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Purpose
This report presents the findings and conclusions from an international literature review that identifies programmes used by other government and social agencies to facilitate moving beneficiaries off incapacity and sickness benefits. Broadly the literature review has set out to identify key components and effective outcomes of these programmes. The review is in three sections:
· Employment and Health Interventions for individuals with ill health or a disability
· Case Management Models used by social sector agencies when working with individuals with ill health or disability
· Social Assistance Frameworks used by social sector agencies to provide support for individuals with a disability or ill health.

1
Introduction
Background

As part of the Ministry of Social Development’s (MSD) work programme to research the growth in both Invalids Benefit (IB) and Sickness Benefit (SB) numbers in New Zealand, several research programmes have been commissioned. The focus of the research is to:

· identify the key factors behind the growth in SB and IB numbers
· understand the SB and IB populations
· identify approaches and interventions that support this population’s social and economic wellbeing and, where appropriate, participation in employment.
International literature shows rising numbers of people in receipt of disability benefits
 despite many countries spending twice as much on disability related programmes as they do on unemployment. The OECD finds that disability benefits account for approximately 10% of all social welfare spending in most countries and as much as 20% in some. Disability recipiency rates have remained high with a range of 4–6.5% and outflow rates very low at around 1%, in most countries. Many people who get on to disability benefits remain there until retirement age (OECD, 2003b). Higher proportions of older working age people are on disability benefits reflecting the decreased probability of work resumption as age increases. 

The trend in New Zealand reflects that of overseas. An analysis of benefit dynamics in New Zealand (Wilson et al, 2005) has revealed that both SB and IB populations have increased since 1973. However, the rate of growth of IB has been considerably higher, especially in the last 10 years. In that time numbers on IB nearly doubled to 69,000 and numbers on SB increased by over a third to 40,000 in June 2003 (Doube, 2004).

The terms “ill health”, “incapacity” and “disability” cover a multitude of types of physical and mental dysfunction and often some combination of both. In OECD countries, severe disabilities account for a third of those on disability benefits and those suffering from some form of mental illness account for a further third. However, the majority of working age people with disabilities suffer from work related injury and diseases; many of which are stress related, muscular and cardiovascular (OECD, 2003b).

Mental illness and musculoskeletal conditions increasingly account for growing numbers of those on incapacity benefits both in New Zealand and overseas. In June 2002, 33% of those on SB in New Zealand, and 26% of those on IB, had a psychiatric disability or illness (Lapsley, 2003). Musculoskeletal disorders accounted for 16% on SB and 12% on IB (Ministerial Briefing, 2002).

Scope of review
MSD wishes to identify new interventions to enable some of its clients, where appropriate, to move off incapacity benefits and move into, and remain in, employment or supported employment. In addition, MSD wishes to identify social frameworks and support systems used by governments in other countries for beneficiaries in sickness and incapacity. The literature review has attempted to identify what programmes governments and social agencies have undertaken in other countries, and identified the effective outcomes of these programmes.
MSD is also interested in models used in other countries for assessing and case managing these populations. Case management in this context is to be looked at in a broad sense. This has expanded the review to consider interventions by those outside of the initial government agency. It includes assessment and rehabilitation by medical practitioners, industrial or occupational psychologists, and other health professions (for either mental or physical health problems).

The literature review is set out in three sections:
· Employment and Health Interventions for individuals with ill health or a disability
· Case Management Models used by social sector agencies when working with individuals with ill health or disability
· Social Assistance Frameworks used by social sector agencies to provide support for individuals with a disability or ill health.

Research Questions
Each of the three areas listed above had a number of research questions that the review attempted to address. For many of the questions, it was possible to find literature to provide answers, while for others, the answers will only lie embedded in agency policy which has been more difficult or not possible to obtain. The research questions that the review attempted to answer included:
Employment and Health Interventions:

· What are the key components of these health and employment interventions?
· For whom have they been successful?
· What has been the role of social welfare agencies in delivering these approaches and interventions?
· On what basis or at what point do agencies intervene and what assumptions underlie the decision to intervene?
· What assistance/support/services are provided to employers to assist them to retain or to hire people with ill health or disability?
Case Management
· What are the key components of these case management models, including how they have been delivered and what types of roles case managers have undertaken?
· For whom have these approaches been successful?
· How has disability been assessed?
· How have needs and or barriers to employment been assessed?
· What are the skills required to case manage these groups?
· What tools do case managers have to help them make decisions – eg risk assessment tools?
· Who is involved in case management – eg in-house doctors, occupational therapists?
· Do case managers work with employers to assist them to employ these people?
· Are there systems where a person has one case manager who connects them to services across multiple agencies?
· Does case management for those with work potential/capacity differ to case management of those with little or no work capacity?
Social Assistance Frameworks
· What are the key components of these models, including whether there are separate social welfare programmes for this client group or if not how the additional costs of disability are taken into account?
· For whom have they been successful?
· How is eligibility assessed?
· At what point does a client become ineligible?
· To what extent do people continue to receive assistance even when they have moved into employment?
Search Strategy
There were several inclusion criteria for this literature review: working age population (18–65 years); time frame (1987–2005); countries primarily within the OECD with a focus of the UK, the US, Canada, Australia
 and European countries – eg Germany, the Netherlands, Sweden Denmark, Finland and Austria. Articles and papers were included that had well designed research – they had clearly established objectives, appropriate subject selection, data collection and analysis and in addition the number of participants was such that appropriate conclusions could be drawn from the study.

For each of the three areas of the literature review, a number of key words were used. These included: Sickness benefit, Invalids or Incapacity, Long term Disability, Ill health, Work Incapacity. In the course of the search, other key words and variations on the key words listed below were added.
Health and Employment Interventions: health interventions, employment interventions, vocational rehabilitation programmes, work incapacity assessment, workplace support for those returning to work, return to work, reintegration.
Social assistance frameworks: social assistance programmes, income support, income support/incapacity eligibility criteria.
Case management: case management models, individualised case management plans, individual service coordination, client assessment needs, assertive community treatment.
Although not exhaustive, literature for the review was found by searches through the MSD Information Centre on The Information Centre database, Austrom, Social Sciences Index, Social Work Abstracts, Sociological Abstracts, Psychological Abstracts, Index New Zealand, PAIS, Econ Lit and the New Zealand National Bibliography. The ProQuest Medical and ProQuest Social Science and Medline databases were searched for research articles. Searches were also made on Google and AltaVista web sites. Some useful information was retrieved through these latter searches but much of the material was not appropriate.

In addition, relevant literature was found on the Global Applied Disability Research and Information Network on Employment and Training (Gladnet) website and from the ACC library in Wellington.

2
Findings

Employment and Health Interventions

The key components of successful employment interventions are:
· early intervention to promote return to work 

· identification and provision of return to work assistance in conjunction with case management to achieve return to work goals 

· structuring health and cash benefits to encourage those with ill health or disabilities to return to work

· corporate commitment to rehabilitation, maintaining communication between employer and employee throughout rehabilitation

· implementation of work-based rehabilitation strategies.

A number of programmes have been discussed including New Deal for Disabled People – UK, Case Based Funding Trial – Australia, Project NetWork – US and the National Vocational Rehabilitation Programme – Canada. Each had strengths and weaknesses. 

The more successful programmes took a holistic and individualised approach, including basic skills training. Other support 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. However open employment outcomes have been low and outflow rates from the benefit in most countries continue to be near 1%.

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

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 and/or ill health. Two predictors identified are:

· age – with increased age associated with reduced probability of work resumption 
· proximity to the labour market – those with the greatest attachment and most work-ready have a greater probability of moving into work. 

Job accommodations have been significant in assisting work resumption for many. These are modifications of the workplace or workplace procedures, including physical adaptations and changes to work tasks, content, and hours of work. Most anti-discrimination disability legislation requires that employers make “reasonable” accommodations for people with disabilities. 

Supported and sheltered employment are used for vocational rehabilitation of those with intellectual or psychiatric disabilities. 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. 

Supported employment is more effective than both sheltered employment and prevocational training in moving people on to competitive employment. Supported employment is more common in Canada, the US and Australia, while sheltered employment is still common in the UK, Sweden and the Netherlands. 

Work trials, therapeutic and voluntary work are other ways of increasing work skills, while job coaching and mentoring are used to support individuals in work.

Involving employers and eliciting their support is important with incentives given to those employing people with disabilities. These include wage subsidies, productivity subsidies, retention bonuses and tax deductions and credits (for job accommodation expenses). To date, take up has been low and there is conflicting evidence as to their effectiveness. While wage subsidies and retention incentives are cost effective, there are associated displacement costs, potential abuse from employers and a negative stigma for employees. However, wage subsidies have been shown to be more effective than training programmes.

There is also conflict in creating policy mandating the involvement or responsibility of employers in rehabilitation. Increasing sanctions (for non-provision of accommodations), quotas (for employing certain numbers) and employer responsibility (for factors such as sick pay) risk creating a disincentive effect for employers to hire people with a disability. 

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. 

To date there has been little research undertaken on health interventions to facilitate greater access to health care for those with disabilities. Many new initiatives are involving a range of health providers and community organisations in primary care trusts. 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 groups which include those with learning disabilities, physical disabilities and mental health issues.

Case Management
Case management, as a tool for increasing work retention of those with disabilities, is used in a number of programmes. However, to date there is no meaningful comparison to be made between different case management models and little evidence available in the literature as to its effectiveness. In addition, there are few strong indicators of the kind of person for whom case management works best and a lack of robust evidence about which factors contribute to the positive outcomes for clients.

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

Effective employment programmes using a case management approach involved clients interacting with only one person who then referred them to employers or other specialist rehabilitation services if necessary. Programmes using a tiered case management system resulted in communications problems and client dissatisfaction. Lower case loads enhanced service provision by case managers who were more likely to provide some follow-up to clients.

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

Case managers require a number of skills including; problem solving, negotiation, decision making and facilitation and being a team player. Personal skills are seen to be as important as case management qualifications with desirable skills including; understanding client needs, ability to motivate clients; understanding of employers and labour market needs and having passion and compassion for their clients. 

Assessment of disability is difficult, especially for newer mental illness and stress related physical conditions. Long waiting periods between assessment and rehabilitation contravene the principle of early intervention. More health and vocational assessment exacerbate this. 

Assessments from clients own treating doctors are increasingly viewed with caution; with disability inflow rates rising in countries where this is common practice. Recognising that GPs are not occupational health specialists and the necessity to maintain a positive relationship with the client, requires specialist (insurance or social agency) doctors to be used more frequently.

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

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

A number of lessons can be learned from case management practice to increase its effectiveness. Case managers act as both a referral service and broker. Specialist services include the assistance of psychologists, occupational psychologists and doctors (or a multidisciplinary team for those with severe mental illness). Other referral services may involve financial help, assistance with benefit eligibility and other social services (childcare, transport and housing). Brokerage services are usually between client and employer and as such the case worker must be accessible to both.

In post placement support, successful case management programmes allow for two-way communication between the case worker and client, with intensive post placement support initially, which is reduced over time. Using the same case worker for pre- and post-employment has the advantage of awareness of specific issues and barriers faced by clients and the provision of continuity of care. The downside is that placement and retention services require the case worker to be skilled at both.

Barriers to effective case management may result from low skilled case managers with a lack of training or lack of appropriate external service providers. Other barriers are the result of high caseloads and inadequate technologies which lead to overworked staff with poor information systems to track clients. 

Caseload size will depend on the duration and intensity of post placement support and upon the degree of disability of clients in the caseload. Caseload size varies considerably but 70 to 120 is common for workers dealing with people with disabilities with a light post placement workload. Successful programmes need low caseloads and use a range of interventions and strategies that are flexible and tailored to each individual and employer.

Social Assistance Frameworks

While the outflow rates off disability benefits in most countries is still low, there is a genuine effort on the part of governments to explore ways of facilitating a move to work for this population. Some countries have succeeded in improving their outflow rates by keeping the level of benefit low and implementing rigorous medical testing regimes.

Creating policy around welfare support for those with disabilities involves conflict. To receive an incapacity benefit, individuals must prove they are incapable of working; yet to attempt work, they must prove to an employer they are capable of working. While some people may be limited in the amount of work they can do, and are not able to be fully productive, they can still contribute with the right support. This all-or-nothing approach to benefit receipt overstates disabilities and understates capacity to work.

The main eligibility criteria for disability benefit receipt in most countries are some combination of a reduction in work capacity or an earnings capacity related criteria. Some governments, though, are moving to only medical definitions of disability to avoid ambiguous language used in the vocational criteria of disability. Further conflicts arise for policy makers with inclusion and exclusion errors where those that should not be getting help are included and vice versa.

The structures of disability benefits in different countries vary considerably; some are earnings related, flat rate, and needs-tested. Low flat rate benefits typically have extra-cost benefits in recognition that a disability is likely to incur additional costs, while high benefit levels implicitly include these extra costs but have resulted in high benefit recipiency rates. 

In recognition that some people with disabilities wish to work part time, the option of partial benefit is available in some countries. Partial benefits are increasingly being provided as a form of incentivisation, with some countries even using full benefits in work for a specified time as an incentive towards work resumption. This has been trialed in the US, but no information has been found in relation to its effectiveness.

Other work incentives for employees include tax reductions, tax credits, eligibility extensions, lump sum payments for start up expenses and provisions to earn income while in receipt of an incapacity benefit. While tax reductions and credits are easy to implement under established administration regimes, the take up of these incentives has been lower than expected. 

Eligibility and benefit extensions are designed to reduce uncertainty when returning to work, especially in cases where the return may not be successful. Eligibility extensions allow a person to return to the incapacity benefit without losing their benefit status. In a UK trial, claimants reported that the scheme was useful and had influenced their decision to move into work or training. Lack of awareness by staff, however, reduced its incentive effect, together with the perception that the extension may have been difficult to access by some claimants.

Provisions to earn income while in receipt of an incapacity benefit are designed to give a person some attachment to the labour market and improve skills and confidence. Again low staff awareness levels in a UK programme reduced its effectiveness, with a consequent low take up of the provision.

In-work financial supports are provided to people with disabilities by a number of governments and include wage supplements, retention incentives, rent assistance, savings incentives, loans, emergency cash grants and in-kind benefits. Wage subsidies have been found to increase participation and earnings in some programmes. However other programmes report that although retention increased after termination of the subsidy, participants would have moved into employment without the subsidy, implying deadweight costs.

Of the other incentives there is very little robust research to show their effectiveness in encouraging work resumption by themselves. Research shows that although providing financial assistance can increase job retention, providing additional non-financial supports can increase the effectiveness of these payments. Some assert that financial incentives should be used with caution until more empirical evidence is found on their effectiveness. In their place, they advocate income tax credits.
Appendix A: Comparison of Social Assistance

Appendix A provides a comparison of disability pensions, permanent incapacity pensions and workers compensation in six countries; New Zealand, Australia, the United Kingdom, Canada, the Netherlands and the United States. This material (unless otherwise stated) comes from a collection of information of the Social Security Administration (SSA)
 in the US and is updated every six months.

Disability pension – Qualifying conditions

New Zealand

Invalids benefit is for permanent and severe restriction in capacity for work or for total blindness. Recipients must have at least 10 years residence and be over age 16. This benefit is income-tested. If totally blind, personal earnings are exempt. 

Australia

Called Social security (means-tested unless blind) – criteria for receipt of this benefit are a minimum 20% impairment level and;

· an inability to work for at least 30 hours a week at full wages 
· an inability to be retrained for such work for at least the next 2 years due to a physical or mental impairment 
· permanent blindness 
· participation in the Supported Wage System (SWS)

This benefit is available to men aged 16–65 (men) or women 16–61. The recipient must be a resident and currently living in the country.
There is a mobility allowance (not means-tested): paid to a disabled person aged 16 or older who cannot use public transportation without substantial assistance. Also available are telephone allowances and remote area supplements. 

The illness, injury or disability must also attract an impairment rating of at least 20 points on the impairment tables. These impairment tables, contained in the Social Security Law, rate a person's impairment according to the severity of medical conditions and how they affect their ability to work. Impairment tables are completed by Centrelink staff using information provided in medical reports and details provided by customers.
The Pension is asset and income tested (and dependent on Workers Compensation) but exemptions exist for those who are permanently blind.
The main forms of support provided by the Commonwealth
 for people with disabilities include: 
· “income support (for example, the Disability Support Pension, Carer Payment, Carer Allowance, Sickness Allowance, Mobility Allowance and Wife Pension)

· funding to organisations to provide employment services as well as the direct provision of employment and training programmes
· the provision of services and support through the Commonwealth Rehabilitation Service
· the provision of funding to the States and Territories for accommodation support, respite, independent living and recreation services
· joint funding with the States for the Home and Community Care (HACC) Program
· funding to the States for administering aids and appliances schemes 

· funding of organisations to provide advocacy, information and print disability services
· funding of organisations under the Continence Aids Assistance Scheme 

· funding to sponsor industry projects 

· funding for research and development projects 

· providing services for Veterans – a major source of income support for veterans is the Veteran's Disability Pension 

· the provision of pharmaceutical and other medical benefits”.

The United Kingdom

Called a long-term incapacity benefit. As of April 6, 2001, contributions are paid on earnings to at least 25 times the weekly lower earnings level in 1 of the last 3 tax years before the benefit claim year, plus contributions paid or credited on earnings of at least 50 times the weekly lower earnings level in both of the last 2 tax years before claim starts. It is payable after 52 weeks of disability (as determined by medical test), or after 28 weeks to those who are terminally ill or receiving the highest-rate care component of disability living allowance. 

People who are employed but off sick can normally get Statutory Sick Pay for the first 28 weeks of incapacity and then claim Incapacity Benefit but, not consecutively. The applicant would normally be required to undergo a Personal Capability Assessment involving filling in a self-assessment questionnaire and having a medical examination. Some groups of people are exempt from the Personal Capability Assessment and automatically accepted as being incapable of work.

An age criterion exists with an additional amount payable with long-term incapacity benefit if disability began before age 45. It is payable outside the UK for temporary absences of up to 6 months. Additions are also available for carers.

Severe disablement allowance (non-contributory, no means test) – age 16–64, incapable of work for at least 28 consecutive weeks and insufficient contributions for incapacity benefit. If incapacity began after age 20, must also be assessed as 80% disabled. Not available to new claimants as of April 6, 2001, but provision has been made for young people under Incapacity in Youth. Age additions also exist for this benefit depending on the age at the date of onset. The additions are paid in age bands: under 40, 40–49, and 50–59.
Disability living allowance (non-contributory, no means test) – disability starting before age 65 (allowance can be paid beyond the age of 65 if entitlement started before age 65). It is usually paid after 3 months of disability (except if terminally ill)and the amount is determined by care and mobility needs.
Disabled person's tax credit (non-contributory, no means test) is paid if in paid work of 16 hours or more per week, with an illness or disability that creates a disadvantage in securing employment. Must have savings of £16,000 or less and be receiving a qualifying benefit such as disability living allowance, attendance allowance, or other disability-related allowances.
It is estimated that around 2.2 million were eligible to these benefits in 2001. Around 1,450,000 receive the Incapacity Benefit, 330,000 receive the Severe Disablement Allowance and a further 410,000 people with disabilities receive some form of Income Support/Housing Benefit or Council Tax Benefit. Only around 5% leave these benefit rolls each year (Kuptsch & Zeitzer, 2001). 
Canada
This disability pension is earnings related for severe and prolonged incapacity for any gainful activity with contributions in 4 of the last 6 years. (The Quebec Pension Plan normally requires contributions in half the years in which contributions could have been made; the minimum contribution period is 2 of the last 3 years.) The pension is payable abroad.
Netherlands

A disability pension is available with a loss of over 80% of earning capacity in the current occupation for a full pension, 15% to 80% for a partial pension under the system for employed workers, or 25% to 80% for unemployed workers or resident persons disabled since childhood and for students.
The United States
Conditions to qualify for a Disability Pension include the inability to engage in substantial gainful activity due to an impairment that is expected to last at least one year or result in death. The insured must have one quarter of coverage for each year since age 21 up to the year of the onset of disability, up to a maximum of 40 quarters of coverage. The insured must also have 20 quarters of coverage in the 10-year period before the onset of disability. The qualifying conditions for young and blind persons are more liberal. 

The benefit is means tested for disabled and blind persons under age 65 with low income and limited resources. The means test is based on earned and unearned income, including benefits and certain impairment-related work expenses are deductible from income.
Germany

The qualifying conditions in Germany for the pension for reduced earnings capacity are a full reduction in earnings capacity (meaning unable to work more than 3 hours a day in any form of employment). This includes those who are insured. A partial reduction in earnings capacity implies an inability to work at least 6 hours a day in any form of employment (and for insured persons born before January 2, 1961, unable to work at least 6 hours a day in former occupation). Eligibility depends on a total of 5 years of contributions and 36 months of compulsory contributions out of the last 5 years. 

Reforms in Germany abolished both occupational and employment incapacity pensions and replaced them with the single pension described above. Currently insured persons who can work more than six hours a day no longer have the right to a disability pension. If unable to find a job, they are covered by the unemployment insurance. For those with partial disability, the situation is more difficult as they are expected to compete on the open labour market and partial disability pensions are not likely to replace earnings. Some may find temporary relief with the unemployment benefit. (Kuptsch & Zeitzer, 2001).
Disability Benefits - Payments
NZ
Income received for the invalids benefit is up to $196.70 (net) a week for a single person or $327.84 (net) a week for a couple. (A youth rate if aged 16 or 17, is paid at $159.18).
The benefit is reduced for income exceeding $4,160 a year. The personal earnings of totally blind persons are exempt. Other assistance is available (some needs-tested) including an accommodation supplement, advances for maintenance and repairs to the home, a training incentive allowance, a transition-to-work allowance, a disability allowance, and special needs grants.

Australia
Social Security (means tested unless blind): for all married pensioners
 and single pensioners aged 21 and older, same as old age pension. For single people aged 18 to 20 and living away from the family home, up to $150.85 a week; $99.15 a week if living in the family home. Single disability pensioners under age 21 may also be eligible for the youth disability supplement of $42.65 a week that is included in the rates of the disability support pension payable to pensioners under age 21.
Mobility allowance (not means-tested): $32.20 a week, a means tested rent assistance payment, telephone allowance: $72 a year. Remote area supplement: $9.10 a week for a single person ($15.60 a week for a couple), plus $3.65 per child.

The United Kingdom
Long-term incapacity benefit: £69.75 a week plus £43.40 a week for a dependent adult caring for claimant's child(ren) and £11.35 a week for dependent child.
Payable starting from 53rd week of incapacity (or starting from 29th week if terminally ill and disabled for at least 28 weeks) following payments of short-term incapacity benefit

Severe disablement allowance (non-contributory, no means test): £42.15 a week, plus £4.65, £9.35, or £14.65 depending on age when incapacity began; £25.00 a week for dependent adult, plus £9.70 a week for first child for whom child benefit is paid and £11.35 a week for each other such child.
Disability living allowance (non-contributory, no means test): Care component is £55.30, £37.00, or £14.65 a week according to needs. Mobility component is £38.65 or £14.65 a week according to needs.
Attendance allowance (non-contributory, no means test): £37.00 or £55.30 a week according to needs.
Disabled person's tax credit: Basic rate is £56.05 a week, or £86.25 a week for a couple or lone parent. Enhanced disability tax credit is £11.05 a week, or £16.00 a week for a couple or lone parent; 30-hour tax credit is £11.45; tax credit for each child under 15 years is £26.00 and aged 16 to 18, £26.75. An additional £30 a week is available for disabled children; £41.05 if severely disabled.

Canada

This earnings related disability pension pays a basic monthly pension of $370.32, plus 75% of the earnings-related retirement pension with a maximum monthly pension of $971.26.
Recorded earnings are adjusted for changes in national average wages and a child supplement is paid at $186.71 a month for each child below age 18; age 25 if a student. (Quebec Pension Plan: $59.28 for each child below age 18 only.)

The Netherlands
Disability pension (employed workers): up to 70% of earnings for at least 80% disability and 14% to 50.75% of earnings for 15% to 80% disability.

The maximum benefit is €159.99 a day. A constant-attendance supplement pays 30% of the full pension. There is an automatic adjustment of all pensions twice a year for changes in the minimum wage.
Disability pension (self-employed workers): up to 70% of earnings for at least 80% disability and 14% to 50.75% of earnings for 25% to 80% disability.

Maximum earnings equal the minimum wage of €1,206.60 a month. Entitlement to a constant-attendance supplement exists as above.

Disability pension (resident persons disabled since childhood and students): up to 70% of the minimum wage for at least 80% disability and payments of 14% to 50.75% of the minimum wage for 25% to 80% disability. Entitlement to a constant-attendance supplement exists as above.
The United States 

Disability pension: the pension is based on earnings averaged over the period after 1950 (or age 21, if later) and indexed for past wage inflation, up to the onset of disability, excluding up to 5 years with the lowest earnings. There is an automatic benefit adjustment for cost-of-living changes.
There is no minimum pension for insured persons becoming disabled after 1981.

The maximum monthly pension for insured persons who become disabled at age 50 in 2003 is $1,952. The maximum pension for insured persons disabled at any other age is computed on the basis of that age.
Means-tested disability benefit: The maximum monthly benefit is.$552 for an individual or $829 for a couple.

Sickness benefits
NZ

The sickness benefit is paid up to $157.37 a week if age 25, single and with no children ($131.13 if aged 20–24 or if aged 18 or 19 and living away from home; $104.91 if aged 18 or 19 and living with a parent).

It is paid up to $225.40 for a single beneficiary with one child; $245.91 if single with two or more children. Up to $262.26 for a married couple without children; $278.70 for a married couple with one or more children.
The benefit is payable after a waiting period of between 1 and 10 weeks, determined by previous income and family circumstances. All benefits are net weekly rates. The benefit is reduced for income exceeding $80 a week.

Australia
A means-tested sickness allowance is available up to $166.40 a week each for a couple with dependent children; $161.70 for a single person aged 21 or older with no dependents, or up to $174.95 a week if single with dependents or over age 60.

Benefits are payable after a 7-day waiting period for as long as the person qualifies. Rent assistance and medical and pharmaceutical benefits are available to residents.

The United Kingdom
A short-term incapacity benefit is paid for at least 4 consecutive days of sickness within a period of incapacity for work. Contributions are paid on earnings of at least 25 times the lower weekly earnings level in any 1 tax year (April to March), plus contributions paid or credited on earnings of at least 50 times the weekly lower earnings level in each of the 2 complete tax years before the start of the benefit year (January to December) in which the claim is made. 
It is payable to employees, self-employed, and unemployed under age 65 (men) or 60 (women) not receiving statutory sick pay from employer. A further short-term incapacity benefit at a lower rate is payable for up to 28 weeks at £52.60 a week, plus £32.55 a week for a dependent adult. It is payable after 3-day waiting period. 
A higher rate is payable from week 29 to week 52 at £62.20 a week, plus £32.55 a week for a dependent adult. An increase of £9.85 a week is payable for eldest dependent child and £11.35 for each subsequent child dependent(s).
A long-term incapacity benefit is payable from week 53 at £69.75 a week, plus £41.75 a week for a dependent adult. Dependent children are paid at the same rate as for short-term incapacity benefit.

Canada

The qualifying conditions for a sickness benefit vary from 420 hours to 700 hours of employment during the last year. It is paid at 55% of previous average insured earnings, plus a family supplement for low-income and modest-income earners with dependent children. The supplement is awarded for annual income less than $25,921. The benefit is paid after a 2-week waiting period for up to 45 weeks.

The maximum weekly benefit is $413.
The Netherlands

A sickness benefit is paid for the inability to perform own work. It is payable at 70% of earnings up to the daily maximum earnings of €159.99. The benefit is payable for up to 52 weeks.

The United States
Cash benefits are paid for insured persons with the required minimum insured wages in the last year (from $300 to $6,900), specific weeks of employment in the last year (from 4 to 20 weeks), or a combination of these conditions.
For the sickness benefit, cash benefits vary, depending on the jurisdiction. They are paid at 75% of earnings (Rhode Island), 66.6% (Hawaii), and 53% (New Jersey). A variable proportion of quarterly or annual earnings is paid in California, New York, and Puerto Rico. A supplement of $5 a week per child up to a maximum of four children is payable in Rhode Island only.
The benefit is payable after a 7-day waiting period (waived in California and Puerto Rico from the date of hospitalisation) for up to 52 weeks.
Work Injury Benefits
New Zealand
There is no minimum qualifying period for work injury benefits. For non-work-related injury benefits the insured must be incapacitated for one week.

Temporary disability benefits are payable at 80% of gross earnings (subject to taxation) until able to return to work. The minimum benefit for totally disabled full-time earners is $256.00 a week if aged 18 or older and $204.80 if under age 18.

The maximum benefit is $1,365.05 a week.
A permanent disability pension is paid as a lump sum if the person is 10% or more impaired. The lump-sum compensation ranges from $2,500 to $100,000.

Workers' medical benefits include a minimum payment for medical care and physical rehabilitation as specified in legislation. In some cases, the minimum payment may be the full cost. The cost of benefits that are not specified is paid in full. The full cost of elective surgery is paid if the medical care is provided by a public hospital or a designated medical provider.
Social rehabilitation is provided without limit and includes attendant care, household help, child care, aids and appliances, modification of motor vehicles or residential premises, and travel-related costs. Vocational rehabilitation is provided for up to 3 years to those entitled to compensation for loss of earnings and potential earnings or to those who could be entitled if they did not receive vocational rehabilitation.

Australia
There is no minimum qualifying period for work injury benefits.

The temporary disability benefit varies depending on the state or territory in which the award is made. Generally, the benefit is at least 95% of earnings for a minimum of 26 weeks. The benefit may be payable for an extended period at reduced levels. Maximum benefit levels are determined by the states and territories. Usually, the maximum benefit is in the form of a ceiling on the weekly benefit payment or is based on a total lump-sum value.
The permanent disability pension applies as for the temporary disability benefits, above.

The partial disability pension is determined by the amount of earnings lost subject to a limit; lump-sum payments are made for specific injuries. Lump-sum payments made for specified permanent injuries and for pain and suffering vary among states and territories.
Medical benefits include the reasonable cost of medical care, hospitalisation, transportation, nursing care, and rehabilitation.

The United Kingdom
There is no minimum qualifying period for work injury benefits.
The temporary disability benefit is paid as for short-term incapacity benefit under Sickness Benefits, for the first 52 weeks. If disability continues, long-term incapacity benefit is paid (see above).

Income support, which is non-contributory and means-tested, is a social assistance benefit available to people with income below certain levels. The amount depends on income and circumstances and is not payable if savings exceed £8,000 or if working more than 16 hours a week.
The industrial injuries disablement benefit is a type of permanent disability benefit and is payable up to £108.10 a week if 100% disabled. It is payable from the 15th week after accident or onset of disease.
For partial disability, a payment from £21.86 a week is made for 14% disability to £101.61 a week for 90% disability.

A reduced earnings allowance is only payable for occupational accidents or diseases before October 1990. It is paid up to £45.20 a week if at least 1% disabled and unable to do the same job, resulting in loss of earnings.
A constant-attendance allowance is payable if a person is 100% disabled, at a rate of £22.60 or £45.20 a week depending on need and £67.80 or £90.40 a week if needs are greater. The exceptionally severe disablement allowance is paid at £45.20 a week if receiving top two rates of constant-attendance allowance.
Income support (as above) is paid to a single person at £53.05 to £94.60 a week depending on the degree of disability.
Workers' medical benefits are provided under the National Health Service.

Canada

There is no minimum qualifying period for work injury benefits.

Temporary disability benefits vary from 75% to 90% of gross earnings, according to province. The minimum varies from zero up to $403.03 a week, according to province.

A permanent disability pension is paid in most provinces. The benefit is either 75% or 90% of the insured's earnings for full disability. The maximum pension varies from $454.44 to $897.54 a week, according to province. Some provinces provide lump-sum payments.
For partial disability, the pension is in proportion to the full benefit according to the assessed degree of loss of earning capacity (in some cases, the pension is converted to a lump sum if the assessed degree of loss is 10% or less).
Workers' medical benefits are paid in all provinces and include medical, surgical, nursing, and hospital services; plus medicines and appliances.

The Netherlands

The provisions for the sickness and disability programmes described above apply to all incapacity whether it is work related or not.

The United States
There is no minimum qualifying period for work injury benefits, except for exposure to occupational disease.
For temporary disability benefits, the payment is 66.6% of earnings in most states. The benefit is payable after a waiting period of 3 to 7 days (first day in Virgin Islands) and benefits are paid retrospectively if the disability lasts a specified period, ranging from 4 days to 6 weeks.
A dependents' supplement is paid in about a fifth of all states, providing supplements for dependents, and in some instances it is paid as a lump sum. The maximum weekly benefit is US$270 to US$714, depending on the state.

The permanent disability pension is paid at 66.6% of earnings in most states, if a person is totally disabled. However, in some states the pension is limited to between 312 days and 500 weeks.
For partial disability, the pension is proportionate to wage loss, or at the full rate for fewer weeks in the case of scheduled injuries.

Workers' medical benefits are provided for as long as is required in all states.
Appendix B: Responsibilities for Rehabilitation and Support in Employment

Much of the material below is sourced from a research series entitled “International Research Project on Job Retention and Return to Work Strategies for Disabled Workers”. This international research project was a joint initiative of the International Labour Organisation (ILO), Employment and Training Department, Vocational Rehabilitation Branch and Global Applied Disability Research and Information Network on Employment and Training (GLADNET). It was co-ordinated by Patricia Thornton from the Social Policy Research Unit at the University of York.

The research focused on: “public policies to promote employment of disabled people, benefit and compensation programmes, employment support and rehabilitation services, provision to adapt work and workplace and measures developed and implemented by the enterprise. The project aims not only to identify successful policies and practices which are transferable from one country to another but also to inform the development of effective, efficient and equitable job retention and return to work strategies for disabled workers” (Thornton, 1998).

Eight countries, Canada, France, Germany, the Netherlands, New Zealand, Sweden, the United Kingdom and the US, participated in the project with most reports completed in 1998 (Australia joined at a later date).  Details for some countries are given below.
The Netherlands

In the Netherlands The National Institute for Social Security is responsible for employment support. This is “primarily for partial disabilities (assessed as less than 15% disability, but after 52 weeks cannot return to their employer)”. The Fund for Disability Insurance is responsible for public sector workers. clients needing specialist employment services are referred to external contractors (Thornton, 1998).

New Zealand

In New Zealand responsibilities for the employment support and rehabilitation of those with disabilities falls on the following bodies:

· ACC provides vocational rehabilitation for those with work-related or non-work related accidents.

· Work and Income New Zealand (WINZ) provides employment assistance and administers all processes of the benefit scheme for those with disabilities. It also manages other programmes specifically designed for those with disabilities. These are :

–
The Modification Grant Scheme 

–
Job Plus for people with disabilities

–
Self Start (administered by Workbridge)

–
Training Support (administered by Workbridge)

–
Job Support Scheme (administered by Workbridge)

· Ministry of Social Development (MSD) has responsibility for establishing employment and social support policy.

· The District Health Boards and Disability Support Services (within the Ministry of Health) provide services for some vocational support and a small number of sheltered employment units (Pernice and Lunt, 1998).

Australia

Employment support is provided by the Department of Education, Employment, Training and Youth Affairs (DEETYA) and the Department of Health and Family Services (DH&FS). DEETYA offers training and work experiences and other schemes such as JobTrain, JobStart, JobSearch Assistance, Special Intervention and SkillShare. The DH&FS is responsible for specialist employment services funding and funds employment rather than training services. More emphasis is given to wage subsidy schemes (Job Start) and work experience for those with disabilities than training programmes (JobTrain). The Commonwealth Rehabilitation Service provides rehabilitation services to people with disabilities, and provides specialist employment support services. 

The Disability Services Act (DSA) 1986 aimed to 

encourage innovation within the context of delivery of employment services for disabled persons and shifted the funding emphasis away from segregated sheltered employment towards Competitive Employment Training and Placement (CETP) and Supported Employment (SE) services. CETP services provide for people who need time-limited support services in order to gain a place in the general labour market. They aim to secure jobs where the majority are non-disabled workers. Various service providers offer places - private organisations, public bodies and charitable institutions. SE services provide for those who need continuing support if they are to maintain employment. This support may be intensive (Thornton & Lunt, 1997)
Canada

At the federal level, responsibility for employment support and rehabilitation lies with the Ministry of Human Resources Development of Canada (HRDC). A number of Acts form the basis of employment support policy in Canada. These include:

· the Canada Assistance Plan and Regulations, and the Canada Health and Social Transfer (provides employment supports, rehabilitation services and counselling, assessment and referral services 

· the Canada Pension Plan (does not provide employment or rehabilitation services as eligibility for this pension is based on the premise that a person is unemployable)

· the Employment Equity Act and Regulations (for employers to identify barriers and implement plan for removal of such)

· the Employment Insurance Act and Regulations (provides financial assistance to the temporarily unemployed, and assists them into employment) 
· the Government Employees Compensation Act and Regulation (responsible for all employment support and rehabilitation for work-related injury)

· The Vocational Rehabilitation of Disabled Persons Act (provides on-going support, including supported employment for those with little work experience). 
The HRDC has established The Human Resources Investment Fund to provide targeted wage subsidies, self employment assistance, job creation partnerships and skills and loans grants.

At the Provincial level, policies and responsibilities for the provision of the services above vary. In one province, policy is based on whether the disability is work related or the result of illness. Some rehabilitation is available under the public health system (including access to physical or occupational therapy). Further programmes operate at a municipal and local level (Gunderson et al, 1998).
The United States

Several federal agencies oversee employment support and rehabilitation policy and include:

· The Rehabilitation Services Administration is responsible for funding federal-state vocational rehabilitation (VR) programmes and monitoring grant programmes with priority to those with more severe disabilities. The VR is contracted out to the private sector providers and eligibility to services is means tested.
· The Department of Veterans' Affairs oversees a VR programme for veterans with disability of at least 20% impairment. 
· The Social Security Administration is responsible for reimbursing private providers for VR services to Disability Insurance beneficiaries (with a medically diagnosed impairment lasting five months or more).
· The Department of Labor is responsible for overseeing of employment and training programmes providing work related assistance to “economic disadvantaged individuals” (including people with disabilities).
· The Job Training Partnership Act, Title II programme provides on-the-job training, work experience and job search assistance.
· The US Employment Service provides vocational services to people with disabilities (including vocational assessment and testing, job counselling and development, employment referral and job placement). 
No federal agency is responsible for rehabilitation of workers with work-related injuries, non-work injuries or illness. This rehabilitation process varies from state to state. In half of the states, VR services for people with disabilities wishing to return to work are financed by private sector insurance companies. A further 18 states have a workers compensation programme covering some form of VR. O’Leary (1998) reports that there is no uniformly reported data on programme numbers, those rehabilitated or programme costs between different states (O'Leary & Dean, 1998)
The United Kingdom

The agencies responsible for employment support and rehabilitation in the UK include the following

· The Employment Service (ES) is part of the Department for Education and Employment, with control of 1100 Jobcentres, providing advisory services to unemployed (including those with disabilities) and administration role in the assessing and payment of benefits.

· The ES Disability Service is part of the ES. It assists those with disabilities into open, supported or self employment, and maintains support once in employment. It also “markets” those with disabilities to employers. Other services to its clients include Placement Assessment and Counselling Teams which help those with severe impairment or complex barriers to employment. Sixty teams nationally are made up of a number of Disability Employment Advisors who work with occupational psychologists and other specialists. 

· The Department of Health is primarily responsible for medical rehabilitation (that does not include any vocational rehabilitation).

· The Department of Social Security (DSS) provides disability-related benefits but no rehabilitation for those with disabilities (Duckworth et al, 1998).

Sweden

The National Social Insurance Board is the central administrative authority for social insurance and the associated system of benefits. The overall goal of the activities of the authority is to provide financial security during the various stages of life by means of the general social security insurances and the associated system of benefits. The National Social Insurance Board should also work to reduce the need for long periods of sick leave and early retirement (Karlsson, 1998).
VR is provided by the Labour Market Institute while the Occupational Health and Safety Board monitor employer compliance with respect to job accommodations for those with disabilities.

Appendix C: Risk assessment alarms and triggers checklist

The following has been developed by the New Zealand Accident Compensation Corporation (ACC).

This is an example checklist of indicators or alarm triggers. Use this checklist to help identify when to complete a fresh risk assessment for a claim. (Print this document for easy regular reference).
Pre-assessment

Is there a significant claims history? For example:

· high number of claims
· history of receiving weekly compensation on another claim for significant period
· history of similar claims
· currently receiving entitlement on another open claim.

Communication

Is it difficult to obtain information from the claimant? For example:

· cultural or language issues
· hearing issues
· refusal to talk. Unable to contact claimant over two days
· poor historian (claimant gives vague or conflicting answers).

Medical Information

Has the claimant expressed dissatisfaction with their treatment? This can include signals like:

· seeing a number of different doctors

· changing treatments.
Are there other conditions that could impact on recovery? For example:

· medical conditions
· other injuries
· drug or alcohol dependence
· reliance on prescription drugs.
Is the treatment or service provider not supporting the claimant’s independence? For example:

· advice to cease job
· advice to stay off work until pain free
· excessive medical certification
· no response from treatment provider to ACC queries.
Has there been any change in diagnosis, or any clinical complications?

Employment

Is there any evidence of job dissatisfaction? This can include signals like:

· problems with employer relationship
· alternative career plans.

Is there any threat to the claimant’s employment? For example:

· redundancy
· temporary contract due to expire
· intending to, or has resigned.

Are there any other claimant related work issues? For example:

· lack of transferable skills
· over age 50, with limited alternative employment opportunities
· working more than 40 hours per week
· short or erratic work history
· non-work circumstances higher priority than return to work, including pregnancy, death or illness of family member, and so on.
Other employment related work issues? For example:

· heavy manual occupation
· no alternative duties available

· performance issues
· unfavourable employer attitude towards ACC.

Family and Social

Is there any evidence of lack of support? This can include:

· difficulty in accessing transport
· significant unpaid responsibilities
· no‑one available to help in the home
· breakdown in relationships or support system.

Attitudes and Behaviours

Is there a focus on pain, or on what the claimant cannot do? For example:

· tried to return to work but too sore
· wants to return to work but has excuses why they cannot work.
Is there an emphasis on entitlement or blame? For example:

· focus on weekly compensation
· high weekly compensation
· request for expensive or unusual assistance
· reluctance to reduce or cease entitlement
· complaints, ministerial enquiries, or reviews.
Has the claimant experienced problems with “the system”? For example:

· delay in cover
· delay in receiving surgery or other entitlements.
Are there any other behavioural issues? For example:

· frequent contact from claimant
· evidence of contradictory behaviour
· non compliance with rehabilitation
· reliance on treatment or treatment providers
· obvious distress or anxiety.
Source: ACC, New Zealand
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� Throughout the report, a number of titles for these benefits will be referred to. Terms such as “incapacity benefit”, “disability benefit” and “disability pension” are all terms for similar government transfers.


� Countries providing similar forms of social assistance (or partly subsidised assistance) to those provided in New Zealand, for those unable to participate in the labour force include Australia, Finland, Iceland, Ireland, Netherlands, Portugal, Sweden and United Kingdom. However, it should noted that much of the literature came from the United States and Canada, with most funding for those on sickness or incapacity benefits coming from compulsory insurance schemes. 


� www.ssa.gov/policy/docs/progdesc/ssptw/


� www.centrelink.gov.au/internet/internet.nsf/payments/qual_how_dsp.htm


� The term pensioners is used for a person in receipt of a pension (“benefit”); it does not imply the person is over 65 years old.









