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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 I focuses on Employment and Health Interventions for individuals with ill health or a disability.

EMPLOYMENT INTERVENTIONS
1
Labour force participation of those with disabilities

People with disabilities are disproportionately represented in the unemployment statistics and among those not in the labour force.
 The Australian Bureau of Statistics classifies those with different degrees of disability by labour force status. While the general population (with no disabilities) had a labour force participation rate of 80% in 1998, those with any disability only had a participation rate of 53.2%. 

	Labour force status by degree of core activity restriction, Australia 1998

	
	Profound
	Severe
	Moderate
	Mild
	All Disabilities
	No Disabilities

	Participation rate (%)
	18.9
	40.2
	46.3
	56.5
	53.2
	80.1

	Unemployment rate (%)
	7.4
	11.6
	13.1
	9.3
	11.5
	7.8

	Labour Force (000s)
	125.8
	364.8
	413.7
	589.9
	1474.6
	10388.4


Source: ABS, Australia

Not surprisingly participation rates (those in the labour force as a percentage of those in the working age population) increase as the degree of severity of the disability decreases. The figures for unemployment rates are not as consistent as they are for participation in the labour force. The percentage of those unemployed increases as the degree of severity decreases. At first glance, this would seem counterintuitive. However, it could be explained by a higher proportion of those with profound disabilities being less likely than those with moderate disabilities to be participating in the labour force (Dockery 2001). 

Rates for Canada
 are slightly higher with 71% of those with mild disabilities participating compared to 56.5% in Australia. For those with moderate disabilities, 44.8% participated in Canada; slightly lower than Australia (46.3%). For severe disability, participation rates in Canada were significantly lower at 25% than in Australia (40.2%). We can assume the number of people with disabilities in the labour force of many OECD countries falls somewhere in the range between Australia and Canada.

Many governments are recognising the importance of participation in the labour force for those in receipt of social welfare benefits. This is being extended to those receiving sickness and incapacity benefits and employment interventions have been trialled in a number of countries to encourage movement back to work, where appropriate. Governments’ policy objectives when creating disability policy can be viewed broadly under two areas; 
· equity and full participation 
· cost effectiveness. 
Embedded in law in many countries now is the right for those with disabilities to participate fully in society, with the aim of policy to remove as many barriers as possible to achieve this goal. While attempting to achieve this first goal, all government strategies should be as cost effective as possible (Perrin 1999).

Cost effectiveness implies efficient practice based upon sound return-to-work principles. A number of return-to-work principles from various programmes in various countries are found in the literature. These exemplify good practice in the rehabilitation of those with disabilities and (for some) their eventual reintegration into the labour market. 

2
Return-to-work principles

This chapter sets out a number of good return-to-work principles. Among them are well recognised principles of early intervention and identification and provision of effective assistance. Another principle is the structuring of health and cash benefits to encourage those with disabilities to return to work. This is discussed in Part III of this report. Despite principles of good practice, programme weaknesses exist in every country and are also discussed in this chapter. 

Before identifying the components of a number of employment interventions in other countries, we have included a short discussion of programme outcomes, highlighting the problem of comparison between programmes. We also list predictive factors in work resumption. While a full list is inconclusive and depends on different programme emphasis and targets, two predictive factors that have consistently been associated with work resumption are age and proximity to the labour market. Once good practice is identified there are problems associated with simply exporting this good practice from one country to another; this is discussed below.

Programme weaknesses

The OECD finds that employment programmes overall do not have a large impact on employment rates for those with disabilities. Vocational rehabilitation (VR) and training is offered too seldom and often too late, with employers frequently excluded from the process. (OECD 2003b). The General Accounting Office (GAO) in the United States (US) echoes this and on examining the rehabilitation rate of workers on public disability rolls, has made a number of suggestions of how this may be improved. The suggestions for improvements are made in the context of research of private sector organisations in the US and other practices that have been successful in Sweden and Germany. The suggestions are also informed by lessons learned from these European experiences and by reviewing work resumption initiatives used in the Social Security Disability Insurance (DI) and Supplemental Security Income (SSI) programmes in the US (Sim 1999).
A number of programme weaknesses have been identified in the US public system which undoubtedly also exist in other government programmes. They include the following.
· Work capacity of DI and SSI beneficiaries may be understated. Medical conditions per se, are not good predictors of work capacity, with vocational, psychological, economic, environmental and motivational factors often considered as more important in determining work capacity.

· The process of determining disability may encourage work incapacity. The “all-or-nothing” decision gives an incentive to focus on inabilities and minimise abilities. In addition, a long application process to “prove” one’s disability can undermine motivation and the ability to return to work.
· The benefit structure can provide a disincentive to low wage work. The prospect of losing cash and health benefits themselves act as a disincentive to try rehabilitation and work, especially where wages are not expected to be high. Furthermore, many with disabilities have less time to work given the extra time necessary to perform even simple daily chores.
· Work incentives are ineffective in motivating people to work. These incentives are complex, difficult to understand and poorly implemented, and both employees and employers are often unaware of their existence. Also, work incentives do not overcome the expected fall in income for low wage jobs and loss of health care.
· VR plays a limited role in disability programmes. Access to these services through the State Disability Determination Service (DDS) referrals is limited. Lack of monitoring in the referral process and reimbursements for success are insufficient to motivate VR agencies to work with beneficiaries. There is lack of awareness of VR services and little encouragement to seek such services (GAO/HEHS-97-46).
Key points – Programme weaknesses

· Work capacity of those with disabilities is often understated with medical conditions being poor predictors of work capacity.

· Eligibility determination gives an incentive to focus on disabilities rather than abilities.

· The benefit structure, together with the fear of losing other benefits, can act as a disincentive to low wage work.

· Work incentives are ineffective in motivating people to work.
· Vocational rehabilitation plays limited role in disability programmes.
Good return-to-work practice

While these weaknesses differ slightly from those of other countries, they are generally echoed throughout the literature and are being addressed by each government. From the GAO research three return-to-work practices shown to be effective are:

· early intervention as soon as possible after a disabling event to promote return to work
· identification and provision of return to work assistance and management of cases to achieve return to work goals
· structuring health and cash benefits to encourage those with disabilities to return to work (Sim 1999).
The literature makes constant reference to the importance of early intervention in rehabilitating those after accident or injury. The first two points above are discussed in detail below while the third point is addressed throughout Part III of this report. Other international studies and reviews of literature (Fulton 1996; Foreman 2001; Williams and Westmoreland 2002) confirm the second and third point and add that:

· occupational rehabilitation and return-to-work strategies should be based in the workplace (Fulton 1996; Foreman 2001)
· corporate commitment from the top (supported by the organisational culture) is required for return-to-work strategies to be implemented efficiently (Fulton 1996)

· there should be communication between employer and employee at all stages of the rehabilitation and commitment by all parties concerned as to goals and interventions (Foreman 1996; OECD 2003a; Thornton 1998; Riddell 2002)

· commitment by all parties in the rehabilitation process (especially employers), with consensus on the rehabilitation goals and interventions and co-ordination of treatment, claims and rehabilitation activities (Foreman 2001).

Other important factors in successful return to work include: modified work as a choice for injured workers, workplace ergonomic intervention to determine what modifications are needed, a culture oriented towards people and safety to reduce injury claims and recognising that smaller workplaces do not always have the necessary resources to manage effective return to work for injured workers (Williams and Westmoreland 2002). In addition, studies find that not all clients will benefit from or need rehabilitation.

Early intervention

Much of the literature including OECD, 2003a asserts that the most effective measure against long term dependence on benefits is a strong focus on early intervention. The longer a person with disabilities remains out of the labour force the lower their chances of returning to work. When someone becomes disabled, implying immediately after a disabling event or at an early stage of a disease or chronic illness, the OECD recommends a process of intervention be initiated and tailored to individual client needs. The OECD suggests that vocational training and rehabilitation can be started at the same time as medical treatment, thus avoiding the worst case scenario of someone never returning to work. Countries such as Denmark, Switzerland, Portugal, France and Sweden have instituted a specific benefit just for the purpose of rehabilitation. The tight eligibility criteria ensure that permanence on this benefit is not easily possible.

When assisting the client to access rehabilitation services as early as possible, GAO recommends the following practices: 

· addressing goals for return to work from the beginning of a disabling condition
· providing return to work services at the earliest appropriate time
· maintaining communication with workers that are in hospital or at home.
Medical and social insurance professionals favour this approach to discourage clients from focusing on their disability and encourage a focus towards rehabilitation. In Germany, the primary focus is on early rehabilitation and payment of benefits is made only after rehabilitation is considered. These rehabilitation authorities have published guidelines including definitive treatment, exercise recommendations and ways of persuading the client to apply for rehabilitation services. Sim (1999) notes however, that despite the principle in Germany of “rehabilitation before pension”, the services are not always available. 

In addition, studies showed that despite the principle of early intervention benefits were received prior to any rehabilitation and many clients never received rehabilitation. The main cause cited was the fragmentation of agencies providing various services to this population (Sim 1999).

In Sweden, the emphasis was on placing more responsibility on employers and employees to reach the goal of early intervention, with employers required to implement an employee’s rehabilitation plan within eight weeks of injury or illness. The process seems to work well, but is facilitated by three quarters of those employed working in large companies with doctors or physical therapists on site or companies having easy access to medical centres (Sim 1999).

In Norway, active sick leave is designed to prevent long term disability and focuses on two types of intervention: VR and adjustments in the workplace. Benefit payments can be stopped if the person does not participate in rehabilitation. In Belgium a 14 day hold can be put on sickness benefits while the person attempts work without losing entitlement to the benefit. To resume the benefit, a doctor’s certificate is necessary to prove that worsening health is due to the initial injury. The OECD suggests that this gives the employee a strong incentive to try work as these periods count as part of the waiting period for the disability benefit application.

In other OECD countries, this time of “sickness absence” is lost, because only when the disability benefit is received, can VR begin. Any sense of early intervention is lost, as in many cases a person waits for up to a year before any disability services, including VR, begin (OECD 2003a).

Much of the research (Thornton 1998; Riddell 2002) points to good continued communication between employer and employee in the early stages of rehabilitation. This communication, in larger companies and private insurance companies, is often facilitated by case management. Injured workers favour this approach even though it is also a motivational tool used by case managers to encourage return to work. This clearly must come alongside any other initiatives (such as work accommodations, income supplements, etc.) put in place for the employee. This approach is more useful for those with shorter term disabilities (who may return to work within say three months). For those with longer term disabilities, other provisions are made in many countries including protection against dismissal on the grounds of disability. 

Key points – Early intervention

· The longer a person with disabilities remains out of the labour force, the lower will be their chances of returning to work.

· Goals should be addressed for return to work from the beginning of a disabling condition.

· Return to work services should be provided at the earliest appropriate time.

· Some suggest that vocational training and rehabilitation can be started at the same time as medical treatment.

· Communication with workers should be maintained throughout rehabilitation.

· Some countries put more responsibility on employers and employees with a rehabilitation plan to be put in place within eight weeks.

Identification and provision of effective assistance

With the use of case management techniques, the GAO in the US recommends that the Social Security Association (SSA) provide for individual needs to be identified and appropriate assistance given. Rather than always assisting clients to return to their original place of work, transitional employment may be more appropriate. The GAO also recognises that those providing medical services should gain a full understanding of all the functions and roles of the worker within their work environment.

Germany’s rehabilitation policy is based upon the principle of the “individual assistance tailored to the actual needs and situation of each individual disabled or threatened by disability”. Within each benefit agency, a physician provides advice on the best course of action for the client. If the physician decides that rehabilitation is appropriate, a panel of doctors at the benefit insurance agency will decide whether this rehabilitation will take the form of medical rehabilitation or VR and will make a decision as to whether a pension is payable (Sim 1999).

Sweden’s approach is slightly different in that the onus is on social insurance officers to make rehabilitation decisions for the client. In this way case management techniques are put into practice with the co-ordination of rehabilitation specialists for medical and vocational services.

Both Sweden and Germany provide transitional work opportunities for those wishing to try work, but usually with reduced responsibilities or hours of work. However, these arrangements are mostly with existing employers. Germany, Sweden and private insurers in the US can often take advantage of the existing employer-employee relationship. However, in general in the US, it is unlikely that applying the same model will be successful, as those on disability rolls have usually been away from employment for some length of time. Over 40% of SSI applicants left their jobs more than 12 months prior to applying for a benefit and 27% did not know when they left their last job (Sim 1999). Nearly half of DI and SSI beneficiaries had not worked for six months before applying for the benefit.

In addition to transitional employment, the focus is very much on the individual needs with programmes tailored for each individual. Medical service providers in Germany and Sweden have a good understanding of the job functions of workers, with many physicians having been educated in rehabilitation. Contrast this to the comments from the UK New Deal for Disabled People (NDDP) evaluation of the Capability Statement prepared by doctors and used by Personal Advisors to make decisions of behalf of clients. Many of the doctors interviewed felt they lacked an appropriate level of occupational health experience and some questioned whether they were the most suitable health professional to be completing the form (Legard et al 2002). By law in Germany, a physician is “obliged to explain the importance of rehabilitation and explain the steps to be taken and the benefits that can be achieved” (Sim 1999).

Role of benefit agency in provision of effective assistance

The role of the benefit agency varies in each country, however, there are certain similarities in this provision. The first point of contact is normally made with an agency case worker. This was the case in NDDP in the UK where participants met with a case worker, called a Personal Advisor. In a US programme called project NetWork, participants met either with an SSA case worker (under three models) or a private case worker (in the fourth model). In the National Vocational Rehabilitation Programme (NVRP)
 in Canada, clients met with external case workers but agency case workers (although not meeting with clients) had responsibility for overseeing contractors, benefit claims and other eligibility issues.

While some specialist personnel are employed directly by government agencies, the norm is for these services to be purchased from external providers. Specialist personnel include doctors, occupational psychologists and other health professionals. (The NDDP pilot had an occupational psychologist attached to each project, but it is unclear whether they were employed by or contracted to the agency). This is discussed in more detail in chapter 11, Case Management lessons in Part II. 

The provision of basic vocational advice is usually given by an agency case worker. The services include basic job search skills, basic employment preparation, advocacy and counselling and financial advice. Any requirement for further vocational assistance such as work guidance, further job search assistance, skills training and other pre-employment services is either provided by the government agency or contracted out to private providers. The latter arrangement is referred to as a brokered service, organised by staff but delivered by a contractor. This contractor could also be another government agency, such as the Employment Service or Department for Education and Employment in the UK. 

It appears that most of the services for further vocational assistance and other pre-employment services to those in Project NetWork and NVRP were not provided by the government agency. More assistance was given in-house in the Case Based Funding Trial (CBFT) in Australia including CV preparation, interview practice and job club activities (Corden and Thornton 2002).

The agency case worker will usually act as an intermediary for the client with the intention to provide a seamless pathway from benefit to work. They may act as an intermediary between the client and an employer, or between the client and other agency departments (government employment agencies or benefit agencies) in cases where a one stop shop approach has not been initiated.

The role of government agencies extends to “marketing” their clients to employers. This may take the form of campaigns raising awareness to employers as discussed in chapter Involving employers in rehabilitation in Part I. Alternatively marketing may take the form of sending client details to a number of employers
or cold calling. Once some interest is gained from employers, the agency may set up job interviews for clients.

Effective assistance can extend to the provision of in-work support. This can include monitoring and client support, job coaching, on-the-job help, financial support (transport) and work accommodations. Client support in programmes is provided by both government agencies and private contractors. Most, if not all, financial in-work provisions are provided by government agencies.

Key points – Identification and provision of effective assistance 

· Case management will facilitate appropriate assistance given for individual needs.

· Medical providers should gain full understanding of functions and roles of the worker in their workplace and need some training in occupational rehabilitation.

· Different agencies and professionals make rehabilitation decisions for clients in different countries.

· While the programmes are initiated by the benefit agency, case workers can be agency staff or private contractors.

· Most specialist services are purchased from contractors but some agencies have their own in-house specialists (eg doctors).

· Elementary vocational services appear to be provided by agency staff while further assistance is contracted to outside providers.

· The role of government agencies extends to marketing of clients and acting as an intermediary for the client between employers and between other agencies.

· Both government agencies and external contractors play a role in the provision of in-work support.

Exporting practices

Care needs to be taken in simply adopting other countries’ practices and approaches that appear to work well in those contexts. These may not be effective given the different social, economic and political influences in each country. Furthermore, many countries have different definitions of disability and a different focus on rehabilitation. 
Expenditure priorities and legislative approaches also vary in different countries. Germany spent, relatively, twice as much on VR as the US, and Sweden spent 2.6 times as much (Sim 1999) “In Austria, Denmark, Spain, Sweden and Switzerland a request for benefits is automatically treated as a request for VR. In Germany, Norway and Poland, the degree of compulsion is slightly less; while in Australia, Canada, France, Italy, Korea, Mexico, Portugal, the UK and the US vocational rehabilitation is entirely voluntary” (Frank and Sawney 2003). 

Sim (1999) points out that due to the differences in expenditure priorities and types of rehabilitation programmes, it is difficult to identify the cause of success or failure in these countries. In addition, while the US concentrates on the most severely disabled, Germany has been accused of “creaming” or taking a high proportion of skilled workers with minor impairments and rejecting those most severely disabled.
That said, the good principles of successful reintegration are still likely to hold. They must however be implemented carefully, taking into account the peculiarities of each country’s social, economic, legislative and political frameworks. Most governments are committed to learning lessons from other successful (and unsuccessful) programmes.

Predictive factors in work resumption

We have identified that certain practices have been shown to be effective in work resumption. These include early intervention, identification and provision of return to work assistance (including work modification) together with case management and structuring health and cash benefits to encourage return to work. In addition other practices such as commitment by employers to the rehabilitation, continued communication between employer and employee during rehabilitation and rehabilitation being workplace based are likely to further increase work resumption. However, research finds specific variables that may be predictive in terms of work resumption.

Chronic back pain

As part of the six-country WIR (Work Incapacity and Reintegration) project on back pain, Hogelund (2001) investigated a number of studies to find what factors influenced work resumption. After a two year period of not being at work they found a number of factors of varying significance that were identified as affecting resumption of work. These included; occupation, vocational rehabilitation intervention, reasons for not working, changes in hours worked, type of medical providers and the type of medical treatment. Medical interventions, however, were found to have no significant impact on the likelihood of returning to work across all counties, but less physically demanding occupations had greater impact on work resumption. 

Health and self perceptions of ability were important factors in return to work with work abilities (those perceived at an early stage of return to work) being an early predictor of resumption in the longer term (Bloch and Prins 2001).

Hogelund also cites a number of studies
 that have investigated how different variables influence resumption to work for those with long term incapacitation from chronic back pain. Each of the studies shows the importance of one of a number of variables in their return to work. These include:

· socio-demographic variables (eg age, gender, education, marital status)
· medical variables (muscle strength, lifting capacity, pain conditions)

· psychological variables (eg personality disorders, coping strategies).
The comparison of studies shows that most (not all) found psychological conditions may have a significant influence on the probability of returning to work, and (of the socio-demographic factors) especially age
 where increasing age reduces the probability of work resumption. Van der Giezen et al (2002) also found that psychosocial aspects of work have been found to have a larger impact on returning to work than did the physical aspects of the job. Their study also focused on those with chronic lower back pain. Psychosocial risk factors in van der Giezen’s study include time pressures, monotonous or boring tasks, low job satisfaction and uncertainty in performing work tasks.

In contrast, Hogelund found socio-demographic (other than age), medical, job related and lifestyle variables generally had little or no importance. Variables concerning medical, job related and lifestyle conditions were only significant in a few of the studies.
General work injuries

Foreman (2001) has also reviewed international literature of return to work following a work injury and found a number of interacting variables in their influence on return to work:

· severity and type of injury – (severity but not type) was related to lower rates of work resumption
· characteristics of worker (age, gender, work attitudes, education and work skills) – positive correlations were associated with age, males, higher education and work skills
· rehabilitation interventions (including timeliness, appropriateness, quality of rehabilitation and the extent to which return-to-work expectations are engendered)

· workplace factors (including the quality of the relationship between employer and employee, availability of flexible duties, co-worker support and availability of employment) – workplace modifications increased return to work
· legislative and regulatory framework around rehabilitation – higher benefit levels reduce return to work (Foreman 2001).

Low back pain

Bloch and Prins (2001) in the WIR study of low back pain found some similarities to the above (study) but the predictors in return to work in their study were: 

· levels of pain in the early stages of rehabilitation
· perceptions of work ability

(both of which were positively correlated with return to work).

· age
· physical nature of the job 
(both of which were negatively correlated with work resumption outcomes). 

The “young age” determinant as a predictor in return to work is echoed throughout the literature. (Interestingly though, a study by Bergendorff et al (1997) finds that age has no relationship with work resumption for those with low back or neck pain.)

Musculoskeletal injuries

Melhorn (1998) in addressing issues around early return to work of those with musculoskeletal injuries also found that predictive factors for the individual include age, gender and psychosocial elements
. The predictive factors found in Melhorn’s review of studies associated with these cases are:

· age (risk of not returning increases with age) 

· gender (risk is slightly higher in females) – this confirms Foreman’s findings but is in contrast to Bloch and Prins (2001), who find that gender has no significant bearing on work resumption.
· genetics and overall health (increased risk with poorer overall health)
· workplace (increased risk with monotonous or repetitive work, long hours, lack of current work, vibration and cold temperatures)
· environmental issues outside of work.

Marhold et al (2002), also assessing patients with musculoskeletal injuries, found studies show that work variables are the significant predictors in return to work after rehabilitation. Fishbain et al (1993) reviewed 26 prediction studies and assert that future research should focus more on these variables. 

Psychiatric illness and severe mental illness (SMI)

In predicting 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 consistently good predictors
. For those with severe and persistent mental illness, Wewiorski (2004) reviewed 17 studies assessing the “association between demographic and diagnostic factors and employment outcome” with the focus primarily on employment outcomes from VR. The demographic variables found to be significant included:

· Younger age is generally associated with better employment outcomes in both attaining and retaining a job. 
· Effects of gender are ambiguous with each functioning better in different situations in terms of skills and attaining employment.
· Ethnicity results are also ambiguous with research concluding that it is not ethnicity per se that predicts employment outcomes, but attitudes and reactions from others that determine it.
· Strongest predictor of employment outcome was prior employment for people with psychiatric illness. They also found that history of employment over and above treatment efforts was a strong predictor. Not only prior employment, but stability and duration of prior work were strong predictors.
· Educational background produced inconsistent results. While one study found a positive association between education level and job retention, another found unemployment and higher educational level associated.
Diagnostic factors from Wewiorski’s study revealed that people with schizophrenia have poorer vocational outcomes and poorer patterns of job retention than those with other disorders. However, it is the symptom of the illness, not surprisingly, rather than the diagnostic label that predicts outcome, with studies finding that negative symptoms and skill deficits are the most significant determinants of outcome.
Thornton and Lunt (1997) found that education is positively correlated to employment for people with mental illness – “each increase in educational level yielded an increase of 1.48 times the odds of participation (in employment)”. Bergendorff et al (1997) in contrast found no relationship between educational level and return to work for those with a physical disability or illness with lower back or neck pain. 
However, a further study (WIR project) which Bergendorff participated in, found that low levels of education were positively correlated with lower rates of work resumption. The WIR study also focused on work resumption of those with low back pain (Doube 2004). While it is logical that those with higher levels of education are more likely to work in occupations that are less physically demanding, we must conclude the level of education is not a good predictor of return to work.

In conclusion, there are few convincing variables that are good predictors of return to work. The exception is perhaps age where nearly all the literature points to reduced probabilities of work resumption with increasing age. Gender and education appear to be ambiguous as predictors but lean towards woman being slightly less likely than men to resume work. The presence of some form of modified work appears to significantly increase the chance of someone going back to work and the nature of the workplace is important. A supportive culture by both co-worker and management would appear to enhance work resumption while repetitive work and negative physical aspects of the workplace diminish the resumption of work.

Key points – Predictive factors in work resumption
· For most conditions, age is the most important determinant in return to work, with increased age reducing probability of work resumption. A further predictive factor is proximity to the labour market. 

· Gender, education and ethnicity are not good predictors of return to work.
Physical Illness

· Health and self perceptions of work ability were positively associated with return to work while a more physically demanding job reduces the likelihood of returning to the work place.

· Psychological factors (time pressures, monotonous tasks, low job satisfaction) will reduce probability of returning to work.

· Higher benefit levels reduce return to work.
Mental Illness

· Functioning before the onset of mental illness, work history (including stability and duration in employment) and social skills were consistently good predictors of return to work.

3
Programme outcomes

Before we discuss different types of VR programmes in other countries, it is important to identify what constitutes an “outcome” from such programmes. Each country will have its own definition as to what constitutes a successful outcome. Until recently, self-employment was not seen as a successful outcome by the UK Employment Service. 

Measuring outcomes and comparing programme outcomes is difficult given the different priorities that governments place on both expenditure and targeting. While one government has a priority of targeting the severely disabled, as in the US, other countries priorities are on those closer to the labour market.

Provision of services for those with disabilities is often regarded as expenditure with no savings made. Another view is that large expenditures are made in government VR programmes to just stand still. No benefit is seen from the costs, no increase in employment is seen and there is no reduction in disability rolls (Perrin 1996; Berkowitz 1996). In addition, costs for this population may need to be made over a longer period than for those with no disability. “Value” is measured in these types of programmes by a number of indicators that include monetary cost, training time, programme outcomes and fiscal savings (from reduction in disability rolls) (Perrin 1999).

Berkowitz (1996) maintains that, rather than focus on the severely disabled, increased outcomes and thus greater returns on investment, are seen when targeting those close to the labour market. He advocates payment to providers is made only on the basis of employment outcomes (no return to employment, no payment). While the provider would bear the cost, the incentive for their involvement would be a retainer paid while the person remains in employment, suggesting that the provider maintain a monitoring role of employment retention. 

Outcomes-based funding, however, has been problematic due to poor outcomes data. Outcomes data is usually based upon the employment status of beneficiaries at different points of time post participation in a programme. Prins and Bosselaar (2001) in their evaluation of the Dutch Reintegration Voucher pilot project (similar to the US Ticket to Work scheme) found that outcomes data were unreliable. Riddell (2002) notes that there is often a lack of robust data on the long term effectiveness of programmes. 

If using outcomes based data, problems will also be encountered in the definition of what constitutes a successful outcome. Most US evaluations focus on the “Status 26” or case closure (with successful rehabilitation implied) as their one criterion of success (Walls et al 2002). Walls and Tseng (1987) stress the importance of having more than one indicator as a measure of successful outcomes in VR. Successful case closures include a number of categories: competitive employment, self-employment, sheltered employment, state agency-managed business enterprises, homemakers and unpaid family workers. However, most evaluations assess programme effectiveness in terms of those who moved into competitive or open employment (either full time or part time).

Riddell’s (2002) research has found that there is still much disagreement on what constitutes successful outcomes. Obviously, if competitive employment is the only criterion, then people suffering from severe mental illness or intellectual disability and those with significant learning disabilities will be excluded. The UK Jobcentre Plus Work Preparation programme includes, not just employment outcomes, but training, education or further Jobcentre programmes as successful outcomes. They report all other outcomes as “no outcomes” and make no distinction between those who can’t be traced and those no longer actively seeking work.

Thus in assessing the outcomes of the following programmes, direct comparison between outcomes of different programmes will usually be difficult, if not impossible.

Key points – Programme outcomes

· Measuring and comparison of outcomes between programmes and countries is difficult.

· Outcomes-based funding has been problematic due to poor outcomes data, with some countries not recording this data or different definitions of what constitutes an outcome.

· Most evaluations assess programme effectiveness for those that have moved into competitive or open employment only.

4
Programmes in practice

This literature review covers only a small number of government funded projects for those with disabilities. Historically, unlike programmes for the unemployed, many countries have not required those with disabilities or long term illness to seek employment. Thus there are only a few programmes that have specifically targeted those with disabilities in vocational rehabilitation (VR) at a national or state level. A number of projects consistently appear in the literature (Riddell 2002; Corden and Thornton 2002; Duckworth et al 1997; Hills et al 2001; O’Leary and Dean 1997) most of which are listed below. The projects chosen for this review are:

· New Deal for Disabled People – the UK
· Project NetWork – the US (discussed in Part II)
· National Vocational Rehabilitation Project – Canada (discussed in Part II)
· Case Based Funding Trial – Australia

· Work Incapacity and Reintegration Project, in six countries (Denmark, Germany, Israel, the Netherlands, Sweden and the United States).

A number of smaller projects and other interventions are also discussed.

New Deal for Disabled People – UK
Innovation Schemes Pilot 
The New Deal for Disabled People (NDDP) – Innovation Schemes project was a joint initiative between the Department of Social Security and the Department for Education and Employment and was established to test different methods of helping those with disabilities back to work. A number of different providers including 12 from the voluntary sector, seven public and five private and commercial firms, were commissioned over a two year period. 

The approaches that the different schemes used fell into three groups: 

· working mainly with individual clients through training and support
· attempting to make a seamless path from benefit receipt to employment by providing facilitation with employers –  other services to employers included raising awareness of disability issues and negotiating work
· setting up a prepared route to specific areas of employment.

In addition to moving people into employment, some schemes concentrated on retaining those new to employment. All schemes at some point assessed clients, planned relevant activity programmes (including job search and other skills), made contacts with employers and provided support for clients throughout the scheme and into work. While each scheme differed in how they dealt with clients, they typically followed the same pattern that included;

· identifying and assessing potential participants
· working with participants to find the best approach for moving forward
· giving clients a basic preparation for getting ready to move into employment preparing skills training for specific areas of work
· learning job searching techniques and actual job seeking
· negotiating and moving into work 
· providing in-work support for both clients and employers (Hills et al 2001).
The schemes worked in partnership with other agencies that could provide employment related services to their clients. These included Disability Employment Advisers (from the Employment Service) and also Benefits Agency staff. Working in partnership was seen as important and contributed to an improved service by providing additional resources and to ensuring a seamless pathway between different government organisations. 

Two broad management functions emerged for most providers; that of managing activities on the schemes and managing the wider relationships. The frontline staff were primarily responsible for managing activities and built trust with their clients as they provided individual support. Scheme managers, staff and clients were positive about the individual and flexible approach used on the programmes. 

A range of eligible clients were managed under the schemes. Those closer to the labour market were more work-ready and easier to place. Other schemes particularly targeted those further from the labour market and not surprisingly, those with more complex needs required more intensive support and a longer time to place. Some schemes focused on different types of impairment which fell into four categories: people with learning disabilities, people with rehabilitation needs after accident or injury, people with multiple disabilities and people with mental health problems.

The schemes working directly with employers attempted to raise awareness of the schemes, find placements for their clients and achieve employment outcomes. Some employers reported that after involvement in the schemes, their fears had diminished regarding employing people with disabilities (Hills et al 2001).

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)
· a robust labour market with employment available to the clients and having a specific job to go to
· targeting opportunities for clients and identifying skill gaps and labour shortages in the market.

The reasons for less successful schemes, in terms of facilitating their clients to a place of job readiness, included:

· having clients with complex needs
· lack of experience in the field, having to start from scratch in building up employer and other networks or lack of resources spread out over multiple sites
· not providing enough support for clients as they move into employment.

In the NDDP trial, the take up rate was very low. Only six percent of the eligible client group participated, representing around 28,000 people, and around 6,000 of these were placed into a job (Loumidis et al 2001). The reason most commonly given for low take up was being too ill for work. Similarly, a further evaluation of welfare to work schemes by Loumidis et al (2002) found of those who appeared to be closer to the labour market, only 42% claimed they felt able to work. In addition, less than half expressed an interest in receiving preparatory help for “work, to find training and paid work, to help them try out a job, or to support them to remain in their current job”. Stanley and Regan (2003) suggest that those with disabilities may have unrealistic expectations of seeking and maintaining employment. They also suggest that maybe policy makers need to be realistic about the numbers of people with disabilities who are able to make the transition to work. 

New Deal for Disabled People

Personal Adviser Pilot
The NDDP – Personal Advisors (PAs) scheme was for people aged 16–64 in receipt of an incapacity benefit for more than 28 weeks. Participation in the programme was voluntary so there were no sanctions for non-participation and therefore the programme was likely to attract a certain clientele. PAs were either from within the public service or independent (private) contractors. The evaluation did not include which service (public versus private) was more effective, in terms of employment outcomes, or what was the most appropriate service for particular clients. 

The NDDP-PA scheme was 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. This is not surprising given that the scheme was voluntary and thus a more motivated type of client was likely to apply for participation. Having said this, the scheme has also worked for clients with severe disabilities and for clients with mental health problems (Loumidis et al 2001).
A useful part of the programme was that of specialisation, by function, (with staff specialising in different stages of the process); and by client group, (with staff focusing on work with employers, or working with clients with varying types of disabilities). Specialisation by client is discussed in chapter 3, NDDP in Part II of this report. This enabled both employers and employees to receive correct information from the PA’s. Other research has shown that often social service agency staff are ill-informed about various government programmes and employers and clients can receive very different information from the same agency (Ziguras 2003, Loumidis et al 2001). 

Specialisation by function focusing on different stages of the process included:
· the assessment and preparation of both the client and employer prior to a work placement
· access to wage subsidies and placement payments
· facilitating the adaptation of the workplace environment and other financial supports to help the client to undertake the post 
· placement and in-work support to clients and employers (Loumidis et al 2001).
Stanley reports that the evaluations of NDDP pilots found that it was not possible to detect the net impact of the project and “there was no evidence that the … service … significantly increased the movement of people into paid work”. Later analysis by Vincent (2001) analysing benefit records “could not identify a statistically significant movement off incapacity benefits which could be directly attributed to NDDP across the eligible population as a whole”. However, this seems inconsistent with findings that a higher proportion of NDDP participants (11%) than non-participants (6%) had left incapacity benefits after two years (Corden and Thornton 2002).

In addition, given that the NDDP service involved a range of providers, it is difficult to ascertain the positive outcomes made by some of the providers. Stanley (2001) notes that despite competition between providers, there seems to be little evidence a better service is being provided to NDDP clients. 

Key points – New Deal for Disabled People, UK

Innovation Scheme
· A range of eligible clients were managed under the schemes, with some specialising in learning disabilities, rehabilitation needs after accident or injury, multiple disabilities and mental health problems. Those clients closer to the labour market were more work-ready and easier to place.

· Schemes working directly with employers attempted to raise awareness of NDDP, find placements for clients and achieve employment outcomes.

· Successful schemes managed clients in a “comprehensive pathway” with one-on-one support and targeted opportunities for clients.

· Less successful schemes had clients with complex needs, a lack of experience and associated networks and a lack of in-work support for clients.

Personal Advisor Scheme
· This scheme had voluntary participation for clients aged 16-64. Clients tended to be younger, better qualified, less severely disabled, had spent less time on benefits and had better access to transport than non-participants.

· Personal advisors specialised by function, (in different stages of the process); and by client group, (working with employers or clients with varying types of disabilities).

· Take-up in both pilots was low – only 6% of the eligible group participated.

· There was no evidence the service significantly increased the movement of people into paid work.
· Overall, it was difficult to ascertain the positive outcomes made by providers due to the range of services provided and different types of providers.
Case Based Funding Trial – Australia

The Case Based Funding Trial (CBFT) in Australia tested new funding arrangements for disability employment assistance. The general aim was to provide assistance to jobseekers to overcome barriers to employment. The intention of the CBFT was to improve jobseekers (with medium to high level disabilities) access to and choice of employment assistance, ensure equitability of service provision, maximise the numbers of jobseekers receiving assistance and encourage more flexible and innovative provision of employment assistance (FaCS 2002).

The trial was in two stages – the first stage had funding based on relative needs using the Disability Pre-employment Instrument
 and Job Seeker Classification Instrument
 (JSCI) to determine levels of funding (which previously had been block funded) and the second stage included a ‘start-up’ payment to providers to cover the waiting period until funding was received. The move away from block funding assis​tance was to avoid the tendency of some agencies to focus only on those closest to the labour market at the expense of those with greater need of assistance (Doube 2004). 

Organisations providing assistance to find and retain people in both competitive and supported employment, receive funding from the Commonwealth Family and Community Service Department. Supported employment provides assistance to those requiring more help as they move into some form of sheltered employment, work crew or contract labour arrangement. Priority is given to those organisations focusing on new jobs for people aged 15–24. While some jobseekers access specialist services via Centrelink (an agency of the Department of Human Services), some, if eligibility is confirmed, can directly access these services (Corden and Thornton 2002).

When clients first contact Centrelink, they are assessed using a range of instruments (DPI, DMI
 and JSCI; all described in chapter 10, Assessment Tools in Part II). Once accepted by a CBFT provider, various services are available to the jobseeker. These include training, assessment, assisting in marketing of clients, or general support. Some CBFT providers specialised in services to particular groups of people; those with psychiatric illness, learning disabilities or sensory impairments. Further assessment was undertaken by some including vocational, functional and/or 
medical assessment. For some jobseekers, the time between assessment using the JSCI instrument and receiving services was too long – between one and four months. Once in work, providers could give assistance including on site training, job coach services and advice (Corden and Thornton 2002).

Findings for the CBFT included: 
· Higher outcome rates for CBFT than for block grant funded jobseekers for all types of disability. Variables affecting this outcome were disability type and employment setting.
· Outcome differences between different disability groups has more to do with industry issues than the CBFT effects.

· Job seekers with intellectual disability had higher outcome rates while those with psychiatric illnesses had consistently lower outcome rates.

· The providers less likely to be viable in terms of service provision tended to have high costs. This was not due to characteristics of jobseekers, but inefficiencies in the provision of support to jobseekers.

· A large proportion of open employment workers were employed on a casual basis (38%), followed by part time (37%). Over half (52%) of those in supported employment were employed on a fulltime basis. (Phase 2 outcomes were similar).
· Over 30% of new job seekers received some form of vocational support services in Phase I. 

Key points – CBFT, Australia

· The Case Based Funding Trial (CBFT) in Australia was to test new funding arrangements for disability employment assistance.

· Assessment tools were used to determine funding levels for clients (which previously had been block funded).
· Outcome rates were higher for CBFT than for block grant funded jobseekers for all types of disability, but outcome differences had more to do with industry issues than the CBFT effects.
· Job seekers with intellectual disability had higher outcome rates than those with psychiatric disabilities.
· While those in supported employment were employed mostly on a full time basis, most in open employment were employed on a casual or part time basis.

Work Incapacity and Reintegration Project (6 countries)

A major six-country study on work incapacity and reintegration (known as the WIR project) was undertaken by the International Social Security Association in the 1990s and reported on in Bloch and Prins (2001). The project involved six longitudinal studies in Denmark, Germany, Israel, the Netherlands, Sweden and the United States. While not a government programme, it is included here as it aimed to discover which interventions were effective in promoting return to work. It examined various interventions provided by social security organisations and health care providers of which 26 were identified including vocational and other non-medical interventions, incentives and disincentives.

The study focused on those with low back pain aged 18–59 who had been on a sickness benefit for at least 28 days, certified by a physician. The studies were based on three questionnaires sent out 28 days, 90 days and one year after injury. The employees were asked what they believed would help them return to work. They answered multiple-choice questions regarding five types of interventions:
· training and education

· work accommodations and employer motivators

· employee motivators/disciplinary actions and labour relationships

· work incapacity assessment/benefit withdrawal and rehabilitation procedures

· job services and other services (job search, counselling etc).
In general, the employees felt they needed a range of services. Medical needs, counselling and treatment were most common, plus vocational or job related interventions, job redesign/change of workplace and adaptation of working hours. Medical treatment and a change of employer or tasks were of crucial importance for work resumption within 90 days and one year.

Findings

At the end of a two year period, a number of variables were identified as affecting work resumption. They were occupation, VR intervention, reasons for not working, changes in hours worked, type of medical providers and the type of medical treatment. However, medical interventions were found to have no significant impact on the likelihood of returning to work. The rate of work resumption was greater for those occupations that were less physically demanding, but there was no evidence of the desire to change occupation amongst participants. If participants had not returned to work by the end of the first year, they were not likely to return at all.

The type of VR intervention varied considerably between each country and no established pattern was found between each. In five of the six countries, job accommodations were given to a high proportion of those who resumed work. However, it is unclear from the research how significant these accommodations were in work resumption.
Demographic characteristics (other than age) were found to be insignificant in return to work. In most other studies that were reviewed, age was found to influence the probability of returning to work, with older people having a lower chance of returning to work. Health and self perceptions of ability were important factors in return to work with work abilities (those perceived at an early stage of return to work) being an early predictor to resumption in the longer term (Bloch and Prins 2001). 
Interestingly there was a slightly negative relationship between return to work and vocational training after a year. However, it was found that countries with stronger welfare payment systems and strong job protection were likely to perform better in terms of job retention.

Key points – WIR Project

· The effectiveness of the interventions has been hard to prove with some characteristics of participants having more significance than the interventions themselves.

· While vocational training had a (slightly) negative association with return to work, medical interventions were found to have no significant impact on return to work.

· The four factors that were particularly significant were lower levels of pain in the early stages of rehabilitation and perceptions of work ability (both of which were positively correlated with return to work), age and physical nature of the job which were negatively correlated with work resumption outcomes.

Client-led approaches

Client-led approaches are an attempt to put the power back into individuals’ hands and leave them the discretion to choose the most appropriate rehabilitation for their condition. This, however, assumes that the client has all available information on their condition and on VR practices that will improve their chances of employment. Under client led approaches the money for VR is taken away from agencies and given to individuals through a voucher system to buy the services they want. The policy intent behind such schemes is to increase competition between providers, reduce bureaucracy and to give the power back to individuals (Riddell 2002).

A scheme in the US called “Ticket to Work” was recently established under the Ticket to Work and Self-Sufficiency/Work Incentive Improvement Act (TWWIIA1999). Its aim was to provide disabled beneficiaries with a voucher that they use to purchase employment and rehabilitation services from any public or private provider. Eligible beneficiaries needed to be receiving the DI or SSI payments. The bill also provided health care coverage for those who feared losing these benefits in attempting a return to work (Sim 1999). 

An individual plan must be developed by the provider in association with the beneficiary. The vouchers can be used for a number of services (not just employment services) including social supports.
A further client-centred approach has been trialled in the Netherlands, called the Dutch Reintegration Voucher pilot project. The scheme worked in much the same way as the US system where a client applied for a voucher to purchase both VR and employment services. If they applied for a “tailor made” budget (which gave them the most financial support), they were required to create a reintegration plan, which is an action plan for return to work. This programme was piloted in three areas and evaluated by Prins and Bosselaar (2001) in terms of implementation, lessons for national application, extent to which clients were empowered and consequences for service providers. 

The evaluation found that those who applied for vouchers had a slightly different demographic profile than others on disability benefits. Women were over-represented, beneficiaries were generally well educated and many were on full disability benefits. Like the Project NetWork trial in the US, this would suggest that these Dutch clients were more highly motivated than others on these benefits and more likely to be closer to the labour market. The evaluation concluded that:

· “internal and external publicity was insufficient 

· clients were selected for the programme by case managers

· clients needed support and advice in drawing up reintegration plans

· some requests for particular types of support were rejected for no apparent reason and decisions took a long time

· there was inadequate financial monitoring

· there was no way of knowing which elements of a client’s programme were successful as most clients purchased at least three different types of provision

· no follow-up action to support job finding (eg job search) was built into the programme

· because of the low number of applicants and of those completing the programme, it is not possible to draw conclusions as to whether voucher clients have a better chance of obtaining and keeping employment than others” (Riddell 2002).

Due to the factors listed above, it is difficult to assess the effectiveness of this programme. In fact, to date there has been little evidence on effectiveness of case management or client led approaches (Riddell 2002). Despite general support by clients for a case management approach, Corden and Thornton (2002) have found a move away from case management approaches towards more individualised approaches. This is based upon research of employment programmes in six countries. Riddell points out that the individualised approach is based upon the assumption that individuals have the knowledge to identify their own needs. However, the Dutch trial evaluation highlighted that these individuals, although well educated, needed more support in identifying needs and finding suitable services. This would suggest that case management approaches with well informed, well trained case managers work well with the individual approach (Riddell 2002).

Key points – Client-led approaches

· Voucher and Ticket-to-work schemes have attempted to empower clients by allowing them to purchase VR and medical support services. An individual plan of rehabilitation must be developed by the service provider.

· However, they assume that clients have all the information about their disability and about appropriate vocational and medical rehabilitation. 

· It is difficult to assess the effectiveness of these programmes.

· Participants tend to be more educated with women over-represented in the schemes.

One-stop shops

An approach used increasingly in a number of countries is the concept of a one stop shop. The intention of these was to provide beneficiaries with a co-ordinated set of services, where they can be assessed, find help with their job search and be directed to a range of other services including health, housing and other social support networks. The Workforce Investment Act 1998 (WIA) in the US was designed to “consolidate, co-ordinate and improve employment, training, literacy and vocational rehabilitation programmes”. Under this act, One Stop Shops have been created where those with and without disabilities, can access labour market information, information about wage rates, employment trends and other rehabilitation services.

While some with disabilities can be accommodated within the mainstream programmes that these one stop shops provide, others will need more specialised services. Some argue that strong distinctions between mainstream programmes and programmes aimed at those with disabilities may not be helpful. Campbell and Meadows (2001) suggest that all beneficiaries should be allocated a personal adviser, who would co-ordinate the access to all services needed by these people. This was surely the intention behind the NDDP – Personal Adviser scheme. While individualised approaches are becoming more common, case management is still behind much of the co-ordination efforts of public agencies.

No one model can be applied in a blanket fashion to those with disabilities. They are a homogeneous group with diverse needs including differing needs in training, entering employment and receiving support in training. Knight (2004) quotes advice from Brown (2001) that “programmes must be able to use multiple strategies at different intensities and in different combinations to be able to meet the needs of participants…flexibility is the key to assisting individuals with multiple barriers. Care must be taken to avoid participants becoming overwhelmed – success will normally be incremental, and recognising this will help participants stay motivated”.

Key points – One-stop shops

· One-stop shops were established to provide clients with a single source of employment assistance and information.

· However, there are concerns that more specialised services are required for some people with disabilities; people with diverse needs including differing needs in training, entering employment and receiving support in training.
Other return to work interventions
To encourage a timely and safe return to work, Williams (2002) suggests that health care providers play a key role. To facilitate the return to work process, he cites research (Frank et al 1998, van der Weide et al 1997) showing that clinical interventions need to have a connection with the workplace. Van der Weide et al reviewed 40 different interventions using randomised control trials including exercise programmes, behavioural therapy, drug programmes and spinal manipulation. They found that these interventions had virtually no effect on resumption of work when administered in the acute or chronic stage (Williams and Westmoreland 2002).

Dykacz (1998) in the US researched the effect of five rehabilitation services (physical therapy, job counselling, general education, vocational training and assistance in job placement) on people leaving the DI programme. He found that only vocational training reduced the tendency to return to DI. Not surprisingly, it was found that the positive effect of this vocational training diminished with time since the training (Dockery 2001).

Hennessey (1997), however, found that physical therapy rather than vocational training in the US was the most effective means of getting those with disabilities into employment. In addition (supporting Dykacz’s work) he found that while vocational or job training increased the rate of people leaving the DI, it did not increase the length of time spent in employment. Kavale and Forness (1996) assert that vocational training is the “leading transition option” for many people with learning disabilities (Dockery 2001).

Staal et al (2002) examined the literature and found 14 Randomised Control Trials
 (RCT’s) evaluating the effects of 19 return-to-work interventions. Physical exercise was the main component of most selected interventions, followed by education, behavioural treatments and ergonomic measures. The most common combination was physical education and behavioural treatments. (Behavioural treatments were mostly related to the “gate control theory of pain (psycho-physiological processes are involved in pain perception)” (Staal et al 2002).
It is difficult to determine which component or element of return-to-work intervention (physical, education or behavioural therapy) contributes to the outcome. One of the biggest problems in rehabilitation is identifying which one (Mannion et al). As discussed previously, scientific evidence is still lacking on which factor is the most predictive when considering return to work behaviour. The authors recommend more study is conducted on the combinations of bio-psychosocial
 factors.
Lower back pain

Studies showing favourable return to work outcomes included random control trials of those with lower back pain. A group of 250 nurses were treated in an early intervention programme and given treatment and rehabilitation, resulting in a 34% reduction in lost time compared to the control group (Yassi et al 1995) A further study randomly assigned 130 workers with work related back pain, to one of four treatment groups:

· usual care 
· clinical intervention (specialist visit, exercises, education of back care and rehabilitation)
· occupational intervention (involving an ergonomic worksite evaluation) 
· full intervention (a combination of the previous two groups). 
Workers in the final group returned to work 2.4 times faster than those who received usual treatment (Loisel et al 1997).

Williams and Westmoreland (2002) cite a literature review by Frank et al (1998) recommends the following workplace interventions in the prevention and reduction of disability of work related low back pain. “Management retraining to ensure appropriate accommodations are made to facilitate prompt treatment, rehabilitation and appropriate modified work duties after early reporting, the establishment of pro-active and employee-supportive communications between employers, the injured worker, workers compensation, the family physician and other health care providers involved in the case, a managed care approach to ensure optimum treatment and rehabilitation and non-adversarial handling of compensation claims.” 

Modified work

A full description of modified work and changes in work accommodations are discussed in the section on Job Accommodations in chapter 5. In brief, they include giving the worker technical aids, devices and physical adaptations of the workplace and the way in which the job is structured (changes to work tasks, using flexible hours of work, more work breaks for those easily tired). Studies have found that reduced hours, modified equipment and light work-loads resulted in increased return to work and significantly less work disruption. In the WIR project, Bloch (2001) found that the majority of those who resumed work had received some form of intervention in the form of modified work.

A review of 13 studies on modified work (including lighter duties, gradual work exposure plus work trials and supported employment) found that return to work was, in fact, facilitated by modified work for temporarily and permanently disabled workers. The rate of return was double that of non-injured workers. In addition, modified work programmes reduced the number of days lost by half when firms implemented modified work programmes, and evidence also suggested that these programmes were cost effective. One of the studies reviewed by Krause et al (1998) showed that only 20% of over 4,000 disability insurance beneficiaries, who were eligible for modified work programmes, knew of its existence (Hennessey and Muller 1994). However, for those that did know about the programme, they were twice as likely to return to work (Hennessey and Muller 1995).

Habeck et al (1998) have done a considerable amount of research on the effects of a supportive workplace in the resumption of work. They found that a work culture of safety, proactive return to work programmes and a people oriented culture resulted in lower claims from those types of organisations. This was based upon a study of 220 firms with more than 100 employees. 

Musculoskeletal pain
Marhold et al (2001) report on a cognitive-behavioural return-to-work focused programme comparing two groups of thirty six women with musculoskeletal pain. One group in this randomised controlled trial had a history of long-term sick leave for more than 12 months and the other had a history of short term (2–6months) sick leave. The outpatient treatment programme aimed to help clients return to work and was conducted by a psychologist for 12 sessions. It included applied relaxation, stress management, graded activity training and pacing to increase coping with pain. Following this, the clients were taught return to work management strategies. The control group received treatment-as-usual.

The cognitive-behavioural return-to-work programme was more effective than the treatment-as-usual programme and showed a reduced number of days sick leave for patients on short term sick leave but not for the long-term sick leave patients.

The treatment programme also helped the short-term sick leave clients to control and decrease pain and to increase their general activity level compared to the control group.
Psychiatric disabilities

VR has shown limited success for people with psychiatric disabilities which is unfortunate as this population represents one of the largest categories of disabilities in government funded VR programmes (McDonald-Wilson et al 1991). Although some progress has been made for people with these disabilities in rehabilitation services, the increasing number of people with lifelong psychiatric disabilities continues to be an issue for policy makers and rehabilitation professionals (Garske, as cited in Reynolds and Garske 2003).
For further interventions for those with psychiatric disabilities, refer to the section on Supported Employment and Sheltered Employment below.
Key points – Other return to work interventions

· Interventions had virtually no effect on resumption of work when administered in the acute or chronic stage of ill health.

· Of physical therapy, job counselling, general education, vocational training and assistance in job placement, only vocational training reduced the tendency to return to a disability pension.

Back pain and other musculoskeletal pain

· There is no conclusive evidence which of the following interventions (or combinations of same) results in greater work resumption: exercise programmes, behavioural therapy, drug programmes and spinal manipulation.

· A combination of treatments usually gives better results than one type of treatment only.

· Modified work including reduced hours, gradual work exposure, modified equipment and light work-loads results in increased return to work. Modified work also reduces the number of days lost.

Psychiatric disabilities
· VR has shown limited success for people with psychiatric disabilities.

Key components of successful employment programmes 

The following represent areas that worked well within the programmes reviewed. These programmes in NDDP, Project NetWork, NVRP in Canada (both discussed in Part II), CBFT in Australia, Arbeitsassistenz in Austria and the other studies discussed above.

Key components of successful employment programmes

· From NDDP, Project NetWork, Canadian NVRP, Australian CBFT, Arbeitsassistenz in Austria and a further programme reviewed by Corden and Thornton (2002), there was little conclusive evidence about the connection between service process or content and effective outcomes for clients. 

· Corden and Thornton (2002) find from wider research, that more successful programmes take a “holistic and individualised approach, … including basic skills training and … supports,…strong links to the labour market, and a combination of formal training and one-to-one support” alongside practical assistance. 

· Working in partnership with clients to ensure a seamless pathway between different government organisations facilitated by intensive one-on-one support. 

· An individual and flexible approach used on the programmes. There was general support by clients for this case management approach in which personal support and advice is given with the appropriate provision to services to meet their needs.

· Working directly with employers to raise awareness of the schemes and reduce fears of employing people with disabilities. Targeting opportunities for clients and identifying skill gaps and labour shortages in the market.

· Case managers acting as an intermediary for hard-to-access programmes such as supported employment and work trials.

· For a client to secure work, they need good information about the job prior to starting work and training to prepare for this work.

· Specialisation by function, (with staff specialising in different stages in the process); and specialisation by client group, (with staff focusing on work with employers, or working with clients with varying types of disabilities).

· Loans for those wishing to pursue self-employment which on average were recouped after eight months on the programme.

· In some programmes, there is evidence that supported employment is more effective than prevocational training and sheltered employment for those with severe mental illness
. 

· In terms of pre-employment activities, evidence from the literature suggests that assistance with job search was effective in increasing the rates of placement and placement planning was associated with better placement outcomes. (Corden and Thornton 2002). In addition, they find that the issue of access to transport may need further research
.

· Improved outcome rates are positively affected by individualised placement planning.

5
Components of work rehabilitation

Job accommodations

A job accommodation is “any modification of the workplace, or in workplace procedures that makes it possible for a person with special needs to do a job” (Canadian Mental Health Association, as cited in Perrin 1999). These are sometimes referred to in the literature as point interventions and are by far the most common form of intervention in VR. Job accommodations are not just technical aids and devices and physical adaptations of the workplace used to aid those with disabilities. They also include the way in which the job is structured –referred to as “soft modifications”. Soft modifications can include changes to work tasks, using flexible hours of work, more work breaks for those easily tired and moving of items so that others can more easily access those items (Perrin 1999). 

Many countries have incorporated provision for these accommodations into law. The UK Disability Discrimination Act 1995 requires that “employers have a positive duty to make reasonable adjustments to accommodate the needs of disabled employees”. This Act bans unlawful discrimination in recruitment, promotion, transfers, training, and dismissal. The law originally applied to those employers with 20 employees or more. However, in 1998, the law was amended to apply to organisations with 15 employees or more. The small employer exemption is to be abolished in October 2004.

The value of job accommodations is that they are specifically tailored to each client’s needs and address some of the barriers to employment for that individual. Unlike interventions targeted at a group of people with the same type of disability, job accommodation has the advantage of being tailored to one person, is shorter term in nature and often a one off cost for the employer. This particularly applies to those with a physical disability while accommodations for those with a psychological disability may be slightly longer in duration (Doube 2004).

Part of the evaluation of the Canadian Job Accommodation Network (JAN) commissioned by the HRDC involved considering the importance of job accommodations for those with disabilities. While the evaluation found that the biggest employment barriers for people with disabilities were lack of employment opportunities, employer attitudes, lack of training and work experience, it stated that accommodations could affect the employability of these people. Wheeler et al’s
 (2002) six nation study of work incapacity and reintegration of those with low back pain, found that 80% of those who returned to work did so with some form of workplace accommodation.

The Roeher Institute (1994) confirms the importance of job accommodations in supporting these people in employment. They found that:
Over 70% of people with disabilities who require accommodations in mainstream jobs and who believe they have been adequately accommodated are on the job 35 hours or more in a given week. This figure approaches the proportion of able bodied persons on the job 35 hours or more. Those who do not have adequate accommodations available to them are much more likely to be completely off the job in a given week. Those receiving adequate accommodations are more likely to be moderately and severely disabled than those not receiving or needing accommodations. In fact, individuals receiving adequate job accommodations are generally more severely disabled than the working age population with disabilities as a whole. Yet, they log more hours per week at work than other workers with disabilities.
Resistance to providing job accommodations in the workplace is often due to the perception that they are expensive. This does not appear to be the case. Samorodov (1996) found that on average job accommodations cost $US1000
 per person which was not prohibitive for most employers. Further employer survey data from JAN showed that in the US experience validates this. Of those employers who provided accommodations in the workplace, 18% paid nothing for the accommodations, a further 50% of employers spent up to $500 per person and only 5% of employers spent over $5000. The average spent on job accommodations from this data source was $992 per person. 

New Zealand, in recognition of the cost of workplace accommodations, has a Modification Grant Scheme. This offers assistance of up to $10,000 for modifications made in the workplace including special equipment, access improvements and other workplace changes. It is offered to employers and employees. The scope of the scheme is wide enough to include the services of job coaches, mentoring, on-the-job attendant care, special equipment and disability awareness training for co-workers. This scheme can also provide a subsidy to employers to compensate for lower productivity of an employee with disabilities or additional training required (Lunt 1999).

In addition to expenditure on job accommodations, costs savings were made by retaining the employee and not having to rehire another employee. They estimated that the savings made were 27 times that of the expense of the job accommodations provided (Perrin 1996). The author notes that job accommodation costs are more able to be absorbed in larger companies while expensive accommodations can be prohibitive for smaller companies.

Employers’ responses to job accommodations are reported in the section Job Accommodations – Employers Attitudes in .chapter 8.
Key points – Job accommodations

· Job accommodations include not just technical aids, devices and physical adaptions of the workplace, but also soft accommodations (changes to working conditions or tasks, flexible hours).

· Most anti-discrimination disability legislation includes a duty for employers to make “reasonable” accommodations for people with disabilities.

· All job accommodations have the advantage of providing individualised support to the employee being tailored to their needs.

· Job accommodations are generally affordable for most employers averaging US$1000 and A$2000 in Australia.

· Cost savings are also made by retaining employees; estimated at 27 times the cost of the accommodation.

· Those with disabilities are more likely to be in work if they have some form of job accommodation.

Self-employment
Self-employment is increasingly seen as an option for those with disabilities. It allows them to pursue small entrepreneurial projects giving them the opportunity to work at their own pace, have an accessible work environment, keep any financial rewards and for some, to achieve self sufficiency. Knight (2004) reports that people with disabilities in the UK with vocational qualifications are more likely to be self-employed. This is especially the case for people with musculoskeletal problems and women with mental health problems. 

Until recently, self-employment was not seen as a successful outcome by the UK Employment Service. Riddell (2001) finds that in the US, people with disabilities are twice as likely to be self-employed as those in the rest of the population.

A UK project called Business Ability, reported in Riddell (2001) is dedicated to developing self-employment as one of the options for people with disabilities. Business Ability has a 95% success rate and was started in 1999. It has been run in partnership with the Employment Service and the Princes Trust and has been funded by the NDDP programmes. The pilot has expanded and provides the following services:
· home visits

· initial assessments on suitability of the self-employment option

· benefit advice
· help, where appropriate, to Access to Work grants

· access to ongoing business training and marketing opportunities

· access to free computers through fast track application

· financial assistance through bursaries and preferential rate loans

· ongoing business mentor support.
The majority of those with disabilities accessing Business Ability had physical or mental health problems. The average loan extended to them was around £1,700 but this increased to £5,000 when running costs and Access to Work support was taken into account. However benefit savings were recouped on average after eight months. Due to the success of the scheme, the UK government has produced a number of instruments including an Assessment Methodology for Suitability for Self-Employment and a Business Viability Assessment Methodology so that other similar schemes can be established (Riddell 2001).

Knight (2004), in her literature review, finds that the US Small Business Administration provides generous support to those starting small businesses. People with disabilities are supported by the Office of Disability Employment Policy which provides training and financial support.
New Zealand has a grant scheme called Self-start to support those with disabilities with expenses when beginning a business. The maximum grant is $5,200 per person. Other similar programmes in New Zealand include the Enterprise Allowance (also accessible for those without disabilities) which can be accessed in addition to Self-start. Other employment incentive provisions for people with disabilities include 
Work and Income programmes such as Job Plus, Job Support, Modification Grant Scheme, Training Support, Community Work and Taskforce Green. Some of these programmes are accessed by those with and without disabilities. There is little evidence of the effectiveness of these incentives to encourage those with disabilities to take up and remain in employment (Lunt 1999).
Key points – Self-employment
· Self-employment enables those with disabilities to work at their own pace, have an accessible work environment and possibly achieve self sufficiency.

· Some US research found people with disabilities are twice as likely to be self-employed as the rest of the population.

· A UK scheme found that a start-up loan to these clients was recouped after eight months.

Supported employment
Supported employment is defined in differing ways in many countries but a useful UK definition comes from O’Bryan et al (as cited in Riddell 2002). It is 
a way of enabling people who need additional assistance to obtain and develop their careers in real jobs, so that they can enjoy the social and economic benefits of employment. Support is provided on an individual basis to both employer and employee for as long as it is required. 

Supported employment models have come in many forms since their inception in the 1970s and 1980s, when the concept of sheltered employment was more common. Forms of supported employment have included individual placement models, enclaves, mobile work crews and entrepreneurial models (closer to self-employment) (Wehman and Parent 1996). 

Individual placement models occur where someone is placed in an appropriate job for their skills and abilities and is supervised by a job coach. This coach trains them in all aspects of the job and supports them in building relationships and maintaining other social skills. While support is always available, it is given in decreasing intensity as their confidence and abilities in the job increase. 

Enclaves are typically exemplified by eight or fewer workers employed in a community based firm hosting the workers. (A dispersed enclave is found where each person works individually on different jobs but in the same organisation. Mobile work crews on the other hand, have between four and eight workers with a supervisor and operate as a separate business. The types of work undertaken are typically maintenance work and cleaning (Gilson 1998). 

The three basic components of supported employment are paid work, an integrated setting and ongoing support. The support for those with severe physical and intellectual disabilities is facilitated by an on site trainer or job coach. The special feature of the job coach is that they assist the client as much or little as the client wants. Intensive support is usually given in the transition into employment with support gradually reduced. Supported employment was first developed in the US for people with learning disabilities, but has been used widely in other countries for a range of disabilities. 

Originally those with learning disabilities were provided with a range of services including, adult day care programmes, work activity programmes, sheltered workshops and placement in employment enclaves. However Bellamy et al (as cited in Riddell 2002) found people in these programmes were never ready for open or competitive employment. Wehman (as cited in Riddell 2002) found that open employment could be achieved if they were given proper instruction. A number of projects developed using a “place and train” model as opposed to the traditionally used model of “train and place” (Riddell 2002) In fact, under the traditional model, the placement often never eventuated (Perrin 1999). Another difference in the “place and train” model is that the job coach works with the client to facilitate work well done rather than being just a trainer.

In supported employment, the work is largely of a part time nature and while there are many examples of workers earning the minimum wage, individuals are likely to be earning lower than average wages. A Canadian study (cited in Perrin 1999) found that 21% of supported employment participants no longer required social assistance, 24% were less dependent on this support, but 55% still depended on financial assistance at the same level as before. 

Supported employment has not only been used for those with an intellectual disability but also for those with psychiatric disabilities and could be extended to other groups as well. (Samorodov 1996). Supported employment has also been successful for younger workers. Those that participate in supported employment are very positive about it and prefer it to other alternatives. Being in a regular setting, interacting with able bodied people and having their work valued through pay are all cited as reasons for their preference (Kregel and Wehman, as cited in Perrin 1999). The most success appears to be in a small business setting as there are difficulties in making placements in large organisations in the public sector.

A number of studies have shown some effectiveness of supported employment and show improved results over other forms of treatment. These are detailed below. 

Supported employment is more effective than prevocational training

Crowther et al (2001) in a systematic review set out to determine the most effective way of obtaining competitive employment for those with severe mental illness in the US. The studies under review
 were all randomised controlled trials measuring numbers who achieved competitive employment after involvement in one of a number of programmes. 

Comparisons were made between pre-vocational training and supported employment
 and findings showed that supported employment was more effective than pre-vocational training at helping people with severe mental illness. People were more likely to be in employment after 4, 6, 9, 15 and 18 months. Furthermore, people in supported employment earned more and worked more hours per month than those who had received pre-vocational training. Supported employment versus pre-vocational training showed good recruitment for women, ethnic minorities and people with schizophrenia.
Bond et al (1997) in six studies found similar results, with an average of 58% of clients in supported employment gaining employment compared to only 21% who received traditional vocational training.

Supported employment is more effective than sheltered employment

Wehman, Sale and Parent (1992) reported on a study using random assignment, and found that increased employment outcomes were found in supported work placements as opposed to sheltered employment. Purdy (1998) found that in a supported job placement model (not using random assignment) 45% remained in employment six months or longer. In addition, supported employment is more cost effective for individuals with disabilities and to taxpayers, than sheltered employment. Knight, (2004) found that supported employment even for those with severe disabilities was eventually cost effective in fiscal terms after the fourth year of operation.
Supported employment is less effective than self directed employment

Neufeldt (1999) examined efficacy of supported and self directed employment in four Canadian provinces for those with disabilities using qualitative and quantitative methods. Labour force participation and earnings were modest for both. Those in supported employment (40 people) generally worked half time while those in self-directed employment (20 people) worked full time. These results are not surprising given that there is more self interest in self-employment, creating the incentive to work longer hours. 
Employees in both programmes expressed high levels of satisfaction with the workplace. Job coaches and employers viewed the programme positively with “success” of the programme described as personal growth of participants. Public income support programmes tended to discourage employees in supported employment from earning above a level which would affect their public social assistance. Despite the low incomes earned and the positive perceptions of the programmes by both participants and employers, it is “apparent that person-centered employment support programmes contribute positively to both the wellbeing of the individuals involved, and to the wellbeing of the larger society” (Neufeldt 1999)

The results of supported employment have been positive for those with particularly severe disabilities. “Supported employment has created unprecedented employment opportunities for people previously perceived as too severely disabled to engage in meaningful work” is the conclusion of The National Institute on Disability and Rehabilitation Research cited in Perrin, (1999). 

In reviewing cost effectiveness of the range of employment services, the ILO found supported employment was the most promising model. In terms of social security payment savings, O’Bryan (cited in Riddell 2002) found that supported employment is more effective in the US than in the UK. Longitudinal research (Hill et al 1987) shows that workers in this type of employment benefit from these programmes and fiscal cost savings are made. However, other research points to low rates of retention after the initial training and support is finished (Parmenter and Knox 1989).

A final conclusion comes from Raskin (cited in Perrin 1999): 
Concerning the effectiveness of various types of wage subsidy and supported employment programmes, evaluations indicate those that emphasise the individualised placements in the private sector that are designed to meet the personal requirements of each trainee, and which provide participants with an opportunity to interact with non-disabled co-workers and to form relationships offer the best prospects for success.

Key points – Supported employment

· Supported employment is based on a “place and train” model, where someone is placed in an appropriate job for their abilities and supervised by a job coach.

· Three basic components are paid work, an integrated setting and ongoing support. Intensive support is usually given in employment transition with support gradually reduced thereafter.

· Supported work is largely part time with workers earning lower than average wages.

· It was used primarily for those with an intellectual disability but has extended to those with psychiatric disabilities. (It could be successful for other groups such as young workers).

· Studies have shown that supported employment is more effective than pre-vocational training for those with severe mental illness.

· Supported employment is more effective than sheltered employment for those with severe disabilities (and eventually cost effective after four years).

· A study suggests that it is less effective than self-employment.

Sheltered employment
Sheltered work, as suggested by the research evidence above, is now considered inferior to supported employment. This traditional approach consists of workshops that offer either simulated work or actual work that is intended to increase work skills. In reality, very few people move on to competitive employment. Skills learned are not always appropriate for competitive employment and token wages are paid (Perrin 1999).

Research by Lunt and Thornton (1993) states that supported work and other alternatives are replacing sheltered workshops in Canada, the US and Australia. However, in European countries, the concept is still frequently used. The Netherlands, Sweden and the UK have forms of sheltered workshops for those with disabilities. The Netherlands employs around 88,000 people and Sweden 35,000 people with various disabilities. In both these countries the workshops are fully funded by government and wages are usually higher than disability benefits. In the UK sheltered workshops are heavily subsidised and range from large government-supported workshops to small sheltered workshops that provide little more than welfare. Of those that concentrate on sheltered employment programmes around 20,000 people are employed (Aarts and de Jong 1996).
Key points – Sheltered employment

· Sheltered employment consists of workshops that offer either simulated work or actual work intended to increase work skills.

· Sheltered employment is now considered inferior to supported employment; few people move into competitive employment, skills learned are often not useful and token wages are paid.

· This form of intervention is being phased out in Canada, the US and Australia but still used in a number of European countries.

Work trials, therapeutic work and voluntary work

Work trials
Work Trials involve a person in receipt of a benefit trialling work for a set period of time giving both the employer an opportunity to assess whether the “employee” is capable of the work and the “employee” an idea of whether they are suited to the position or not. Although the “employee” is unpaid, they remain on the benefit and usually receive some allowances. The UK government has such a programme run by the Employment Service. In 1999, the programme was extended to include incapacity benefits with work trials filling actual vacancies lasting for a period of 15 days. Meal allowances of £1.50 per day and travel allowances of up to £10 could be paid. The attempted job should be for at least 16 hours per week and be a position that would be available (if accepted) for at least six months (Corden and Sainsbury 2001).

Knowing about the job prior to starting, training to prepare for the work and knowing that the benefit could be easily accessed if the job was unsuccessful were important in helping a claimant secure work (Arthur et al 1999, cited in Corden and Sainsbury 2001). An evaluation of the Work Trial found that it was effective in helping client groups (other than those with disabilities) into work (CEI Consultants Ltd 1990). These work trials and work experience were useful for people with multiple disabilities to gain confidence and build up material for a CV (Hills et al 2001).

Evaluation of the Work Trial for the UK Incapacity Benefit found that those who completed the Work Trial stayed in work and moved off the benefit. For some, their health deteriorated, pain increased or the work was too hard and they left the work trial within three months. At the time of the evaluation interview, there was a mix of people back on the benefit, in training (as a result of the Trial) and in full-time work. The evaluators found general agreement among claimants that there were long term advantages which resulted from participating in the Work Trial. Employers too were positive about the Trial, especially in receiving labour for which they had not paid. Personal Advisors and Disability Employment Advisors were also positive about the Trial. They felt that Trials provided good opportunities for people to trial work and remaining on the benefit during this time was seen as useful.

Of those who hadn’t participated in the Work Trial, many only heard of it for the first time from the evaluators. Others felt too incapacitated to consider work while those closer to the labour market viewed the opportunity to work in a real job with some enthusiasm. The disadvantages of Trials were seen as: 
· the 15 day period was not long enough
· those with mental health problems did not want their illness shared with employers 
· some had ethical issues relating to employers receiving “free” labour. 
Disadvantages expressed by Personal Advisors and Disability Employment Advisors included work trials being bureaucratic, taking a long time to set up, involving more administration to recoup work expenses and work trails almost needing pre-training for claimants to be able to do the work, making more work for employment staff. 

Finally there were concerns that employers may avoid work trials due to the time consuming and disruptive nature of them. In addition, there was some evidence that the Work Trial was used at times as unpaid labour. There was also a lack of voluntary work available in some types of work. The authors note however, that this evidence was gained on the basis of qualitative research with staff and claimants; research with employers would yield more robust data (Corden and Sainsbury 2001).

In the US, work trials allow those in receipt of the DI benefit to test their ability to work for nine months
 without affecting their benefit. The nine months do not have to be completed consecutively but must fall within a 60 month period. The beneficiary will continue to receive full benefits during this period irrespective of the level of earnings. Every month that the person earns more than $200 is counted towards the trial work period. After nine months of work trial has been completed, the cash benefits will still continue for an extra three months’ “grace” period (OECD 2003a). The person is still protected from a deterioration in health status by the “extended period of eligibility” discussed in Part III of this report.

Unpaid trial work is used in Sweden as a form of rehabilitation to assist the claimant to return to their previous work or another workplace without loss of compensation from the social insurance office. (If the work is paid, the claimant will continue to receive the benefit for three months). The intent is to test their health in a “calm” atmosphere without performance pressure. There is no limitation on the length of time in this work but it will obviously be cut short if a deterioration in health occurs.

Key points – Work trials

· Work Trials give the employer an opportunity to assess whether the “employee” is capable of the work and the “employee” an idea if they are suited to the position or not.

· The employee is unpaid and remains in receipt of the benefit.

· Some who complete work trials move off the benefit but some remain due to health deterioration.

· Work trials are useful for people with multiple disabilities to assist them to gain confidence and build up material for a CV.

· Work trials need to be long enough to appropriately assess whether the client is suited to the job.

· Some evidence suggests that at times employers may abuse the “free” labour.

· Some agencies extend periods of benefit eligibility for a number of months during work trials.

Therapeutic work
Therapeutic work, another initiative which does not affect receipt of an incapacity benefit (and does not imply the claimant is “capable of work”) has been used in the UK. It enabled people to work on the basis of medical advice and helped improve skills and confidence while out of the formal labour market. Therapeutic work was to be “done on the advice of a doctor and either:

· must help to improve, prevent and delay the deterioration in the disease or disablement which causes the incapacity to work and be less than an average 16 hours weekly r

· be part of a medically supervised treatment programme while a person is a patient in hospital … or 

· be done as part of a sheltered work scheme for disabled people”. (Corden and Sainsbury 2001).

Although this has been phased out, the NDDP Personal Advisor evaluation (Arthur et al 1999) showed that 6% had done some therapeutic work while claiming benefits while another survey (Dorsett et al 1998) of over 2,000 incapacity beneficiaries who had left the benefit showed only 4% had done any paid work while in receipt of the benefit. However, Corden and Sainsbury (2001) refer to a further study (Iacovou and Berthoud 2000) of other groups showing there is some evidence that jobs of fewer than 16 hours per week can help work prospects.
The perception of those claimants who had engaged in therapeutic work was that the experience was useful in terms of motivation, social skills and providing structure to their lives. In particular, it appears to have helped those recovering from mental illness, with therapeutic work having been a definite step towards more substantial work. For some, the work has led to more open employment and the associated exit from the benefit. Others helped by therapeutic work were those still receiving hospital treatment but expecting their condition to improve in the long run.

Those who did not expect to come off the benefit in the short term were those with more than one impairment, older people or young people with severe incapacity. Therapeutic work for them was more about improving their quality of life than exiting the benefit.

Benefit staff had a variety of views of this type of work. While acknowledging that for some, it was a stepping stone (but rarely led to further work), for others it was perceived as an income booster for clients who were happy to remain on the benefit. Some staff believed that the combination of the benefit plus the income from the therapeutic work acted as a disincentive to move further into open employment.

In summary, therapeutic work did help some to move towards more substantial jobs and leave the benefit but awareness of it was generally low. There was less enthusiasm by staff to promote therapeutic work as they perceived no direct outcomes relating to their performance targets. Staff also felt that the programme had to be monitored more closely to avoid situations where claimants were only using it to boost their incomes and had no intention of moving onto more work (Corden and Sainsbury 2001).

Various policy options have been assessed in the UK in relation to therapeutic work (not affecting benefit receipt). One option is to limit the time for say, six months, to prevent beneficiaries spending a long time in therapeutic work which then becomes a type of supplementary income. Critics of this option say that six months is not enough time to test their ability to stay in full time employment. Another option is relaxing the eligibility criteria which would allow people to increase their incomes for a limited amount of work. 

Key points – Therapeutic work

· Therapeutic work helps employment skills but must be done on the advice of a doctor and must help to improve, prevent and delay the deterioration of disability.

· The take up was low but those who participated found increases in motivation and social skills. It has been useful for those with mental illness or those recovering from hospital treatment with a good long term prognosis.

· Therapeutic work did help some to move to more substantial jobs and leave the benefit but awareness of it was generally low.

· Staff felt better monitoring was necessary to avoid people using it just as an income booster while in receipt of benefit.

Voluntary work

As a further way of gaining work skills and having closer access to the labour market, voluntary work is encouraged. Claimants of an incapacity benefit are allowed to undertake unpaid work without any impact upon benefits. In the UK, while in receipt of an incapacity benefit, a claimant is permitted to do voluntary work. This allows them to test interests, try out skills and increase social interaction. Prior to 1998, a 16 hour limit was placed on the amount of voluntary work individuals could undertake. Voluntary activities typically included working in community support groups, advocacy and self help groups, youth clubs and schools and driving elderly or disabled people (Corden and Sainsbury 2001).

The evaluators found examples of voluntary work leading to part time or full time paid work. This occurred more frequently in situations where the claimant was suited to a particular type of work than in jobs to which they were not suited. Most who had been involved in voluntary work had reported their activities to the Benefit agency and felt that the experience was positive and useful. Those who did not continue with voluntary work, did not due to a deterioration in their health.

Disability Employment Advisors and Personal Advisors (under NDDP), found that voluntary work provided:

· increased confidence
· work skills and social skills
· was a useful first step towards employment (especially when someone was working alongside the claimant) 
· was helpful in combination with training. 
Perceived problems by staff were: 
· the lack of reporting of voluntary work (claimants were meant to seek permission prior to starting voluntary work)
· lack of available work in areas in which claimants wished to work (for example, information technology and maintenance trades) 
· helping clients into a voluntary work position did not count towards staff work-related targets (thus creating less incentive to help clients suited to voluntary work).

It appears from the evaluation that the ability to do some unpaid work while claiming the incapacity benefit helps some find paid work and leave the benefit. However, not everyone suited to this type of intervention would be prepared to work for no pay, maybe unaware of the opportunity or resistant to stereotyping of this activity (Corden and Sainsbury 2001).

Key points – Voluntary work

· Voluntary work is a way of gaining work skills and having closer access to the labour market but is also helpful in combination with training.

· This type of work provides increased confidence, work skills and social skills.

· Voluntary work while claiming the incapacity benefit helps some find paid work and leave the benefit.

· Some beneficiaries have ethical issues with working for no pay.

Job coaching and mentoring

Kellard et al (2002) in a review of 170 post employment programmes found that the primary forms of non-financial in-work support were job coaching and mentoring. 

Job coaching

Job coaching typically includes practical on-site support for employees, showing how the work is to be done, how to make work more efficient and how to maintain other relationships at work. Many times, this type of support is provided by the case manager, but for some programmes the case manager gives arms length support to both employee and job coach. 

The following non-financial support and advisory services for those with disabilities generally provided support for between three months to three years, although the support became less intensive over time. Four examples of job coaching projects were found in the US, one in Norway, one European Social Fund project and one in Australia.
 These projects include: 

Florida Developmental Disabilities Council –  US: is primarily for welfare recipients with learning disabilities and will place participants in employment with the potential for upward mobility. In addition to assessment, job coaching and follow up is provided for up to three years.

New Gateways to Collaboration – US: This initiative provides training to disabled welfare recipients, placement in employment, and intensive job coaching. The coach is with them for a full two days, then for two hours a day for a month. After this period less intensive support is given as appropriate for between 12–24 months.

CREATIF in Spain, Belgium, France and Germany: provided support by identifying and meeting training needs and other support in employment.

Arbeid med Bistand (Work with Assistance) – Norway: This programme is for those with severe disabilities with support given for up to three years, which is expected to diminish over time. On average, each job coach works with five jobseekers. The job coach’s role includes assessing work placements, and learning the tasks so that they can in turn train others. They negotiate wages and conditions for employees as well as job accommodations on behalf of their clients. Typically, activities of the job coach include meetings with employers and other service providers (reported by 74% of coaches), providing advice to co-workers (63%) and re-negotiating work tasks, wages and employment conditions (50%).

Western Port Employment Support Service Inc – Australia: This non-profit organisation provides support to job seekers with disabilities, helping them find work, then supporting them in work. The coach helps them to learn the job and to integrate into the work environment. The support is provided for as long as is necessary and after periods of non-contact, either employees or employers can re-establish the connection for more support.

The evaluators in this project found that the type of support required was highly dependent on the disability. People with a learning disability were more likely to receive on-the-job training while those with intellectual disabilities typically received support related to work issues. Job retention was found to be better for those working part time. There was a risk that the job coaches lacked expertise in fulfilling this role. This is validated in research by Riddell (2002) that suggested in the US, the UK and Australia a lack of a highly skilled workforce to work as job coaches was common. Finally the evaluators suggested that the job coaching role (if excessive), at times was potentially disempowering to the employee who was better if left to learn to deal with their own problems (Kellard et al 2002).
Mentoring

Mentoring by assisting new employees in the workplace can improve productivity, morale and job retention (Prince 1999 in Kellard 2002). Although the services provided by the mentor are similar to those provided by the case manager, the mentor (or buddy) usually only supports one person. Mentoring schemes can be employer led or independently led. Some US mentoring programmes (not specifically for people with disabilities) have had a significant role in addressing issues relating to job skills (42%), personal issues (19%) and work ethnics (18%). The employers involved in these programmes reported that work performance increased (68%), job retention improved (65%), absenteeism reduced (53%) and there were cost savings (45%) (Kellard et al 2002).

Key points – Job coaching and mentoring

· Job coaching includes practical on-site support for employees, showing how the work is to be done, increasing efficiency in work and maintaining other relationships at work.

· This type of support is generally provided for three months to three years, but is less intensive with time.

· Job coaches may act as negotiators for wages and conditions.

· Those with learning disabilities were more likely to receive on-the-job training while those with intellectual disabilities received work issue support. 

· Mentoring schemes can be employer led or independently led with the mentor usually working with one person.

6
Factors influencing successful interventions
All the literature points to VR being more effective for those closest to the labour market. Some government programmes discussed have used voluntary participation as a component of these interventions (Project NetWork, NDDP pilots) which is likely to attract more motivated people. However, effectiveness is also related to labour market conditions at the time of the programme. In the Case Based Funding Trial (CBFT) in Australia, it was found that the success of the programme, as measured by the outcomes of those with different disabilities, had more to do with industry effects in the labour market than with programme success or other factors (FaCS 2002).

Another finding throughout the literature is that age is a significant predictor of who will return to work. Younger people are more likely to return to work than older people, irrespective of the programme.

The NDDP pilots were successful for the whole range of those with disabilities. As mentioned above those closer to the labour market were more likely to move into employment, although the NDDP participants varied significantly in the extent of their “work readiness”. Loumidis et al (2001) report that some required very little assistance to move them into work, while others needed a number of intermediary steps. The clients in the Personal Advisor scheme tended to be younger, less severely disabled, better qualified, had spent less time on benefits and had better access to transport than those who did not participate in the scheme. Participants who moved into work after meeting with a Personal Advisor included those with shorter times on the benefit, sole parents and those who had not studied or done voluntary work while on the benefit (Corden and Thornton 2002).

Loumidis et al (2001) found that as the pilots progressed, case managers became more outcomes focused and less holistic in their approach to clients
. Personal Advisors were more selective in the type of client accepted into their caseload, with those requiring longer-term help being more likely to be referred to an external agency. These were likely to be those who had complex needs and required specialised support such as those with learning difficulties, mental health problems and brain injuries.

Although little information is available on the characteristics of those who achieved an employment outcome in Project NetWork, characteristics are given for those that completed an Individual Employment Plan (IEP). They were more likely to be better educated and less likely to be SSI benefit recipients, be married or have dependent children. For other characteristics, there was no difference between the outcomes of those who received an IEP and those who did not. These included age, gender, main disabling condition, duration of benefit receipt and years since the onset of disability. Leiter et al (1997) suggest that the gap between programme entry and completion of the plan was driven more by the process than by the needs of the individual clients.
Canadian NVRP clients were mainly males (30–49). Most clients had some post-secondary education. The predominant medical conditions were back and joint problems, followed by mental illness and depression and heart/stroke/high blood pressure problems. No information is given on the characteristics of those with successful outcomes.

While there is considerable information on the characteristics of those who participated
 in a number of programmes, there is less information available for whom these programmes were successful. However, knowledge of the characteristics of those that participated may give a stronger case for targeting of individuals.

The CBFT in Australia found that jobseekers with an intellectual disability had higher outcome rates while those with psychiatric disabilities had consistently lower outcome rates.

Client led programmes seemed to work well for those who were motivated (and presumably closer to the labour market). The clients participating in the Dutch Reintegration Voucher pilot project were generally better educated with more women participating in the trial than men. However, the evaluation of this project reports that “due to low numbers completing the programme, it is not possible to draw conclusions as to whether voucher clients have a better chance of obtaining and keeping employment than others” Riddell (2002).
Key points – Factors influencing successful interventions
· Vocational rehabilitation is more effective for those closest to the labour market and thus, those more work ready.

· Younger people are more likely to return to work than older people.

· Participants in NDDP were younger, less severely disabled, better qualified, had spent less time on benefits and had better access to transport.
· Those gaining jobs were more likely to have shorter times on the benefit, be a sole parent and have not studied or done voluntary work while on the benefit.
· In CBFT, jobseekers with an intellectual disability had higher outcome rates than those with psychiatric disabilities.
· Participants in Project NetWork tended to be better educated, and less likely to be SSI applicants, be married or have dependent children. 

· Information on characteristics of those participating strengthens the case for targeting of programmes.
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Involving employers in rehabilitation

In employing people with disabilities the OECD (2003) asserts that the existing employer/employee relationship should be encouraged as much as possible. The role of the employer can be enhanced if they are well informed of their legal obligations towards people with disabilities and ensure effective policies to recruit and retain them (Stanley and Regan 2003). The policies can either focus on legislation mandating the employer to keep contact or by the use of positive incentives. 

Employer obligations

Many countries, in their disability anti-discrimination legislation
 oblige the employer to implement plans or make other changes for the disabled employee. Countries such as New Zealand have employed a pro-active approach in their ‘Equal Employment Opportunity’ legislation. This requires employers to change their recruitment and employment practice to provide equality in assessing appropriate employment, maintaining and advancing in that employment environment (Thornton 1998).

In Sweden, employers must provide “reasonable accommodations” for the person in the workplace or find another job within the company. Italian employers are responsible for giving the person with disabilities equivalent tasks, or if not possible, lower level tasks. In France, employers with at least 5,000 employees must offer retraining to ensure those contracting diseases or having been injured can retain their job or have another in the company (OECD 2003a).
The UK has historically used ‘persuasion’ policies as opposed to legal requirements by promoting good employment practices in non-statutory codes of practice. These employment practices, covering recruitment and retention of those with disabilities, have encouraged self identification of appropriate practice in both the private and public sector. The Canadian Federal Employment Equity Act, covering those with disabilities, applies to federal public servants and federal regulated firms employing over 100 employees. Employers under this law must identify those barriers which will limit employment opportunities to workers with disabilities and implement and action plans to promote a ‘fully equitable workforce’ (Thornton 1998).

The OECD reports that to enforce these laws is difficult even though there will be sanctions for non-compliance. The wording of the legislation is ambiguous in many cases and phrases such as “undue hardship” (on employers) and “accommodating disabilities” (for employees) are subjective and interpreted differently by all parties. In addition, those countries that have mandatory quotas on employing people with disabilities, often have such low fines that employers opt to pay the fine rather than comply with the legislation (OECD 2003a). These countries include France, Germany, Japan, the UK and Austria which dictate the proportion of workers with a disability that a company should employ based on its workforce (FaCS 2003a).

Financial incentives can affect involvement by the employer and encourage them to invest in prevention and retention measures. In some countries employers are obliged to continue paying wages in the first few weeks of the person’s sickness. This acts as a strong incentive to involve the employer in some form of plan or prevention measures for their employees. Determining an appropriate length of time to continue this payment is difficult. In combination with legislation preventing employers from firing sick employees, costs can weigh heavily on the employer.

In Germany, employers pay the first six weeks of sick pay and in Austria, this is extended to 12 weeks. In comparison, most Scandinavian countries pay for only the first two weeks. Making the length of time employers must cover sick pay excessive, may lead to discrimination against those employees who have a higher probability of sickness. Some governments have achieved a satisfactory solution to this by adding exclusion criteria for high risk groups – the employer would not need to pay the sickness period for these groups, who would go onto some form of social assistance immediately. A further solution (used by the Netherlands and the UK) is to prevent employers from enquiring about the health condition of a job applicant.

Key points – Employer obligations

· Most anti-discrimination legislation obliges the employer to make reasonable accommodations and some obliges employers to implement rehabilitation plans for the disabled employee.

· Enforcing these laws is difficult as the wording is often ambiguous.

· Some countries require mandatory quotas of employees with disabilities while others require the employer to pay the first few weeks of sick pay.

· Payment of sick pay for an excessive length of time may act as a disincentive to employ people with disabilities; thus some governments have exclusion criteria for high risk groups.

Meeting employer needs

Involving employers in rehabilitation requires a different approach to that taken historically by those in rehabilitation agencies. Rather than just focusing on getting those with disabilities back into the workplace, or simply trying to “force” reluctant employers to take on a “case”, a more proactive approach involving employers is needed. Various schemes such as those involving job brokerage systems like the NDDP pilot are moving in this direction. 

The “demand-side development model” reported in Knight (2004) focuses on facilitating employers to fill their labour force requirements by employing people with disabilities. The aim is to “increase the number and range of positions that people with disabilities can fill and then to assist the employer in developing a pro-active strategy to recruit people with disabilities” (Knight 2004).

Gilbride et al (as cited in Knight 2004) have identified the characteristics of demand side job development, in terms of the response needed by social service agencies, as follows:

· identifying jobs which employers are having difficulty filling, evaluating the essential components of the jobs and assessing how tasks may be restructured to enable jobs to be performed by people with disabilities

· a change of focus for rehabilitation professionals from “selling” clients to becoming consultants to employers on organisational development, workflow design and human resource development

· understanding employer needs in getting work done and matching employer needs with client competencies

· finding jobs and developing any job adaptations before finding the clients to fill the jobs

· maintaining ongoing relationships between employers and vocational professionals to provide continuing support to workers with disabilities and openings for career development

· rehabilitation professionals providing top quality service to employers in terms of job candidates and providing training/ education and support to supervisors.
Partnerships between social services agencies (and rehabilitation agencies) and businesses need to be developed carefully and built on over time. Brown et al (as reported in Knight 2004) state that goals and expectations must be clear and realistic from the beginning of the association. “Partnerships are about ‘win-win’: helping the welfare recipients and strengthening businesses simultaneously. They need to be established on good communication and trust, and then maintained constructively”. A win-win situation seems to have been achieved in the NDDP pilot with employers generally satisfied with their experiences. In particular they were satisfied with services offered including filling skill shortages, support and disability awareness training and advice related to the Disability Discrimination Act (DDA).

Campaigns raising awareness 
As part of the proactive approach to encourage employers to employ more people with disabilities, a number of countries have used campaigns to raise awareness in these areas. The aim is usually to change employer attitudes, reduce fears and dispel myths about employing these people. In fact, the NDDP Innovation and Personal Advisor pilot in the UK was successful in achieving this goal with some employers reporting that their fears about employing disabled people diminished after involvement with pilots (Hills et al 2001).

The NDDP pilots have been used to not only raise awareness of disability but also to include employers as partners in the scheme. Three types of employers have been identified by the evaluation and are described as closed, open to change and engaged. Closed employers were those with little understanding of disability who did not want to employ someone with disabilities. Fear of the unknown was cited as the most common factor identified in these cases. Those open to change were characterised by an understanding of the general issues and often had equal employment opportunity policies in place. Engaged employers were proactive towards employing those with disabilities and tended to be larger companies, or organisations with structures in place for supporting people with disabilities.

Campaigns have been initiated in the US, France and Sweden as well as in  the UK. In these campaigns, designed to raise awareness among employers, factors associated with success include: 
· the reputation of the organisation involved in the promotion. It is reported that firms in the private sector are often sceptical about campaigns that are broad and general in focus
· the amount of tailoring to employers needs and addressing the concerns and fears many employers have in employing people with disabilities
· the extent to which reinforcement occurs with other local initiatives involving training based on the information (FaCS 2003a).
International research shows that for any significant change in attitude a long term strategy must be employed and that effectiveness is difficult to attribute to any one campaign. In order to change employment practices, approaches to change employers’ attitudes must be run in conjunction with other measures as alone they are unlikely to change behaviour (FaCS 2003a).
In addition to raising awareness of disability issues, many employers are also ignorant of the assistance and support available to them. In much of the literature, few employers are aware of subsidies, help with accommodations, or support teams provided by social support agencies. Goldstone (2002) found that in a survey of 2,000 UK employers, few had heard of the Access to Work programme (intended to provide support to overcome the effects of disability in the work place) and it was only used by three to five percent of surveyed employers.

Employer recognition schemes
Award programmes to recognise those employers that have made significant contributions towards employing people with disabilities are run in Australia, the UK and Portugal. They are usually part of other programmes to change employer attitudes (Thornton and Lunt 1997).

A “Positive about Disabled People” symbol is used in the UK by employers and signals their willingness to employ people with disabilities. The criteria that companies must meet before using the symbol include making the commitment to employ these people and reporting annually on their commitment. The symbol is used on letterheads and other stationery, in waiting rooms, signs and advertisements. Employers using the symbol were six times more likely to employ someone with disabilities than those who do not (Knight 2004). Research by the Centre for Research and Policy in Disability at Coventry University has shown that while these employers hire more people, nationally the symbol has not resulted in more people with disabilities being employed in the UK (FaCS 2003a).

Key points – Meeting employer needs

· The demand-side development model helps employers to fill their labour force requirements and can address skill shortages.

· This requires a change of focus for social agencies from “selling” clients with disabilities to becoming consultants to employers on organisational development.

· Partnerships between employers and social services agencies need be developed carefully, built on over time and based on trust.

· Some governments use campaigns to raise employer awareness to overcome their fears of employing people with disabilities.

· Changes in attitudes are a long term strategy and effectiveness is difficult to attribute to any one campaign.

· Employer recognition schemes are used by some governments to recognise the commitment made by employers for their contribution.
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Employer incentives
Naturally employers will be more willing to employ those with disabilities if they have an incentive to do so. Incentives can be in the form of wage subsidies, retention incentives, re-employment bonuses, part financing of job accommodations or tax credits for providing job accommodations. Wage subsidies can take the form of part payment of hourly wages, transferring employees’ social security assistance to the employer, payment of a set percentage of wages or set weekly amounts. 

Retention incentives are more likely to be one off payments while supporting employers to pay for job accommodations can take the form of a one-off grant. Re-employment bonuses have been used in both Korea and Japan and have been experimented with in the US. It was shown that they did have an effect of reducing the time people spent on the unemployment benefit. However, they have been criticised because workers with a high probability of gaining employment can get an employer to hire them and then lay them off (benefiting both parties but incurring fiscal costs) (Martin 2001). 

From a policy point of view, wage subsidies and retention incentives can be a cost effective and successful way of moving people with disabilities into employment and retaining them once in employment. There is of course potential to abuse these systems. 

The literature points to combinations of strategies being more effective in the recruitment and retention of people with disabilities. Following this model, the Employer Incentive Strategy in Australia was established in 1997. It was designed to increase the number of jobs for those with disabilities, and recognising that one strategy alone is unlikely to increase employment it had the following components: 

· A Disability Recruitment Co-ordinator providing large companies with a contact for recruitment. In addition, they provide employers with a source of vacancies for Disability Employment Service (DES) providers. 

· The Supported Wage System providing productivity wage assessments for people with disabilities who are not fully employed in competitive employment.
· The Special Employment Placement Officer providing specialist funded positions within industry to improve employment prospects for disabled people within these organisations.
· The Workplace Modification Scheme (added in 1998) providing financial assistance to employers for workplace modifications.
· The Wage Subsidy Scheme also providing financial assistance to employers to employ eligible workers with a disability in competitive employment. 

The Supported Wage System, Wage Subsidy Scheme and Workplace Modifications scheme have been discussed elsewhere in this report. The Disability Recruitment Co-ordinator (DRC) scheme negotiated agreements with employers and linked them with DES providers. In 2001/02, around 550 people with a disability were employed through the DRC’s costing the government about $2,200 per placement. An evaluation of the scheme found different approaches adopted in each of the DRC programmes and found “a number of effective and innovative initiatives evident in the work of individual DRC’s” (FaCS 2003a). The functions of the DRC’s that worked well and were valued by employers included developing ongoing, collaborative relationships with employers and DES providers and developing tools and techniques to support their strategies. They played an important role in publicising and publicly recognising employers who adopt and implement disability friendly recruitment policies. The DRC’s provided a co-ordinated and fast-track link between employers and job seekers with a disability and where necessary, provided disability training and information to human resources and recruitment personnel (FaCS).

Special Employment Placements Officers (SEPO), while no longer operational, aimed to set employment policy for people with disabilities into normal company procedures and policy. They also identified suitable positions for which people with disabilities would be eligible. An evaluation of one company where SEPOs were operational found that over a 15 month period, 53 people with disabilities were employed and a further 22 finishing work experience and training resulted in 10 placements. The success of the SEPO initiative only occurred where there was full support within the organisation, an ability to share information with people with a range of disabilities in different ways and to identify outside connections to find the best people for the job (FaCS 2003a).

A review of the employer response to the Employer Incentive Strategy found that many employers were positive about employing people with disabilities but a good job match was crucial. Other benefits to employers were strengthening their companies’ reputation (being seen as a good employer) and in building a strong culture towards employing people with disabilities within their organisation as an act of social responsibility.

Downsides perceived by employers were the inherent “risk” in employing people with a disability, fearing that they would not have enough experience, skills or knowledge. Fears of liability if faced with unfair dismissal claims were expressed by some while others were concerned about workplace modifications. Unfamiliarity was common in that many did not even know anyone with a disability let alone employ them. Furthermore employers had concerns about the complexities around provision of support, fear of co-worker reactions, how to hire people with disabilities and fear of them not being able to do a range of tasks or be multi-skilled.
Below we discuss various incentives used in other countries.

Wage subsidies to employers

Wage subsidies are designed to act as an incentive for employers to employ people from disadvantaged sub-groups in the population. They are intended to compensate the employers for any lost productivity and time spent in training. They act in two ways: 
· they reduce effective wage costs to employers
· they enhance the employability of people with disabilities seeking work (Samorodov 1996). 
Doube (2004) asserts that governments recognise that different severity levels of disability affect the amount of perceived cost that an employer faces and that as employee productivity increases over time, training needs should decrease. In 2000, the subsidies to private sector employment accounted for 15% of total spending on active labour market measures in the OECD. This rose from 5% in 1985. Evaluations of these programmes in several OECD countries have found that they have a greater impact than public training programmes (OECD 2003a).

This is confirmed by the research of Dockery (2001) who reports on official Australia data
 suggesting wage subsidies were a more effective means of placing people with a disability in employment than training programmes. In 1991, nearly 55% of those who participated in a JobStart wage programme were in unsubsidised employment after completion of the programme. This compares to 23% of those participating in a skill training programmes and around 15% of those in a job training programme. However, as discussed below, there are large deadweight and substitution effects in these schemes (Martin 2001).
Employers (employing those with disabilities) report that they wish their workforce to reflect society, however, they have concerns about the limited number of jobs that a person with disabilities is able to do and the capacity with which to do them. Employers and governments recognise that a small workforce could make hiring people with a disability difficult (Saskatchewan 2002). Kellard’s (2002) research found that wage subsidies paid to employers and employees
 were common ways to encourage movement to employment. Payment of wage subsidies to employers is increasingly used in many countries as a way of retaining employees as are retention incentives, (discussed below). 

Governments operate a number of wage subsidy schemes in Australia, Sweden, Denmark, France, Netherlands, Austria, Norway, Canada, the UK and the US. They are provided in various ways to employers and can include: 
paying of part of the wage for each hour worked 
transferring the employee’s welfare cash assistance to the employer
paying of a set percentage of the weekly wage
paying a set weekly amount (irrespective of the actual wage earned) 
providing a subsidy for a job upgrade. 

Programmes

In Kellard’s research of 170 programmes, a number of specific wage subsidy schemes to employers relate to the employment of welfare recipients, long term unemployed, young people, older people and ethnic minorities
. All but three of the schemes were for a set time period. The research reports specifically on the schemes for employers employing those with disabilities, listed below.

Fleksibel Jobb – Norway: this scheme piloted in 2000 is a combination of financial incentives paid to employers and job placement services given to people with disabilities. The employers’ wage subsidy is paid for up to five years at a maximum rate of 75% for the first six months which reduces to 40% after that time. It is different to other wage subsidy schemes in that it also helps disabled people in temporary employment. At the time of writing, the scheme had helped 200 people. It was to be expanded to a nationwide scheme in 2002 with places for 1000 people. However, a search for evaluation details of the scheme has not found anything in English.

Wage Subsidy Scheme – Australia: this scheme, introduced in 1998, pays employers if the employee works at least eight hours per week for at least 13 weeks. In special cases, the subsidy will be paid even if the time limit was not reached. The Department of Family and Community Services regulates that the amount of the subsidy cannot exceed what is paid to the employee and the maximum amount of the subsidy is $1500 (excluding GST). Employers may use some of the subsidy for items considered essential for the placement of the workers (for example, workers boots or protective clothing). 

The employment services organisation for people with disabilities usually negotiates the length of the placement and value of the subsidy (Kellard et al 2001). FaCS (2003) reports that 12,400 people with disabilities have been assisted since 1998 with around 70% being male aged 15–25. Over 40% had an intellectual disability, 16% had a physical disability and a further 16% a psychiatric disability
. In 2001/02, the average subsidy paid was $1,088 with the most frequent duration being 13 weeks
 and the weekly subsidies representing about 49% of the average weekly wage of the worker.

Supported Wage System (SWS) – Australia: this scheme provides a productivity based arrangement for people with disabilities. It is designed for those who are unable to maintain employment at full award rates due to the effect of a disability on their workplace productivity. This scheme (discussed in more detail below) in summary, provides a 12 week trial period after which time employment service organisations decide a minimum wage to be paid. This is negotiated with the employer, employee, union and accredited assessor. A set up cost is also paid to the employer in recognition of the administration needed to set up the position, on-the-job costs and workplace modifications. These however cannot be received if a wage subsidy is already being paid. 

The evaluation by KPMG found that take up in the scheme increased over 1999 and 2000 and retention rates appeared positive. Outcomes showed that of the 3,675 employed between 1997 and 2000, 2,340 were still employed under SWS and 1,302 had stopped participating and left the programme.
Eingliederugshilfe fur Behinderte (Job integration for Handicapped persons) – Germany: employers who hire people with disabilities are eligible for a wage subsidy. While the subsidies can be accessed for up to 80% of the local wage, a 50% subsidy is most common. The subsidy is in place for each person for five years and at each six month milestone, the subsidy level is reduced by 20%. 

AGEFIPH (Association Nationale de Gestion du Fonds pour l’Insertion Professaionnelle des Handicapes) – France: This voluntary retention programme applies for those with disabilities and those injured in work accidents. Like the SWS, it recognises the potential loss in productivity of disabled persons impacting on employers. Wages are subsidised in relation to loss of productivity, thus employers can maintain existing wage levels
. In addition, financial support is provided for workplace modifications and general work assessments and training.

Although this wage compensation grant has not been evaluated, an evaluation of the job retention grant (covering the cost of workplace modifications) found that of the 400 people assisted, 90% were able to stay in work for at least 12 months after the modification was made.

Advantages

Subsidies have the advantage of creating job opportunities for some who would not otherwise have entered the labour market and give the employer the chance to “trial” the employee and possibly remove preconceptions about employing someone with a disability. Raskin (in Perrin 1999) comments on an ILO report indicating that “wage subsidy measures that emphasise the individualised needs of the participant may be the most successful”. This research identified the Individualised Subsidised Job (ISJ) component of the Canadian Jobs Strategy to be an exemplary model and it was also found to be cost-effective. The success of this programme was due to the individualised nature of the placement, targeting of pre-training for specific groups, focusing on workplace accommodations and attention to the needs of each employee. Another Canadian programme showed similar results but also combined wage subsidies with other forms of support. 

Disadvantages

Evaluations of the effectiveness of wage subsidies show mixed results and a number of disadvantages are found in their use (Perrin 1999). While wage subsidies may be useful in encouraging employers to take on new employees, there is some evidence (from benefit staff and claimants in the NDDP pilot) that employment for these people may terminate when the subsidy finishes. In an evaluation of work incentives for those with disabilities in the UK, Corden and Sainsbury (2001) found that some employers exploited the work incentive measures, ending jobs when the subsidies ran out and paying wages below the statutory minimum wage. Perrin (1999) also finds similar abuses in other programmes. Samorodov (1996) reports that some employers may use the scheme as an opportunity to roll over a number of employees for short periods of time. In this respect, it provides a way of accessing cheap labour for the company, but does not advantage the employees. 

Being eligible for a wage subsidy has the potential of negatively categorising the employee’s capabilities and thus may reduce their chances of employment in the future. Where employment is terminated after the subsidy finishes, the chance of future employment is diminished, as a consequence of the stigma of having been employed in a wage subsidy scheme.

It has also been suggested that wage subsidy schemes result in displacement costs (removing those who could have entered employment with no subsidy) and deadweight costs (where those people were likely to enter some form of employment without the subsidy). Thornton and Lunt (1997) found that 75–85% of placements in Germany in the ten years to 1986 would have taken place without the subsidy. A European Commission report cited in Perrin (1999), found that only 10–24% of the expenditures on wage subsidies resulted in net gains in employment. However, Borland and Lye (1994) note that displacement effects will be lower in a tight labour market with low unemployment and high labour demand.

Of all provinces in Canada, Quebec has the most experience in providing employer subsidies for employing those with disabilities. However, evaluations of the Contrat d’integration au travail programme suggested that the positive effects of the programme were only temporary and that it did not increase the income, employment or quality of life of programme participants (Gunderson et al 1998).

Despite these disadvantages employers in many countries still prefer wage subsidy schemes to other forms of assistance. Perrin (1996) refers to an Australian study where subsidies were preferred over quotas. A further Saskatchewan study (2002) found that half the employers ranked wage subsidies as their preferred type of assistance. Over 40% of employers preferred financial assistance with additional education and training, 35% preferred in-kind support for accommodations and 30% preferred tax incentives.

The employers in this study felt that government should provide additional financial support and preferred other types of support such as training to come from community based organisations. They were ambivalent as to whether post hiring support should be from the government or from community based organisations.

This study also found that retention was likely to increase where employers were committed to training and other support for employees with a disability was available. A study in Finland found that disabled people in work, where subsidies were provided to employers, had positive images of work and their employers had positive images of these workers. It is reported that a third of these workers in subsidised employment subsequently found work in the competitive labour market (Knight 2004).

Key points – Wage subsidies to employers

· Wage subsidies reduce effective wage costs to employers and enhance the employability of people with disabilities seeking work.

· Some research shows that wage subsidies are a more effective means of placing people with a disability in employment than training programmes.

· Subsidies give the employer the chance to “trial” the employee, and attempt to remove preconceptions about employing someone with a disability.

· Wage subsidies are preferred by employers over quotas.

· Effectiveness shows mixed results; some employers terminate the position when the subsidy is finished, eligibility can stigmatise the employee and subsidies can have associated displacement and substitution costs.

The Supported Wage System
The Supported Wage System provides a productivity based arrangement for people with disabilities who are unable to maintain employment at full award rates due to the effect of a disability on their workplace productivity. An evaluation by KPMG reviewed the effectiveness of the Australian Supported Wage System (SWS) for people with disabilities in finding and maintaining employment. It examined the efficiency of the administrative and operational systems and the ability to meet current and future demand. The evaluation was based upon discussions with key stakeholders and evaluation of outcomes data (FaCS, nd). 
The evaluation found that those on the SWS schemes in 2000 were mainly aged between 15 and 35 and 68% had an intellectual disability. While the SWS clause allows for payment of at least $50 per week, it was found that the median wage earned was $100/week. Median hours worked were 20 per week and assessed productive capacity was around 50%. Approximately 42% were employed as labourers and a further 11% as trades assistants.

Outcomes showed that of the 3,675 employed between 1997 and 2000, 2,340 were still employed under SWS and 1,302 had stopped participating. The main reason for cessation was a worker withdrawing of their own accord (34%). Thirty-one percent had their job withdrawn, 7% reached full award rate, 6% were medically unable to continue and 6% started another job. The reason for the balance of those leaving SWS is unknown.
Some recommendations from the evaluation included:

· development of quantifiable performance indicators to measure “success”

· refining guidelines for employment of those with high support needs and those with episodic disabilities

· development of a marketing strategy to increase awareness of SWS.
It was found that few employers knew of the existence of SWS and none of those interviewed had sought out the SWS. Most were approached (either by the Disability Employment Service or by the person themselves) on the basis that they were able to create a position that could suit a particular person with a disability.
A number of strengths of SWS were identified. SWS enables access to employment for those with disabilities through productivity based wages. It promotes all parties equally and has a core value in transparent decision making with support from all stakeholders involved. The SWS is found to be useful for those where the functional impact of their disability is relatively stable. For those with psychiatric disabilities and people with high support needs, the system was limited.

There have been opponents to this scheme. While some open employment services support the SWS, using it to assist and maintain people in employment, others oppose it on philosophical grounds. They see the system as focusing on people’s disabilities instead of their abilities and feel that once in the system people won’t move to full award wages. In addition, they argue that little support is given for upskilling. However, data from the evaluation has shown that productivity does increase over time and that some have moved to award wages.

Key points – Supported Wage System

· Supported wage schemes provide a productivity “top-up” for those unable to maintain full award rate employment due to the effect of their disability.

· It has been used in Australia for those with intellectual disabilities, and their productive capacity was measured at approximately 50%.

· It has been useful where the functional impact of the disability is relatively stable, but was of limited value for people with psychiatric illness or those with high support needs.

· Some move to full award wages and productivity has been shown to increase over time.

Retention bonuses/incentives for employers

Retention incentives or bonuses vary according to the length of time that workers must remain in employment and in the amounts that are paid. They are usually one off payments made after an employee has remained in employment for a pre-arranged length of time. As mentioned above, retention bonuses can significantly reduce the time spent in receipt of a benefit (Martin 2001). Most of these schemes were found in Kellard’s (2002) research in the US. The incentives are paid with the expectation that employers will have spent time training and supporting the new employee. The examples of retention bonus programmes discussed below apply to employers employing all people (not just those with disabilities).

Full Employment Council, Kansas – US: employers are paid $1000 if an employee who was previously unemployed and in receipt of social assistance stays in employment for nine months. The bonus is meant to compensate the employer for the cost of training.

WAGES scheme, Florida – US: to be eligible welfare beneficiaries must have less than six months eligibility remaining for receiving Temporary Assistance to Needy Families (TANF). Employers are paid $250 if an employee remains in employment for 30 days and a further $500 if they stay in employment for three months. 
Employment Services Program, Utah – US: for hard to place TANF recipients, employers are paid $500 per month for six months if these employees remain in their employment. To prepare employers for this “case management” role, they must attend a one day supervisory training course. Should the employee remain for 12 months, the employer is rewarded a further $1000. The payment is not only for training but also in recognition of active case management of these employees. 
Back to Work Bonus, – UK: this was introduced in 1996 to encourage beneficiaries to maintain contact with the labour market. It was paid to those moving into part-time work but appears to have been largely unsuccessful. Knight (2004) reports on two evaluations of the scheme: one reported that the bonus was only successful in educating people that part-time work was a viable option and the other reported that the bonus had little effect on moving people off the benefit. This was due to mainly male respondents wanting full-time work plus the perception that there were few suitable part-time jobs anyway and the benefit being seen as a much more secure option than part-time work

Kellard’s work finds that retention bonuses to keep “hard to place” employees in work are unlikely to affect practice in large companies. Anecdotal evidence suggests, however, that they may make a difference for smaller firms although she finds no hard evidence to support this. It appears that bonuses as an incentive, by themselves, are unlikely to significantly change employer behaviour. Critics of these interventions assert that they act as an incentive for those who probably would find a job anyway; thus increasing deadweight costs. Doube (2004) reports that in Japan the impact of this potential abuse is minimised by strict monitoring of the employer and claimant behaviour.
Tax deductions and tax credits

Tax credits can also be used as an incentive for employers. Apart from the US where they are used extensively, tax incentives are used in Luxembourg and Poland. However, uptake of these credits has not been as widespread as hoped. This was reported in a US report of the Presidential Task Force on Employment of Adults with Disabilities in 2000. It suggested that the take up was low due to the mistaken belief that the cost of employing a person with disabilities would far exceed employing an able bodied person. 

Doube (2004) reports on the research of Blanck (2003) who found little evidence that tax credits actually achieve their intended outcomes. The GAO in the US found that tax incentives were only used by a small proportion of businesses to “help them hire, retain and accommodate disabled workers, and that information on the effectiveness of these tax incentives is sparse and inconclusive”. 

Key points – Retention bonuses/incentives and tax credits

· Retention bonuses or incentives are one off payments which vary depending on the length of time that workers remain in employment and in the amounts that are paid.

· They are more effective for smaller employers but unlikely to change employer behaviour in large firms.

· Critics assert that they are likely to lead to displacement costs but these can be reduced by strict monitoring.

· The uptake of tax credits as an incentive has not been high and information on their effectiveness is sparse and inconclusive.

Job accommodations – employer attitudes

The section on Job Accommodations, in chapter 5, details different types of job accommodations that are used to facilitate work by those with disabilities and include technical aids, devices and physical adaptations of the workplace and also the way in which a job is structured. “Soft modifications” include changes to work tasks, flexible hours of work, more work breaks for those easily tired. 

Costs

This section details employers’ attitudes to the provision of job accommodations and examples of accommodations provided. Samorodov (1996) reported that on average, the costs to employers are generally low, at around $1000 per employee with disabilities. This was not prohibitive for most employers. However, GAO (1996i) reports that the costs to the employer of this type of disability management are often ongoing, and not a one off event. Accommodations made to the individual may need to change over time (Perrin 1999).
In recognition of these accommodations, the Australian government under the Workplace Modifications Scheme provides up to $5000
 to assist in modifying a workplace or purchasing special or adaptive equipment for workers with a disability. Between 1998 and 2002, an overall average of $2,200 was reimbursed per worker. The average reimbursement was around $3,400 for a visual disability, $3,200 for a psychiatric disability and $1,600 for a physical disability (FaCS 2003a). However, there is a lack of awareness amongst employers who did not know what funds were available for workplace modifications or how to access them. An evaluation by KPMG Consulting (no date) states that it is difficult to ascertain the effect this has on the employment of those with disabilities. 

The Australian Supported Wage System will pay $1000 per placement to new employers
 for initial costs relating to job redesign and time spent by co-workers assisting and training the new employee. The employers interviewed maintained that the payment made no difference to their decision to employ a person with a disability. 

Research by Goldstone (2002) found that in a survey of over 2000 UK employers, about a quarter of those surveyed regarded the extra costs of modifications as normal business cost. A further quarter had not calculated these costs.
Types of accommodations

Employers may prefer soft accommodations to changes in the physical environment. A study in Saskatchewan (2002) researched employer needs and perceptions of employing people with disabilities. (Their needs were defined as what assistance or support would increase the employers’ willingness to hire someone with a disability while employer misconceptions were also investigated.) Over 300 employers were surveyed with a good representation of different firms of varying sizes in a variety of locations. Of the employers surveyed, 68% were most likely to provide accommodations in the form of flexible hours or days on which the employee worked. Physical accommodations were likely to be provided by 53% of employers and 47% were prepared to redesign the job when hiring a person with disabilities. Similar results are found in a Dutch study reported in Thornton (1998) and in a UK study of 2000 employers (Goldstone 2002).
A Dutch study of both white- and blue-collar workers in industrial and service industries in the Netherlands found a higher proportion of non-physical adaptations
 than physical adaptations were provided by employers. Nijboer et al (1993) found that:

· Change in tasks and work content was favoured by 70% of employers, (including change in work activities, variation in tasks, a move to another job with the same or another employer).
· Change in duration and distribution of working hours by 48% (including reduction or elimination of night working, more regular working hours, reduction in the working day or week, shift changes and rest periods).
· Reducing tempo/speed of work by 41% (including reductions in productivity targets or customer contacts, help by colleagues, self-organised work patterns).
· Purchase of special or new devices by 10% (including mobility within the workplace such as wheelchairs, and transport to and from the workplace).
· Training by 7% (including vocational training, on the job training, and job-coaching).
· Adapting tools/equipment/workplace 4% (including adapting worksite, workstation, machines, buildings, accommodations, lighting, internal climate, chairs etc).
· Other types by 14% (including help in the home to get to work and changing the culture on the shop-floor).
While employers seem to prefer providing soft accommodations, a majority of those with disabilities (not in the labour force) also show this to be their preference. The Roeher Institute (1994) found that the three most preferred accommodations to help people with disabilities back to work were reduced or modified hours, job redesign, and accessible transport.

These examples show that, in general, non-material accommodations or changes to tasks or routines are favoured by both employers and employees. Not surprisingly, a different pattern emerges from external agencies which concentrate more on the provision of material adaptations including technical aids and devices, adapting equipment and transport facilities.

Cuelenaere (1997) has found that when both the employer and the employee are motivated (given that the health problems of the employee do not deteriorate), then the outcomes of the adaptations made, are usually considered positive. De Vos et al (1996) found similar outcomes.
The Saskatchewan survey (2002) found that employers were not likely to provide both non-material and material adaptations, such as human support, communications support and technical aids, without some form of financial assistance. Even with some form of financial assistance, employers are unwilling to provide certain types of assistance. It was found that financial assistance is preferred by employers to other forms of support. However, research for the Saskatchewan Office of Disability Issues (2002) found that financial incentives only slightly increased the likelihood of employers providing work accommodations.
Research from the US (Dockery 2001) shows that workers with a higher occupational status, are more likely to be provided with accommodations and that larger firms are more likely to provide these to people with a disability (Geyer and Schroedel 1999).
For employers engaging those with severe mental illness, a Canadian evaluation by Conley et al, (in Perrin 1999) revealed that employers indicated a strong need for assistance prior to engaging people with this type of severe disability. Most employers viewed the costs as relatively minor when dealing with inappropriate behaviour, training and other supports, as employers were well supported by publicly funded sources. The evaluation identified this up-front assistance as the key to the success of the project.

Key points – Job accommodations – employer attitudes

· Employers prefer soft accommodations (changes to working conditions or tasks and flexible hours) to changes in the physical workplace.

· Average costs are around US$1000 and are not generally prohibitive for employers.

· Many employers are unlikely to provide accommodations without financial assistance but financial incentives only slightly increase the likelihood of employers providing work accommodations.
· Up-front assistance prior to employing an individual increases its effectiveness.
Other supports

Telephone help lines for employers (not just for programmes with disabled). Few instances of this type of support for employers were found in Kellard’s research of 170 in-work programmes. The Welfare to Work Collaborative in New Orleans has a rapid response line for information and other support needs. The aim of this is to raise employers’ awareness of various incentives available to them when employing someone who has been on welfare and to help with any workplace enquiries.

Other telephone services were aimed at both employers and employees. The Goodwill Industries of Greater New York provide vocational training to those with disabilities and other welfare to work participants. It has a service whereby those going through vocational training programmes receive regular phone calls from staff while on the programme. In addition, they have access to a toll free number to ask staff for advice when problems arise. This service is also available to employers (Kellard et al 2002).

Key success factors

To ensure effective use of employer incentives, research by FaCS (2003a) has identified a number of key areas for action. These were elicited from employers, consumers and employment agency staff in the Australian system. These included building further employer awareness by providing targeted information, advice and support to employers. Job matching could be improved with the possibility of increased use of work trials. More support needs to be given to improve productivity based wage assessments (made under the Supported Wage System) and monitoring the use of wage subsidies. There is also a need to improve the administration of the Workplace Modifications Scheme to make access easier for employers. Finally encouraging and supporting best practice for DES (Disability Employment Service) providers should result in the employment of more people with disabilities.
The following key success factors, from international literature on incentives to help employers take on more people with disabilities, have been identified for the success of these incentive programmes. 

· Integration of measures: successful initiatives to promote those with disabilities to employers need to provide a range of incentives, not just one incentive. Combinations of a number of interventions are more likely to be effective.

· Tailored incentives: while tailored programmes are necessary for employees, tailoring is also important for employers. Incentives that may be appropriate for one employer will be ineffective when used with another employer. The example of quotas is used, being effective with large public organisations but inappropriate for smaller firms.

· Background of strong leadership and information and marketing: highlighted in the literature are examples of leadership initiatives together with marketing campaigns to support initiatives. A series of campaigns should cover disability awareness and associated discrimination legislation and incentives available to employers.

· Partnership approach to information and attitudinal programmes: these programmes are more successful when backed by significant employers groups who represent most employers’ interests. The review finds successful partnerships between employers, government, trade unions  and disability advocacy groups. 

· Streamlined administration: for ongoing success, programmes need simple and cost-effective administrative procedures for employers, reducing any unnecessary compliance.

9
Summary

For employment interventions to be successful for those with disabilities, it is important to incorporate good return-to-work principles. These are stated throughout the literature and can be summarised into three main points: 
· early intervention to promote return to work

· identification and provision of return to work assistance with case management to achieve return to work goals
· structuring health and cash benefits to encourage those with disabilities to return to work (Sim 1999). 
Other good practices have been identified including corporate commitment to rehabilitation, maintaining communication between employer and employee throughout rehabilitation and implementation of work-based rehabilitation strategies. However, outflow rates off disability benefits continue to be low and policy makers continue to look for improvements in vocational rehabilitation (VR) programmes to increase these outflow rates. 

Benefit agencies take various roles in the provision of services within these programmes. Their role is primarily administration of all benefit procedures, often case management of clients and provision of basic counselling and job search services to clients as well. Specialist services (medical, vocational and rehabilitation services) are normally provided by external contractors.

A number of programmes have been discussed including New Deal for Disabled People in the UK, Case Based Funding Trial in Australia, and two further projects discussed in Part 11; Project NetWork in the US and the National Vocational Rehabilitation Programme in Canada. Each had varying strengths and weaknesses. Corden and Thornton (2002) found that more successful programmes took a holistic and individualised approach, including basic skills training and other supports. These programmes had strong links to the labour market and used a combination of one-on-one support, formal training and practical support. The programmes attempted to work in partnership with clients and employers, to provide a seamless pathway from welfare to work. 

Case management was a feature of some of these programmes. This is discussed in detail in Part II but suffice to say that despite general support from clients of this approach, there is little evidence of the effectiveness of case management or similar approaches in work resumption.

Due to the heterogeneity of people with disabilities and their diverse needs, employment programmes are most useful if tailored to individual needs and circumstances. There are few interventions that are successful for all in this population and few predictors of return to work that apply to all with disabilities. However, two predictors that are identified are: 
· age: with increased age associated with reduced probability of work resumption
· proximity to the labour market: those closest and more work-ready have a greater probability of work resumption. 
Those participating in these programmes, many of which required voluntary participation, were less severely disabled, better qualified and had spent less time in benefit receipt.

For most people who have returned to work, the provision of job accommodations has been significant in assisting their work resumption. These are any physical modifications of the workplace or adaptations of workplace procedures including changes to work tasks, content and hours of work. Most anti-discrimination disability legislation includes a provision for employers to make “reasonable” accommodations for people with disabilities. While costs are not prohibitive, averaging US$1000 per person, cost savings are estimated to be significantly more through employee retention and lack of necessity to rehire and retrain new employees.

Other VR methods, especially for those with intellectual or psychiatric disabilities, include supported and sheltered employment. Supported employment is based upon a “place then train” model, with support from a job coach. Sheltered work is a more traditional approach consisting of workshops offering simulated or actual work, intended to increase skills. Research shows supported employment to be more effective than both sheltered employment and prevocational training in moving people on to competitive employment. While sheltered employment is being replaced by supported employment in Canada, the US and Australia, it continues to be popular in some European countries. Other ways of increasing work skills are the use of work trials, therapeutic or voluntary work, while job coaching and mentoring are used to assist those trialing employment.

Involving employers and eliciting their support is increasingly important in the VR of people with disabilities. There are conflicts, however, mandating the involvement of employers to increase sanctions (for non-provision of accommodations), quotas (for employing certain numbers) and employer responsibility (for factors such as sick pay) that risk creating a disincentive effect for employers to hire people with a disability. Employers must also be supported to employ people with disabilities. Various governments do so by the provision of wage subsidies, productivity subsidies (as in the Supported Wage System in Australia), retention bonuses and tax deductions and credits (for job accommodation expenses).

Although wage subsidies reduce effective wage costs to employers and enhance the employability of people with disabilities seeking work, the effectiveness of these programmes show mixed results. Some employers terminate the employment when the subsidy is finished, eligibility can stigmatise the employee and subsidies can have associated displacement and substitution costs. However, some research shows that wage subsidies are a more effective means of placing people with a disability in employment than training programmes. Productivity subsidies have been useful for those where the functional impact of their disability is relatively stable, but limited for people with psychiatric illness or those with high support needs. Retention bonuses are more effective for smaller employers but critics assert they are likely to lead to displacement costs without strict monitoring.

While there is still debate as to whether work incentives are effective or not, effectiveness is enhanced by a combination of incentives working together with programmes tailored to employers and employee needs. Involvement of employers is more likely with effective marketing campaigns promoted by industry groups working in partnership with government, unions and disability advocacy groups. 

HEALTH INTERVENTIONS
The connection between employment based health coverage and public health programmes is often a disincentive for those on welfare to return to work. While some people feel trapped in a job for fear of losing health insurance, others on welfare may fear the transition to work for the same reason. In public assistance programmes, health care is covered and a move to employment (without health care or lower levels of health care) would jeopardise this coverage, especially if the return to work is not successful (Friedland and Evans 1996).

Data from the National Health Interview Survey in the US found that half those with a limitation in activity due to chronic conditions reported being in good or fair health (Ries 1991). Despite their level of health, people with disabilities still had twice as many doctors visits as those in good health. The low proportion of those with limitations in activity (accounting for only 6% of the population) still comprised a fifth of all doctors visits and 40% of all hospital days in the US. Given this survey was conducted on statistics from the late 1980s, we can safely assume that, with the rise in levels of mental illness in the 1990s, these proportions will have risen.

In general, people with any chronic condition require not only medical and hospital care, but also in some cases, specialised care from other providers and multidisciplinary teams. Others have a greater need for long-term therapy whether occupational or physical, prescription medicines and home care services. In addition, the US Department of Health and Human Services reports that these people are more susceptible to secondary health problems as a result of their chronic illness and thus even more dependent on medical care (Friedland and Evans 1996).

In the US health coverage is not comprehensive for those with disabilities. In 1993, NIDRR
 reported that of those of working age unable to work due to their disabilities, 17% had neither public nor private insurance, 34% had private insurance, 34% had some form of public health care coverage and 13% had both private and public coverage. Public coverage is mainly associated with benefit receipt, however, some cash benefits are means tested, and thus act as a disincentive for those with disabilities to increase hours of work.

An International Social Security Association (ISSA) report on trends in social security found that many countries are reforming their health care system with a primary goal of adequate and fair access for all to a minimum degree of protection while trying to preserve and contain costs in an era of rapidly ageing populations. The ISSA has also noted a trend in European countries of strengthening access to primary health care while reducing hospital care (Greber et al 2001).

While some of the discussion above reflects the situation in the US, people with disabilities in other countries with expensive health care systems face similar issues. Loss of income security and health care benefits are consistently cited as the main reasons for people on welfare not moving into employment. While the ISSA notes the European trend of increasing access to primary health care, other countries are also facilitating easier access for those on welfare. 

A number of initiatives have been started in many countries to improve health care and increase equity among health users. Given that those with disabilities are twice as likely to seek medical help as those in good health, reductions in health inequalities should improve access for this population. Recognising this, a number of initiatives in New Zealand are attempting to make access to health care easier for people with disabilities. Two such initiatives to reduce health related barriers that stop those with disabilities from attaining employment are being trialed in South Auckland but have yet to be evaluated. They are PATHS (Providing Access to Health Solutions) and ProCare. PATHS is aimed at those in receipt of a Sickness Benefit (SB) or Invalid’s Benefit (IB) who have physical incapacities. The intervention will “provide clients with access to health interventions not currently available to them” and is a co-ordinated effort from MSD, the Ministry of Health and Counties Manukau District Health Board (MSD 2004).

ProCare aims to “provide clinical interventions to SB and IB recipients with mental health conditions, such as stress, depression and anxiety related disorders. ProCare Health Ltd has been contracted by MSD to provide these services. The current evaluation aims to determine the immediate outcomes of SB and IB clients participating in the PATHS and ProCare employment initiatives” (MSD 2004).

In addition to programmes improving access to primary health, other health initiatives seek to “promote good health in its broadest sense”. (Health Improvement Programme, UK). The types of activities accepted under this definition include programmes for smoking cessation, healthy eating, increased exercise, building confidence, parenting skills, accessing GP’s and complementary therapies.

This review has found few initiatives in a small number of countries, and little detail about individual programmes except for UK, US and one in Australia. Furthermore, no evaluations of these programmes were found. They include Health Improvement Programmes, UK; Healthy Living Centres, UK; Healthy People 2010, US; Primary Care Partnerships, Australia and Health 2015 public health programme, Finland. 

1
Health Improvement Programmes – UK

The aims of the Health Improvement Programme (HImP) can be summarised as:
· “bringing together the NHS/Local Authorities and other partners to promote joint planning and priority setting, for example through Joint Investment Plans
· setting the strategic framework for improving health, tackling inequalities and improving health care
· being action focused, by summarising objectives and commitments, and including measurable targets
· being firmly linked to resource allocation” (Department of Health).

The schemes are intended to include local authorities and community groups who are expected to work together with local initiatives for improving public health and tackling social exclusion. In practice, many schemes have partnerships with local Primary Care Trusts
, various NHS trusts, local authorities and local health trusts.

Examples include:

Dudley 
Four link workers have been appointed to advise and support the management of individual clients with mental illness. The link workers also aim to improve communication and promote effective multi-disciplinary care. A training programme for treatment of depression is to be delivered to primary care staff to improve services for clientele with depression.

North Cumbria 
The aim of this learning disability programme is to develop a range of accommodation with appropriate levels of support to enable users to live as independently as possible along with the development of a range of provisions for respite care. The programme also aims to increase the range and mix of day services; including employment educational and recreational opportunities. 
Somerset
This programme, for those with mental health issues, includes the provision of community psychiatric nurses available across GP surgeries and shared care with Mental Health Teams. More access than currently exists will be made available for counselling using cognitive behavioural therapies.

The Health Improvement Programme has now been replaced with the Health Improvement and Modernisation Programme (HIMP) and largely builds on the work of the HImP. The purpose of the Health Improvement and Modernisation Programme is to co-ordinate with local organisations to improve health, reduce health inequalities within the local population and detail how local health systems are delivering the key priorities and targets of the NHS Plan and the various National Service Frameworks. In reviewing the priorities for many regions, there seems to be less of an emphasis on physical disability than under the HImP.

The Health Improvement and Modernisation Programme is described as a:

commitment between partners signing up to common high-level goals and objectives year on year supported by a;

network of objectives developed partly through local partnerships and partly driven by the various interlocking national and local agendas for each of the partners and a;

set of service level agreements and measurable action points so that each specific objective can be tracked, its' delivery monitored and assessed, and suitable future objectives or actions determined. (Dept of Health).

Various projects include:

Hastings and St Leonards
Primary Care Trust (PCT) – Mental Health Action Group will be focusing on: health promotion, primary care and access to services (in particular reducing unnecessary hospital admissions by developing community services such as an additional ten 24-hour nursing care beds), effective services for people with severe mental illness (in particular developing a place of safety) and preventing suicide
.

East Sussex Brighton and Hove
 

Primary Care Trusts will provide: 
· 24 hour help-lines for those with schizophrenia 
· 50 more assertive outreach teams for those with mental illness
· A seven day service of medical support, psychology and occupational therapy with social care integrated into the team 
· Additional community nurses and support workers in other areas. 

Support for Primary Care – ensuring information about treatment and services for all people presenting with mental health issues, including information about access to local self-help groups and support services such as housing and employment is readily available.

Kennett and North Wiltshire
The development of a mental health liaison service based in the A and E department at Princess Margaret Hospital, along with a comprehensive mental health promotion strategy, implementation of guidelines for treatment of depression, schizophrenia, anxiety and other mental health conditions for primary care specialists.
Health co-ordinators have been assigned to help reduce health inequalities for those with learning disabilities. Pilot projects promoting “I’m OK” health care screening checks will be evaluated.

No information on evaluations of these programmes has been found.

Key points – Health Improvement Programmes, UK

· The aim is to bring together various agencies (such as local authorities, Primary Care Trusts, community groups) to work in partnership to improve health, health care and to reduce inequalities.

· Primary Care Trusts improve health by developing integrated care pathways comprising primary, secondary and social care.

· Schemes include; 24 hour help lines for those with mental illness, assertive outreach teams, liaison services, provision of community psychiatric nurses and increased access to counselling services.

· While intended for all types of illness and disability, mental health services appear to be targeted most frequently.

· No evaluations of these schemes have been found.

2
Healthy Living Centre Programmes – UK

The Healthy Living Centre (HLC) programme in the UK is funded from Lottery Funds and managed by the New Opportunities Fund with £300 million having been made available. The programme began in 1999 and now has 349 programmes across the UK (257 in England, 45 in Scotland, 28 in Wales and 19 in Northern Ireland). The aim is to “promote good health in its broadest sense, to reduce health inequalities and to improve the health of the most disadvantaged people through the establishment of a network of HLC’s”. (Department of Health, UK
 2004). The programme is intended to be accessible to 20% of the population.

Schemes (granted funding for five years) are modelled on “pre-war initiatives of the pre-NHS era, but operate according to contemporary notions of community development and service delivery” (O’Grady and Bailey 2003). Projects (or schemes) funded could be programmes of activities based in existing premises, or services funded through mobile or outreach facilities. 

A wide range of services are provided by the schemes including smoking cessation, dietary advice, physical activity, health screening programmes, training and skills schemes, arts programmes and complementary therapy. They are also targeted at a range of sub population groups including people on low incomes, young people, older people and people from minority ethnic groups. Among the targeted groups are those with learning disabilities, physical disabilities and mental health problems.

Examples of types of schemes include:

Positive Futures Healthy Living Centre – Nottingham. This scheme widens support for people with learning disabilities, provides them with individual support, builds up their confidence and encourages them to take part in sports and recreational activities as well as providing an accessible Information Service

Communities First Healthy Living Centre – Chesterfield. A new mobile health and social care related service reaches out to isolated and disadvantaged groups and individuals, particularly those on low incomes with young children, the unemployed and chronically sick. It offers health advice and information, exercise opportunities, welfare advice, parenting skills and early years learning and information. 
Food for Thought – Northampton. A network of initiatives that promotes healthy eating on a budget, to improve the health of those with poor physical and mental health. Food groups include a community café providing low cost healthy foods, skills workshops supported by dieticians and a home shopping service.
Community Health Project – East London. A scheme for those who face difficulties accessing a GP. It aims to assist people to register with a GP, after which clients receive a full health assessment, are offered culturally sensitive health and counselling services and a range of complementary therapies including podiatry where necessary. This community health project forms part of the local Primary Care Trust. 

Two evaluations (by the New Opportunities Fund and Department of Health) of the programme have been planned and are currently underway. The New Opportunities Funds four year evaluation has three main components:
· a Health Monitoring System (enabling the health outcomes for beneficiaries on the programme to be tracked)
· exploring how projects are addressing key issues of sustainability, partnership and social exclusion
· how the sector is developing (eg stakeholders’ response, networking of projects, accountability issues).
Unfortunately the final evaluation is not due for release until 2005. An interim evaluation has been released based on New Opportunities Funds administration data, which largely reflects intentions of the schemes rather than actual activities completed. Most of the evaluation
 is broad in nature and very general in its findings and relates to groups other than those targeting people with disabilities. Other evaluation details relate to partnerships, community involvement, service delivery, general sustainability of the schemes. No precise information is given on any scheme dealing specifically with those with disabilities.

Key points – Healthy Living Centres (HLC), UK

· The aim is to “promote good health in its broadest sense, to reduce health inequalities and to improve the health of the most disadvantaged people through the establishment of a network of HLC’s”.

· Services are broad and include smoking cessation, dietary advice, physical activity, health screening programmes, training and skills schemes, arts programmes and complementary therapy.

· They are targeted at a range of groups including people with learning disabilities, physical disabilities and mental health problems.

· Specific examples include confidence building courses for people with learning disabilities, mobile health units for chronically sick, scheme to help people accessing GP’s, and healthy eating programmes for those in poor mental and physical health.

· Evaluations are due in 2005.

3
Healthy People 2010 – US

Healthy People 2010 is a set of health objectives to achieve over the first decade of the new century. It can be used by many different people, states, communities, professional organisations and others to help them develop programmes to improve health. 
The goals of Healthy People 2010 are: 

· to help individuals of all ages increase life expectancy and improve their quality of life
· to eliminate health disparities among segments of the population, including differences that occur by gender, race or ethnicity, education or income, disability, geographic location, or sexual orientation.

The Nation’s progress in achieving the two goals of Healthy People 2010 will be monitored through 467 objectives in 28 focus areas. Many objectives focus on interventions designed to reduce or eliminate illness, disability and premature death among individuals and communities. Others focus on broader issues, such as improving access to quality health care, strengthening public health services, and improving the availability and dissemination of health-related information. Each objective has a target for specific improvements to be achieved by the year 2010.

An internet search did not locate any evaluations of programmes specifically targeted to those with disabilities. However, one programme was found whose recipients included some people with mental illness.

Eat Smart New York (ESNY) is a nutrition education programme for families, youth and senior citizens who are food stamp recipients with a focus on improving dietary quality, food security, food resource management and food safety.

During 2003, the programme provided education to 415 adults and made indirect contact with 714 people, while over 1,100 were given brochures and other nutrition education. Among the target audience were those with mental illness. An evaluation revealed that “96% improved in one or more food resource management practices (planning meals, comparing prices) and 97% improved in one or more nutrition practices (making healthy food choices, reading nutrition labels).

4
Health 2015 Programmes – Finland

Finland’s 2015 programme for health improvement encourages a number of stakeholders to work in collaboration in health promotion. It addresses factors such as behaviours, environments, product safety and community factors. As part of the 2015 scheme, Finland has developed a Healthy Cities Network programme. It has a number of specific aims:

· to implement the national Health 2015 programme at the local level 

· to develop welfare indicators for 'a healthy city' 

· to further health impact assessment.
Unfortunately it has not been possible to find any specific programmes under this initiative, let alone evaluations of these programmes.
5
Primary Care Partnership Strategy – Australia

Australia’s Integrated Health Promotion Framework includes three key features. They relate to use of effective partnerships, a mix of interventions and common planning frameworks and a broad range of sectors. One example is the Victorian Primary Care Partnership Strategy. This represents a change in the way services are delivered in primary care and community. The Government has committed $45m over four years to the reform. In 2002, 32 Primary Care Partnerships (PCP) were formed bringing together 800 different service providers to help plan, co-ordinate and deliver services.

Primary Care Partnership Bendigo Loddon
: One PCP in Bendigo and Loddon in Australia includes health care groups, community agencies, Health Centres, local councils, university research centres, hospitals and rural health units. One initiative was for those with chronic illness and developed the sharing of resources for health education, increased opportunities for screening and gave peer support and networking developments for staff.

Other initiatives (not specifically targeted for those with disabilities) included a Physical Activity Consortium developing a walking strategy for Bendigo and Loddon with other strategies to increase participation in physical activity in the area. Other initiatives were a Community Arts Project for women in Bendigo. 
No evaluations have been found for the scheme.
Until evaluations have been completed for a number of these interventions, there is little to be said of their effectiveness in reducing health barriers for those with disabilities to attain employment. Interim reports for ProCare and PATHS initiatives in South Auckland are due in late 2004 with final reports due mid 2005. 

Evaluations of the Healthy Living Centre initiatives in the UK are also due in 2005.
� Those unemployed are still classed as being in the labour force if they are actively seeking work. Those unavailable for work or unemployed (but not actively seeking work) are classed as “Not in the labour force”.


� Living with disability in Canada: An economic portrait. Accessed 2004. www.sdc.gc.ca/asp/gateway.asp?hr=en/hip/odi/documents/livingWithDisability/00_toc.shtmlandhs=pyp


� NVRP is referred to in the literature as both National Vocational Rehabilitation Project and Programme interchangeably.


� More clients who moved into jobs had found the position themselves, than those for whom the agency had found one on their behalf. 


� Hildebrandt et al 1997; Hazard, Bendix and Fenwick 1991; Gatchel et al 1994; Lacroix et al 1990; Kummel 1996; Sandstrom 1986; Werneke, Harris and Licther 1993) in Hogelund 2001.


� De Jong 1987; Aarts and De Jong 1992; Marklund 1995; Oleinick, Gluck and Guire 1996; Johnson, Baldwin and Butler 1998


� His definition of psychosocial elements includes personality traits, psychological dysfunction, coping ability, attitude towards life and own health, lower socioeconomic status, lower intelligence, marital problems, living alone, financial problems, and job dissatisfaction.


� This was based upon 35 relevant controlled studies of employment outcomes for this population.


� Disability Pre-employment Instrument is designed to measure a job seeker’s relative support needs.


� JSCI and DPI determine the job seeker’s funding amount by reflecting both probability of achieving an outcome, and relative support need.


� Disability Maintenance Instrument is used to fund maintenance support.


� In evaluating the effects of certain interventions, the effect of selection bias must be removed. To do this, experiments using random assignment can be used. In this design, participants are randomly assigned to a control group (which does not receive the intervention) and a treatment group, which does receive the intervention. The use of Randomised Control Groups (RCT) are more often used in the US and used less in UK and Australia due to ethical issues. Many studies have been conducted where outcomes have been reported for specific employment interventions, but no account has been taken of outcomes without these interventions. This is referred to as deadweight loss; that is, the participant may have in fact moved into employment without this intervention. 


� Bio = physical education, psycho = behavioural treatment and social = workplace intervention.


� See section on supported employment in chapter 5.


� The NDDP pilot and Project NetWork found that access to private transport and lack of transport problems were significant factors in whether someone participated in the programme or not.


� Cited in Perrin 1999.


� A FaCS (2003) survey found that an average of $A2,200 was paid out to employers under the Workplace Modification Scheme in Australia between 1998 and 2002.


� Work and Income was known as the Department of Work and Income and Work and Income New Zealand (WINZ) prior to October 2001, when it merged with the Ministry of Social Policy to form the Ministry of Social Development.


� Eleven studies were reviewed; 5 (1204 subjects) compared prevocational training with standard community care, 1 (256 subjects) compared supported employment with standard community care and 5 (484 subjects) compared supported employment with prevocational training.


� One trial of supported employment versus standard community care was inconclusive because the subjects also received Assertive Community Treatment (ACT). Data from the prevocational training versus community care was also inconclusive.


� The Netherlands has a similar policy for six months (OECD 2003a).


� Details of each project are in Kellard et al (2002) pp. 88–91.


� This occurred also in NZ’s ACC where branch targets encouraged some case managers to speed up the time spent with claimants (Office of Auditor General 2004).


� For more information on characteristics of participants of Project NetWork, CBFT, NVRP and others, refer Corden and Thornton (2001) pp. 48–51.


� Issues of compulsion including legislation prohibiting employers to dismiss workers with disabilities (without government permission), holding jobs open for people post accident and quota systems for those with disabilities will not be discussed in depth in this report. We focus more on assistance given to employers, rather than compulsion.


� Senate Standing Committee on Community Affairs (1992: Appendix 15:2 Table 10).


� Examples of schemes paying subsidies to employees are included in Part III of this report.


� For more information on these schemes, refer Kellard et al (2002). DWP Report No. 170 pp. 51–57.


� Following that were specific learning disabilities, hearing impaired, acquired brain injury and neurological disabilities.


� Between 1998 and 2000.


� It is unclear whether employers then use the subsidy to employee additional labour to increase productivity levels.


� In some cases this is flexible and the 20 highest reimbursements ranged from $7,815 to $14,636 between 1998 and 2002.


� Existing employers of an employee accessing SWS are not eligible for this payment.


� Changes to work tasks and content, hours and so forth.


� National Institute on Disability ad Rehabilitation Research. 1991. Disability Statistics Report: Disability Risks and Chronic Illnesses and Impairments.


� Many Primary Care Trusts have a basic aim to develop primary care as the best way to improve the health of the population. This approach often includes developing integrated care pathways which comprise primary, secondary and social care. 


� www.hastingsandstleonardspct.nhs.uk/pct/himp.htm


� www.himp.net/2002-5/files/himp.pdf


� www.ohn.gov.uk/ohn/partnerships/hlc.htm


� Available on � HYPERLINK "http://www.nof.org.uk/documents/live/7977p__HLCEvaluation.pdf" ��www.nof.org.uk/documents/live/7977p__HLCEvaluation.pdf�


� www.healthypeople.gov/About/whatis.htm


� www.bendigoloddonpcp.org.au/chp/2003/CHP03-04.pdf








