were on call 24 hours a day, seven days a week. This situation was generally for those with multiple difficulties or where the worker provided support for the family also. Most of the programmes in Kellard’s review had time limits on the case management from a few months to several years. 

The research found that the provision of in-work support in the majority of cases required a number of services: very few had just a single support focus (eg childcare only). The diversity in the needs of even a single client meant that the effectiveness of providing just one service was insufficient to move the client towards work. Findings from this research show that although the provision of financial incentives can increase retention in work (for as long as the incentives remain in place), the effectiveness is increased by the provision of extra non-financial supports (Kellard et al 2002).

Post-employment support is usually provided via case management. The case manager will usually co-ordinate with the employee and the employer (and in some cases using supported employment, with the job coach also). The aim of case managers working one-on-one with a client is to help them gain a full knowledge of the clients circumstances and requirements (in-work and out of work) and enables them to provide an individualised programme of support and advice. Whether the case management is provided by government or private agencies may make a difference to how the client perceives the support. Clients may not wish to continue an association with a government agency, thus there is a requirement for some third party involvement. A discussion of the use of public employment services in the provision of post employment support is found in the chapter Role of Public Employment Service in other countries in Part III.

The use of voluntary case workers has not been common but demand for these services remains consistently high. Clients positively report on this contact and small but significant effects on retention have resulted. However, the evaluations of these programmes report that it is difficult to isolate the effects of case management services on retention implying that other factors could have positively affected retention rates as well.

The key lessons learned from delivery of case management services based upon the analysis of the 170 programmes include accessing case workers, provision of support, intensity and length of support, caseload size, type of support provided and referrals to other agencies. In addition, a further lesson learned from case management programmes is selection processes.

Access to case worker services 

The review found it was important for clients to be able to contact case workers out of work especially if the client did not wish employers to know about past involvement with welfare services. There was a need for some services to be provided voluntarily and in other circumstances involve a third party (avoiding the use of government agencies).

While it is important for case workers to spend time with employers, in many instances it may be difficult for the case worker to encourage the employer to spend time with them. Where this has been possible, retention issues have improved. Relationships that are built up over time between case workers and employers (especially prior to placement) have been successful. In cases where small firms have no human resources department, access to and support from a case worker can be of considerable value to an employer. In larger firms, it was found that “out-stationing a case worker at the worksite as in the Oregon Jobs Plus programme, improved retention on hard to place” employees (Kellard et al 2001).

Provision of pre- and post-employment support 
Case management has extended to in-work provision of assistance. Most welfare to work programmes in the US feature some form of case management, pre and post employment. Kellard (2002) in researching 170 welfare-to-work programmes found three that provided post employment case management specifically to those with disabilities. The key to their success was for case managers to provide rapid response in post-placement interventions.

There are arguments for and against the same case worker being involved in both pre-employment and post-employment support. Those who work with clients prior to their engagement at work are more likely to be aware of specific issues and barriers faced by these employees. There are also benefits of continuity of care making it more difficult for a client to be left unsupported. If a relationship of trust is built up, this can enhance the programme’s success, but inevitably places a greater load on the case worker to be expert in all stages of the employment process.

Arguments against using the same case worker in both pre- and post-employment support are that placement and job retention services require specific and differing expertise in each. If post-placement support is provided by a welfare agency, it may cause clients to be less enthusiastic about participation with the stigma attached. To overcome this many programmes have pre- and post-employment support programmes but use different staff to provide the services. The transition stage is seen as the most critical and an overlap of services at this point is crucial.

Intensity of post-employment support

Support in the early weeks of employment is vital to ensure all supports are in place for the client and help them through any teething problems. The support after this period is normally provided on a monthly basis. The research found that the most successful provider (in sustainable employment terms) provided two-way communication between case worker and client. In this way, a client need not wait until they are contacted by their case worker or wait for a scheduled appointment. Not surprisingly, clients on four of the GAPS
 programmes, where they had regular contact from their case workers, were the most satisfied with the programme. 

Duration of post-employment support
Of the 170 programmes reviewed, post-employment support duration varied significantly. Many case managers felt that a year was sufficient although provision should be made for continued support in a crisis. In the PESD programmes
, however, nearly half of the 2,500 clients in the treatment group still needed considerable support after one year. Yet other programmes continued to provide post placement support for two to five years. Kellard et al suggest that the support needed by clients is much longer than the provision on most programmes.

Caseload size

This depends on a number of factors including resources available in the organisation, intensity and duration of support, the type of services offered and specific needs of particular client groups. The quality of post-employment support will suffer if caseloads are too high. This was found in an Irish programme where caseloads averaged 330 per case manager; “too high to provide any effective post employment service” (Kellard et al 2002). The PESD programmes had caseloads of between 100 and 170 clients, but this was also found to be too high for the provision of effective post placement support. 

A further programme found that 75 cases for each case worker was sufficient to meet the demands of a smaller number requiring intensive support and still be able to meet the sporadic needs of others. Programmes working specifically with those with disabilities had much lower caseloads. Arbeitsassastenz in Austria, specifically for those with disabilities, limited their caseloads to 20 clients per case worker. 

This contrasts with the Project NetWork (again specifically for those with disabilities) caseloads of between 73 for the SSA Case Manager Model and the largest caseload of 114 clients in the Referral Model (Leiter et al 1997). Kellard reports that large caseloads reduce the scope for intensive help which is often needed in dealing with disability issues. With high caseloads, there is a greater chance of services provided later on in the support programme being left out, especially when pre- and post-employment support is meant to be provided. 

Millar (2000) (as reported in Kellard et al 2002) found this to be the case with insufficient resources contributing to low take-up in the NDDP in-work support services. PAs were too overloaded to be able to be proactive in providing in-work support. The extra demands placed on case workers when dealing with complex issues around disability may require more of a team approach for case managers. This has been found to be useful in a Norwegian VR project (Arbeid med Bistand – Work with Assistance) for those with disabilities (Kellard et al 2002).
ACC in New Zealand has reduced its caseload from 150 ten years ago to approximately 78 active cases, per case manager, in 2003. (Active claims are those that have received payment in the last 35 days). The range however at different branches varied from 65 to 109 (Office of the Auditor General 2004). In light of this research, it would appear that New Zealand’s goal (in the Ministry of Social Development) for caseloads of around 160 is too high if case managers are specialising only in dealing with SB/IB clients. However, this also depends on the amount of case management with post-placement work support (if appropriate) given to these clients.

Type of advice and support provided

Kellard et al report that the counselling, support and encouragement provided by case workers are almost always the most important services reported by clients, but these services themselves, have not been shown to improve retention rates. Very few in-work support programmes have been successful, but evaluations show that parts of each programme may improve results when combined with other services. These include referral to specialist services, access to transitional benefits and other financial assistance. Case workers are advised to be flexible in the type of support they offer as clients’ needs will change over time.

Evaluations find some evidence that separating financial services (such as accessing the right in-work benefits) from other types of help (such as developing appropriate work skills and adjustment to the world of work) is beneficial to the client. Outsourcing some of this work would reduce the workload for the case manager and help them focus more specifically on return to work.

The case manager’s role could be extended to offer help in moving on in a job. It may be that the first job is unsuitable so appropriate help is needed in moving the client on within the organisation, once they become established in the labour market. This implies in-work help for longer than is the case for many case management programmes, even if help is at a lower level of intensity than when first in work.

Types of support given to employers will depend on the employee and the level and type of their disability. Hills et al (2001) in their evaluation of the NDDP pilots, found that for those employing people with mental health problems, it was important to raise awareness of mental health issues in the workplace. A designated person (often a case manager) was needed to support the employer, so that a person with a disability requiring a lot of assistance wasn’t “dumped” on them. When engaging a client with learning difficulties, the case managers needed to be available to support not only the client but the employer as well. PAs with specialist knowledge of learning difficulties could alter perceptions of employers towards people with these disabilities, making it easier to find placements for their clients.

For those who are recovering from an accident, the most pressing needs for employers are in raising issues of employment law and employers’ responsibility to health and disability issues. The evaluation found that employers were reluctant to query the special needs of a client and required support in understanding both the general and specific rehabilitation needs of these individuals. Finally, the issues for those with multiple disabilities involve case management with the employer, to ensure they have a full understanding of the needs and skills of the employee. This client group found it more difficult to compete in open employment and thus, careful support and preparation was needed for many of the employers

.
Referrals to specialist services

While case workers are able to provide considerable assistance themselves, it will often be necessary, due to lack of expertise or time constraints, to refer clients on to specialist services. 

Specialist medical and vocational expertise is called upon in most VR for those with disabilities. In the treatment of those with severe mental illness, it is not uncommon to have a team of nurses, social workers, psychologists and a psychiatrist working to facilitate the health of these clients. Programmes such as PACT may use the services of an occupational psychologist if the programme is focusing on occupation rehabilitation.

Occupational Psychologists
Throughout the literature, VR programmes involve occupational psychologists to assist clients in return to work strategies. This is most commonly facilitated through the use of external agencies and it is uncommon for government agencies to have their own occupational psychologist. Both NDDP and Project NetWork employed the service of external occupational psychologists. In Project NetWork, case managers found the assessment by these vocational specialists to be slow, waiting up to three months for the tests to be completed and analysed. 

Most of the pilot areas in NDDP included an occupational psychologist. They were bought in to undertake assessments when PAs had reached an impasse with clients (such as overcoming a psychological issue in relation to work). The occupational psychologists carried out psychometric testing and cognitive and behavioural assessments on clients. In the contract pilotsoccupational psychologists saw clients only once, while in the Employment Service pilots clients could be seen by these professionals up to four times. The higher involvement from occupational psychologists was for those with mental illness or specific learning difficulties. At times it was appropriate for the client, psychologist and PA to meet together, but normally these meetings did not include the PA. In general, the involvement of the occupational psychologist was valued by the PA with the PA welcoming the opportunity to refer the client on (Hills et al 2001).

Doctors
Most commonly, clients see their own- treating doctors initially. Own-treating doctors were primarily used in Project NetWork in the US and in the NDDP pilots. (Only in 16% of cases in Project NetWork did case managers need to seek medical assessments from doctors other than the clients own-treating doctors). Where verification is needed, a doctor or physician is usually selected by the government agency. In larger insurance companies in the US, in-house physicians are a common feature. However, in Germany as discussed previously, benefit agencies have their own physician who decides on what will be best for the client. If that involves rehabilitation, a panel of doctors at the benefit insurance agency will decide whether this rehabilitation will be medical or vocational in nature (Sim 1999). In the UK, case managers will use a Capability Statement completed by an external doctor who has assessed their client.

Psychologists
Psychologists, used in the assessment of those with psychological problems, were involved in the process of VR. It appears that most of these specialists were located outside the government agency with responsibility for the rehabilitation. This was the case in NDDP and Project NetWork. Case managers primarily requested information from the client’s own psychologist or therapist, (or used an approved government psychologist) but staff criticised the time taken for assessments to be processed and returned.

The use of independent psychologists varied between the four case manager models in the Project NetWork trial. Overall, case managers only requested psychological assessments for 14% of clients. SSA case managers requested assessments for a fifth of their clients, while the VR Outstationing Model managers and SSA Referral Model managers made use of these assessments sparingly. Only one site (of eight) in the programme had a consultant psychologist who was used to provide assessments for 38% of the clients. 

Other specialists
Clients will sometimes need help other than of a medical or vocational nature. Other research (Hills et al 2001, Woodland et al 2003) reports that clients often need help with benefit issues and entitlements to other financial help. Kellard’s research found that case workers often spend a disproportionate amount of time in assisting their clients in these matters. Provision of specialists in these types of situations would ensure case workers were put to more productive tasks. One of the models in Project NetWork specifically referred clients to the right service, increasing the ability of the case manager to process more clients (Corden and Thornton 2002).

Other specialist services found in the study included childcare, transport, housing and health care. For those with disabilities, more intensive case management with small caseloads was required.

Selection processes
As found in the NDDP trial, an emphasis on outcomes as the pilot progressed, saw PAs selecting caseloads of easier to place clients. This also occurred in three studies reviewed by Thoursie (cited in Corden and Thornton 2002) in the US, Sweden and Norway. Case managers selected candidates with characteristics associated with employability (higher education level, younger age and recent attachment to the labour market). In the Norway programme, case workers performance was often evaluated on employment outcomes; thus selecting easier to place clients resulted in positive outcomes for the caseworkers also. However, Corden and Thornton found another US programme where case workers favoured relatively disadvantaged applicants, which contradicts these other findings. They suggest that at the programme level, case managers have their own ideas about the appropriateness of clients for a programme, based on their own beliefs and programme expectations.

Barriers to effectiveness of case management

The key lessons learned allude to good case management practice, including appropriate levels and duration of pre- and post-placement support, good support for the case manager to provide healthy levels of support to the right number of clients and referring on services where the case manager lacks the expertise or does not have the time to deal with specific issues. 

While the intention has always been to maintain these effective case management practices, a number of barriers were identified in the inception stage of case management at ACC. Its inclusion here is useful to highlight the pitfalls when setting up a new case management system. ACC only instituted a case management system in the mid 1990s (Office of Auditor General 2004). The barriers since that time have all been addressed but are common when establishing new case management practices. They can include:

Insufficient training and skills of case managers 

Walker (1994) found the majority of case managers at the time had transferred from a claims processing background. These findings are similar to an Australian study which found that case managers were young and inexperienced and very junior in the organisation with half the agency staff falling into this category (Fulton 1996).

High caseloads 

The literature
 suggested that caseload size should range from 10–60 depending upon the intensity of intervention required. The average caseload in ACC was 150 cases per case manager (Walker 1994) but has reduced significantly to around 78 active claims (Office of Auditor General 2004). It is interesting that NDDP Personal Advisors felt that an active caseload of 40–45 would be unmanageable (Hills et al 2001). 

Inadequate technology

Although ACC was committed to improved information systems to assist case managers, Walker found that case management was predominantly carried out using paper based administrative processes. This has changed significantly since the time of writing (1994) with advanced computerised systems installed currently. ACC has the use of “Informe”, an on-line policy and procedures manual plus other on-line tools.
 Other research points to sophisticated computerised systems increasing the effectiveness of efficient case management (Hills et al 2001). This is confirmed by research of Brock and Harknett (1998).
Inadequate external service providers 

Walker (1994) found that having external service providers giving inadequate service made a rehabilitation outcome difficult to achieve. To combat this, they replaced Branch coordinated contracting with National service contracting.
Non-targeting of case management

Walker found in the literature that case management was effective only when targeted to specific populations. Although ACC had identified that their goal was to target more high risk injuries, every claim received was approached in the same way. This may have led to excessive caseload numbers and ineffective targeting of resources. Again this has been addressed since that time with targeted case management now undertaken on the basis of risk assessments of clients.

Key points – In-work case management lessons and barriers to effective case management

· Access to case managers: it is important for the employee to be able to contact a case manager out of work and for a case manager to spend time with the employer; with improved staff retention as a result.

· The key to success with provision of pre- and post-employment support is rapid response in post-placement interventions. 
· Using the same case worker for pre- and post-employment has the advantage of awareness of specific issues and barriers faced by clients; and provides continuity of care. The downside is that placement and retention services require case managers to be skilled at both.
· Successful programmes provided two-way communication between the caseworker and client with intensive post placement support initially, which was reduced with time. 
· While a year is common for post placement support, some clients require up to five years’ support.
· Caseload size depends on duration and intensity of support and upon the degree of disability of clients in the caseload. There is huge variation with as few as 20 for those with severe mental illness with 1:75 still being considered small enough to meet the demands of most. (ACC’s active caseload is now around 78). However between 70 and 120 is common for those with disabilities with light post placement caseloads.
· The most common types of advice and support are counselling and encouragement, referral to specialists, job search assistance and in-work support. 
· Support for employers depends on the type and extent of the disability of those employed.
· Referral to specialist services includes the assistance of psychologists, occupational psychologists and doctors. Those with severe mental health issues are likely to need a team approach including the above plus nurses and a psychiatrist.
· Other specialist services for people with any disability may include financial help, assistance with benefit eligibility and other social services (childcare, transport and housing). 
· In many programmes selection processes mean participants are selected with characteristics associated with employability (younger, more educated, recent work experience). Case managers tend to choose clients based upon their own beliefs and programme expectations.
· Barriers include insufficient training and skills of case managers with many being young and experienced. High caseloads and inadequate technologies have led to overworked staff with poor information systems to track clients.
· Lack of appropriate external service providers or their inadequate service provision makes a rehabilitation outcome difficult to achieve.

· Non-targeting of case management leads to inefficient use of resources.
12 Summary

Case management, as a tool for increasing work retention of those with disabilities, is used in a number of programmes. The basic functions within any case management model are: 
· assessment of client needs 
· development of a comprehensive service plan 
· arranging for services to be delivered 
· evaluating and following up 
· advocating for service improvements. 

While increasingly used, case management still lacks a consensus among users regarding its components and appropriate application. To date no meaningful comparison can be made between different case management models and little evidence is available in the literature as to its effectiveness. In addition, there are few strong indicators of the kind of person for whom case management works best and a lack of robust evidence about which factors contribute to the positive outcomes for clients. However, other research finds mixed evidence that case management approaches may improve job retention rates and case management provided in-work may have an impact if carefully resourced and focused on the needs of specific client groups, including those with disabilities.

The case management approach is generally supported by clients, with the majority favouring the personalised response from the case worker. In addition, proponents of these techniques assert that there is clear evidence that case management services in the private sector result in efficiency savings of 10–20%. 

A number of employment programmes have used a case management approach. The more effective programmes involved clients interacting with only one person who then referred them to employers or other specialist rehabilitation services if necessary. Programmes using a tiered case management system (as in NVRP) resulted in communication problems and client dissatisfaction. Lower caseloads enhanced services provided by case managers who were more likely provide some follow-up to clients.

A number of case management models are used in the treatment of those with psychiatric illness, such as Assertive Community Treatment and Intensive Case Management, but few have a focus on vocational rehabilitation. Strengths based and rehabilitation models of case management have a focus on people’s abilities and strengths rather than their disability. This approach can be applied in supported employment where a case worker can support both job coach and client.

Case managers require a number of skills including problem solving, negotiation, decision making and facilitation skills, being a team player and a creative problem solver. Personal skills are seen as important as case management qualifications with desirable skills including understanding client needs, the ability to motivate people, understanding potential employers needs and having passion and compassion for clients. Knowledge of the demands of the labour market is also essential. Specialist case managers working with particular disabilities require specific knowledge in those areas.

Disability is difficult to assess, especially for newer mental illness and stress related physical conditions. There are often long waiting periods between assessment and beginning the process of rehabilitation; thus contravening the principle of early intervention. This is exacerbated by the involvement of more health and vocational specialists. Assessments from clients own treating doctors are increasingly viewed with caution, with disability inflow rates rising in countries where this is common practice. Recognising that GPs are not occupational health specialists and the necessity to maintain a positive relationship with the client, specialist (insurance or social agency) doctors are now used more frequently.

Vocational assessment varies for different types of disability; for learning disabilities, there is less emphasis on written assessments; for post accident disabilities, health and psychological components are necessary; for those with multiple disabilities, assessment should be interactive and take place over time including all aspects of life (social skills, vocational profiling and job skills).

Vocational assessment must also include identification of barriers to employment which can include: 
· fear or losing income support or disability benefit
· loss of other benefits (such as health care)
· non-reinstitution of benefit (if the employment is unsuccessful) 
· lack of information about the job or labour market
· discouragement from those close to them to pursue employment
· inadequate skills or training to perform adequately in the job 
· past discrimination in other jobs.

A number of assessment tools have been developed to assess these barriers to employment. In addition, tools are available to assess client needs, skills and abilities, appropriate types of training, medical conditions and impairments, and probability of returning to work. The tools are administered by agency staff, occupational specialists, psychologists, doctors and in some cases self assessment is encouraged. At times their use is criticised for being too time consuming, case managers not being skilled in use of and interpretation of some assessment tools and case managers completing assessments in the absence of an appropriate professional. 

A number of lessons can be learned from case management practice to increase its effectiveness. Case managers act as both a referral service and broker. Specialist services include the assistance of psychologists, occupational psychologists and doctors (or a multidisciplinary team for those with severe mental illness). Other referral services may involve financial help, assistance with benefit eligibility and other social services (childcare, transport and housing). Brokerage services are usually between client and employer and as such the case worker must be accessible to both.
In post placement support, successful case management programmes allow for two-way communication between the case worker and client, with intensive post- placement support initially, which is reduced over time. Using the same case worker for pre- and post-employment has the advantage of awareness of specific issues, barriers faced by clients and the provision of continuity of care. The downside is that placement and retention services require the case worker to be skilled at both.

Barriers to effective case management may be the result of low skilled case managers with a lack of training or lack of appropriate external service providers. Other barriers are the result of high caseloads and inadequate technologies which lead to overworked staff with poor information systems to track clients. Caseload size will depend on the duration and intensity of post-placement support and upon the degree of disability of clients in the caseload. Caseload size varies considerably but 70–120 is common for workers dealing with people with disabilities with a light post placement workload.

In summary, there is little evidence of the effectiveness of different case management models, few strong indicators for whom case management services work best and a lack of robust evidence about which factors contribute to the positive outcomes for clients. Thus programmes need to use a range of interventions and strategies that are flexible and tailored to each individual and employer.
Key components of case management models

· There is limited evidence of the effectiveness of different case management models and no one model can be applied to all disability groups. 

· There are few strong indicators of the kind of person for whom case management services work best and a lack of robust evidence about which factors contributed to positive outcomes for clients.

· Programmes need to use a range of strategies in different combinations and at different intensities to meet the needs of participants. (Knight 2004).

· Effectiveness increases if one case manager is the main point of contact for the client.

· Individual case management plans should be flexible and tailored to each individual avoiding a one size fits all mentality.

· There is general support by clients for the case management approach in which personal support and advice is given with the appropriate provision to services to meet their needs.

� However, a conference delegate attending a recent Rehabilitation International conference held in Norway, June 2004 found that case management was used increasingly in many programmes. Conferences papers are unavailable at time of writing. (www.ri-norway.no)


� Those eligible for participation were people receiving DI benefits and those with disabilities (including non-sighted people) receiving SSDI benefits.


� Punishment for bad behaviour on the programme.


� This is confirmed in research by Parkinson and Horn (2002) stating that personal problems were often not recorded by Centrelink staff.


� National Disability Development Initiative established in 1997, its “aim was to promote a more coordinated national approach to the development of Disability Service activities that would enhance and/or extend the service offered to people with disabilities and their employers


� WORKABLE (2000) Final Report of the NDDI WORKABLE Project, Edinburgh: Stevenson College


� A copy of the questionnaire is found in Appendix Two of Knight, (2004).


� A copy of the checklist is found in Appendix Three of Knight, (2004).


� For a detailed report on JSCI – refer to an internet document www.workplace.gov.au/WP/Content/Files/ES/JSCI_information.pdf


� More details of the DEI are found in a report of their trialed use in November 2003.


www.facs.gov.au/internet/facsinternet.nsf/via/dea-streaming/$File/FinalReport_Nov2003.pdf


� A copy of the “Risk assessment alarms and triggers checklist” designed by ACC is also found in Appendix C of this report.


� This tool helps define an injury and predicts length of time out of work, based upon other data from people with similar injuries. The tool is used during the initial interview with the claimant (Office of Auditor General 2004).


� Ziguras 2003; Perrin 1996; Fawcett 1996; Kearney 2001.


� An evaluated programme in Pennsylvania for TANF recipients providing in work support including supportive counselling, advice on childcare and transport and referrals to other community services.


� An evaluated programme called Post Employment Services Demonstration in four sites across the US, providing job search assistance, counselling, referrals to other services etc.


� Walker does not specify which literature this relates to.


� Refer to chapter on Assessment Tools for more information on ACC information systems.






