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[bookmark: _Toc522809572][bookmark: _Toc522809573][bookmark: _Toc508028606]Abbreviations and glossary 
The table below contains a list of abbreviations and a glossary of terms used in the report.
	Abbreviation
	Meaning

	ADL
	Activities of Daily Living

	CSA
	Community Stroke Advisor

	DHB
	District Health Board

	EDRS
	Early Discharge and Rehabilitation Service

	GP
	General Practitioner

	IDI
	Integrated Data Infrastructure - a large research database containing micro data about people and households. Data is from a range of government agencies and includes survey data, eg General Social Survey, the Census and the Household Labour Force Survey

	JS-HCID
	Jobseeker Support with a health condition, injury or disability

	MSD
	Ministry of Social Development

	OT
	Occupational Therapist

	RDA
	Regional Disability Advisor

	RTW
	Return to work

	SLP-HCID
	Supported Living Payment with a health condition, injury or disability

	WINZ
	A term used by many clients to refer to Work and Income

	Terms
	

	Aphasia
	Difficulty or inability to use or comprehend words, or finding the words to express a thought, or in reading or writing sentences

	Dysarthria
	Difficulty speaking

	Neuropsychologist
	A psychologist who specialises in understanding the relationship between the physical brain and behaviour




Executive summary
[bookmark: _Toc522809574]Purpose of this report
[bookmark: _Toc508028607]This report presents findings from the Ministry of Social Development’s (MSD) evaluation of the New Zealand Stroke Foundation’s Return to Work (RTW) Programme for Stroke Survivors. MSD wanted to understand how well the programme is working in the view of stroke survivors and providers to support employment goals for working-age people who have experienced a stroke. The evaluation also identifies key factors that support stroke survivors to find employment. 
Conducted in November/December 2016, the evaluation used a mixed-methods design, including interviews with clients and providers, a literature review and descriptive data on participants but did not include any examination of the impact of the programme on client outcomes. The evaluation covered the 12 months from 1 January to 31 December 2016. Over this period, 16 MSD clients participated in the programme, alongside 79 non-MSD participants.
Results from the evaluation will help MSD learn how best to effectively support clients following a stroke and inform the Stroke Foundation’s ongoing delivery of the RTW programme.
[bookmark: _Toc522809575]Key findings 
The RTW Programme for stroke survivors has been delivered by the Stroke Foundation of New Zealand in the Greater Auckland area since 2007. The programme offers a comprehensive approach to support stroke survivors back to work and provides pre-employment support and mentoring, employment placement and post-placement support to assist participants to achieve their return to work goals. Clients are referred to the programme from Community Stroke Advisors (CSAs), district health boards (DHBs) or through self-referral.
From 1 January to 31 December 2016 the programme was extended to include MSD clients who were: receiving either a Supported Living Payment for a health condition, injury or disability (SLP-HCID) or Jobseeker Support for a health condition, injury or disability (JS-HCID); on a benefit for less than 24 months; had a diagnosis of a stroke; and lived in the Auckland region. Identified clients received a letter and brochure about the programme from MSD including contact details for clients to support them to self-refer to the service.
[bookmark: _Toc522809576]The RTW Programme aligned with best practice vocational rehabilitation for stroke survivors, with some resource limitations
Overall, the evaluation found that the RTW Programme provided valuable support to those affected by stroke and mostly aligned with international best practice. However, The Stroke Foundation has limited resources to develop employer networks for job brokering, a key component of best practice. There is potential for a collaborative cross-agency approach to improve the provision of job brokering services for RTW programme participants.
Early intervention and referral to support services increased the chance of return to work after a stroke 
The RTW programme linked stroke survivors with appropriate medical, rehabilitation, and employment services in a timely way. However, there is currently no formal or consistent process for the referral of stroke survivors to the RTW Programme, which prevents some survivors from receiving services early following a stroke to maximize their rehabilitation and ability to return to work, where applicable.  
Shortages of support services prevented some stroke survivors receiving the support they needed, particularly rehabilitation and neuropsychological assessment for cognitive issues, which can delay return to work. 
Engagement and collaboration with employers had the potential to improve employment outcomes
Early liaison with employers can increase the likelihood that stroke survivors return to their pre-stroke role and avoid resigning from employment too soon. The RTW Programme advisors met with employers and were able to educate them about strokes, helping facilitate a graduated return to work for some participants. However, this feature of the RTW Programme was less impactful for MSD clients, the majority of whom (75 percent) did not have a job to return to.[footnoteRef:1]  [1:  In comparison, 50 percent of non-MSD participants in the programme had a job held open for them after their stroke.] 

Participants without a job to return to required comprehensive assistance to find employment, and faced many barriers to work, including a lack of confidence about how to present themselves to employers. A key feature of any employment approach for stroke survivors is guidance on how to talk to prospective and current employers about stroke, and practice doing this.
In-work support for clients can provide more sustainable outcomes. The RTW Programme advisors conducted work assessments and liaised with employers to make adjustments and accommodations in the workplace. The provision of ongoing monitoring and support ensured that issues or challenges were managed early. 
The RTW Programme advisors were key to facilitating positive participant outcomes
The RTW advisors were able to build trusting and supportive relationships with stroke survivors in order to support vocational goals. Advisors’ comprehensive understanding of the effects of stroke and timely and regular follow-up was appreciated by clients. The advisors’ medical backgrounds and connections ensured that clients were appropriately referred to activities and rehabilitation services that supported their recovery and return to work, and the advisors were creative in finding unique solutions for individual stroke survivors.
Evaluation of the RTW Programme extension’s effectiveness for MSD clients was not possible because of low up-take 
Less than 10 percent of MSD clients invited to take part in the programme opted into the RTW Programme. In total, 16 MSD clients participated in the RTW Programme between 1 January and 31 December 2016, well below the expected number of 50 MSD clients.
[bookmark: _Toc489362511][bookmark: _Toc491263581]Some stroke survivors achieved positive outcomes in the RTW Programme
Between 1 January and 31 December 2016 a total of 95 stroke survivors participated in the RTW Programme. Of these, 16 were MSD clients and 79 were non-MSD participants. Some participants achieved sustainable work outcomes through the programme and were able to re-engage with the workforce. One MSD client returned to work during the programme and 25 non-MSD participants returned to work. At the time of the evaluation the one MSD client that returned to work and six of the non-MSD participants had been in employment over six months. 
Employment outcomes cannot be attributed to the programme alone as a number of factors, apart from the programme itself, may influence recovery from stroke and hence the ability to return to work. For some participants, six months (the time that many had been in the programme at the time of the evaluation) may not have been long enough to establish return-to-work outcomes.
Participants reported a range of other positive outcomes 
Beyond employment outcomes, both MSD clients and non-MSD participants reported a range of other outcomes resulting from the RTW Programme including increased confidence and social engagement. Many learned new strategies to manage the effects of a stroke and began taking gradual steps toward recovery and future employment. Some clients were enrolled on computer courses to gain new skills or retrain to increase future employment opportunities.
[bookmark: _Toc522809577]There are opportunities for improvement
The evaluation highlights the complex medical, social and employment needs of stroke survivors and the challenges they face in returning to the job market. A number of areas for improvement and opportunities for collaboration between MSD and the Stroke Foundation were identified by the evaluation:
Closer collaboration between Work and Income and the Stroke Foundation could improve client outcomes  
· Closer frontline collaboration between Work and Income and the Stroke Foundation provides an opportunity to share knowledge. Work and Income frontline staff would benefit from further education on the effects of stroke and the needs of stroke survivors. The RTW Programme advisors would be better able to support clients with an increased knowledge of Work and Income systems and processes. A future co-design of services could be mutually beneficial.
· There is potential for a collaborative cross-agency approach to improve the provision of job brokering services for RTW Programme participants.
· The provision of peer support would support clients both socially, and to re-engage with employment. MSD or the Stroke Foundation could link clients with other stroke survivors to support their readjustment.
· Greater collaboration between the Stroke Foundation, Work and Income and supported employment agencies would provide a more client-centric service to stroke survivors. Case conferencing could be organised by the Stroke Foundation to co-ordinate service provision.  
Other assistance from MSD could support clients in the programme
· There was a low response rate to the mailed invitation to participate sent to MSD clients, limiting the numbers opting into the programme. Regional Disability Advisors (RDAs) felt that the low participation rate of MSD clients may have been due to the passive nature of the offer. MSD could consider alternative methods to recruit MSD clients to the RTW Programme.
· Stroke survivors need to access earlier neuropsychological assessments in order to address cognitive challenges in preparation for return to work. MSD could consider funding early assessments for clients.
· Financial assistance with travel costs would ease the financial hardships experienced by some stroke survivors engaging with rehabilitation and return-to-work activity. MSD could provide some financial assistance for travel costs to assist participation in activities relevant to their return to work. Clients were often unaware of additional financial assistance, such as the Disability Allowance.
Changes to the current RTW Programme could improve client outcomes
· The opportunity to return to work can be facilitated by a clear and consistent pathway of early referral from hospital or medical care to the Stroke Foundation. A clear and documented system of referral could be developed by the Stroke Foundation in collaboration with the DHBs to enable this. 
· Early liaison between DHBs, employers, families and the Stroke Foundation could prevent stroke survivors from resigning from employment too early and prevent them going onto a benefit.
· A way to record RTW advisors’ visits, planned actions, and responsibilities would assist stroke survivors and their families to recall visits, goals and action points. The Stroke Foundation could develop a diary or log for the client to keep at home.
· The evaluation found lower than expected participation rates for Māori and Pacific Peoples in the programme. The Stroke Foundation should review the programme to ensure cultural needs are being appropriately addressed and that the programme is culturally accessible.
· Stroke survivors need intensive help to broker jobs and assistance with matching their skills to employers. The Stroke Foundation could develop closer partnerships and relationships with prospective employers as well as provide direct sourcing of employment vacancies for stroke survivors.
· Stroke survivors need coaching and practice on how to talk to prospective employers about their stroke and its impact on their work abilities. The RTW advisors could provide coaching so that clients are confident talking about their condition.


[bookmark: _Toc522809578]Introduction
[bookmark: _Toc522809579]Background to the RTW Programme for Stroke Survivors
[bookmark: _Toc476595866][bookmark: _Toc476917470][bookmark: _Toc481145173][bookmark: _Toc488931229][bookmark: _Toc489362573][bookmark: _Toc491263644]The incidence and impact of stroke is considerable
Every day approximately 24 New Zealanders have a stroke. Stroke is currently the leading cause of serious adult disability in New Zealand. Approximately 9,000 people have a stroke in New Zealand each year, 25 percent of whom are under the age of 65.[footnoteRef:2] There are an estimated 60,000 stroke survivors in New Zealand, with a range of ability to participate in daily activities.  [2:  http://www.stroke.org.nz/] 

Each stroke and its impact is different and the short term and long term effects may include any or all of the following:
· weakness or paralysis 
· difficulty understanding and using language
· cognitive difficulties including memory, thinking, attention and learning
· visual loss or disturbances or perceptual effects, eg an aversion to noise
· difficulty swallowing
· fatigue which may be physical or cognitive
· depression, anxiety and other emotional effects.
[bookmark: _Toc476917471][bookmark: _Toc481145174][bookmark: _Toc488931230][bookmark: _Toc489362574][bookmark: _Toc491263645]The value of work
Employment is a significant social role for many people providing a sense of self-worth, self-identity and belonging as well as financial support. The social relationships in the work place contribute to social status (Alaszewski 2007). Work can contribute to a person’s identity, can improve their quality of life and can reduce ill-health (NICE 2016).
For survivors of stroke, regaining their ability to participate in previous life roles has a direct impact on their perceived quality of life. Work loss results in an overall decrease in quality of life and contributes to financial problems, limitations in leisure, social isolation and reduced self-efficacy. Return to work after stroke is a major factor in the achievement of high subjective well-being and life satisfaction (Vesting 2003).
Return-to-work rates following stroke are low
Many stroke survivors may be capable of work but do not return to employment. There is evidence of employment rate reductions, income support increases and income losses in the early years after first diagnosis with stroke. Research examining the impact of eight health conditions, including stroke, on the employment rates and incomes of working-age New Zealanders - using administrative data from the Integrated Data Infrastructure (IDI) - revealed little improvement in the average employment and income effects after a stroke during the four year follow-up period (Dixon 2015). A systematic review found that just over 50 percent of patients, at six to 12 months after stroke, returned to paid employment. The risk of unemployment after eight years was found to be two to three times higher for working age people after a stroke compared with the general population of working age (Wolfe 2009). 
Services for stroke survivors in New Zealand focus mainly on older people. This may reduce post-stroke options or opportunities for younger and middle-aged survivors. Some may be denied the opportunity to realise their full potential or to contribute to society and therefore become and remain long-term beneficiaries. They may want to return to work but face frustration and lack of support to achieve their goals.
[bookmark: _Toc476917473][bookmark: _Toc481145176][bookmark: _Toc488931242][bookmark: _Toc489362586][bookmark: _Toc491263657][bookmark: _Toc522809580]The Stroke Foundation RTW Programme
The Stroke Foundation RTW Programme initiative aims to fill a service gap
The New Zealand Stroke Foundation is the national organisation dedicated to reducing the incidence of stroke, improving treatment outcomes, and supporting those affected by stroke. The organisation operates over three regions of the country: Northern, Midland (Bay of Plenty to Taranaki) and Southern (the whole of the South Island). Stroke support services in the Wellington, Wairarapa, Kapiti, Wanganui, Horowhenua, Manawatu and Hawkes Bay areas are provided by Stroke Central, a separately incorporated organisation.
The Stroke Foundation has provided the RTW Programme in Auckland since 2007 with one part-time vocational advisor supporting up to 40 clients at a time. Between 2007 and 2013, 567 people took part in the programme resulting in 40-50 percent of participants achieving their return-to-work goals. Clients are referred to the service from community stroke advisors, the DHBs or through self-referral.
From 1 January to 31 December 2016, the Stroke Foundation extended its existing programme to include MSD clients. Additional funding from MSD supported the employment of another part-time vocational advisor. Participation by MSD clients was voluntary, and selected eligible MSD clients were invited to participate. 
The programme aims to offer a comprehensive approach to support stroke survivors back to work
The programme provides pre-employment support and mentoring, employment placement and post-placement support. An individualised assessment identifies current skills, return-to-work goals, barriers to employment and the support required to overcome these. A plan to achieve realistic and appropriate employment goals is developed with the client that aligns with their abilities. The programme provider gives support and mentoring to clients including:
· motivation and confidence building
· developing skills and techniques to identify and manage fatigue and stress; developing time management; and new memory habits, including how to manage the effects of stroke in the work place
· arranging access to other services, training and funding to overcome barriers
· supporting clients’ job search activities, including writing CVs, job search skills and assistance, identifying employment that is right for the participant’s work preferences and abilities, interview skills and advice about disclosure of their medical status
· liaison with employers and brokering employment opportunities through their employer networks
· helping clients negotiate flexible working arrangements and training with employers
· giving post-placement support to the participant and their employer for up to 182 days (six months), where appropriate, to address issues or barriers that might stop a client remaining in a job.
Who participated in the programme?
Ministry of Social Development clients
From 1 January to 31 December 2016, MSD clients were invited to participate if they:
· were receiving either a Supported Living Payment for a health condition, injury or disability (SLP-HCID) or Jobseeker Support for a health condition, injury or disability (JS-HCID)
· were on a benefit for less than 24 months
· had a diagnosis of stroke
· lived in the Auckland region.
Two Regional Disability Advisors (RDAs) in Auckland reviewed a list of clients monthly that met the above criteria each month, and considered the client’s capacity for work. Those identified as suitable were mailed information about the RTW service, including contact details for clients to self-refer into the programme. A copy of the letter and brochure sent to clients is in Appendix 1.
The general referral process (covering MSD and non-MSD clients) 
The Stroke Foundation receives referrals for the RTW Programme from a number of sources.
· The Ministry of Social Development (MSD) letter and brochure sent to clients
· Seven community stroke advisors (CSAs) in Auckland (approximately 30-40 percent of referrals come from this source). Community stroke advisors are usually the first point of contact between the Stroke Foundation and clients. Where a return to work is identified as a goal, the CSAs put the client in contact with the RTW advisors.
· District Health Boards (DHBs) including doctors and specialist stroke nurses.
· Secondary rehabilitation providers, eg Rehab Plus and the Laura Ferguson Trust run 12 week rehabilitation programmes and may refer clients on to the RTW Programme.
· Self-referrals from stroke survivors and their families who become aware of the Stroke Foundation’s services.
Contact is made with clients by the RTW advisors within three days of receiving a referral. An initial phone conversation with clients allows the advisors to set the scene in terms of what service they can offer and how they can assist. They then arrange a time to visit the client in their home. 
[bookmark: _Toc522809581]Evaluation of the RTW Programme 
[bookmark: _Toc476595871][bookmark: _Toc476917533][bookmark: _Toc481145245][bookmark: _Toc488931246][bookmark: _Toc489362590][bookmark: _Toc491263661]Objectives of the evaluation
The key evaluation objectives were to:
· report outcomes for MSD and non-MSD clients in the RTW Programme in achieving employment, up skilling, training, study and reduction in benefit receipt, as well as broader social outcomes such as well-being and social participation
· ascertain the level of uptake of the service and client engagement
· identify characteristics of those clients that chose to participate and engage with the programme
· Identify the key processes and practices that are working well or presenting barriers, and identify potential solutions that can inform delivery of the RTW Programme.
Qualitative analysis of client and stakeholder interviews
As at 30 September 2016 there were 63 clients engaged in the RTW Programme. From this list, 28 were contacted by the interviewer. Purposive sampling was used to ensure clients of varying gender, age, ethnicity, geographical location and length of time in the programme were interviewed. Seven declined to be interviewed and three were not able to be contacted. Of the eighteen that agreed to be interviewed, one did not attend the interview.
Qualitative interviews were conducted with 17 stroke survivors (six MSD clients and 11 non-MSD clients).
Interviews were conducted at BNZ Partners Business Centres in four locations in Auckland: East Tamaki, Henderson, Newmarket and North Shore between 17 November and 2 December 2016. One interview was conducted at the client’s place of employment. Five interviews were conducted by telephone. One interview with a deaf client used a sign language interpreter. Support people and family came with some clients to their interview.
Of those that were interviewed:
· Ten were male – seven were female
· Ages ranged from 30-62 years old
· Ten were NZ European; three were Māori ; two were Indian; one was Korean; and one was Samoan
· Referrals to the programme came from hospitals (eight), MSD (six), the Stroke Foundation (one) and unknown (one)
· Time since their stroke ranged from four months to 11 years
· Six were employed and 11 were unemployed
· Three reported depression 
· Twelve reported fatigue.













Interviews were also conducted with:
· MSD stakeholders: the Manager Regional Services and a Regional Disability Advisor were interviewed together at the Auckland Regional Office.
· Stroke Foundation of New Zealand stakeholders: Director Northern Region and two RTW advisors were interviewed at the offices of the Stroke Foundation in Auckland.
· One employer was interviewed at a client’s place of work in Auckland.
The evaluation followed the guidelines for managing ethical issues and risk set out in the Insights MSD Ethics Handbook and underwent an internal ethics assessment process. All participants were provided with information sheets explaining the research. Participants gave their informed consent at the time of interview. 
[bookmark: _Toc476595869][bookmark: _Toc476917531][bookmark: _Toc481145246][bookmark: _Toc488931247][bookmark: _Toc489362591][bookmark: _Toc491263662]Literature review
A literature review of the existing evidence about return to work following stroke was completed to understand the key factors affecting employment outcomes. The literature review looked at:
· the individual and socio-cultural factors influencing a return to work after a stroke, excluding vocational rehabilitation 
· best practice vocational rehabilitation for stroke survivors in order to understand if the Stroke Foundation’s RTW Programme met best practice.
A literature search was conducted in November/December 2016 in the MEDLINE, EMBASE and Google Scholar databases for recent peer reviewed published research. A filter based on study design was not used. Reference lists of included articles were also scanned for literature not already located. 
Key search terms included: stroke, vocational rehabilitation, employment, and return to work best practice. 
Evaluation limitations and caveats
· No attempt was made to estimate the impact of the RTW Programme on outcomes for MSD clients due to low participation rates. 
· MSD clients participating in the programme did not necessarily represent the stroke population. The voluntary nature of the programme meant that the 16 MSD clients who chose to opt in were likely to be those who wanted to return to work.
· Many clients participating in the programme worked with a number of employment agencies, eg Workbridge and the Stroke Foundation. Therefore outcomes achieved by programme participants could not be directly attributed to the input of the service alone.
· The 17 stroke survivors interviewed for the evaluation were purposively selected and, therefore, not necessarily representative of the RTW Programme participant population or the working age stroke population. 
Outline of this report
This report begins by looking at the factors that influence a return to work for stroke survivors, what best practice vocational rehabilitation looks like and how the RTW Programme aligns with best practice.
The next section highlights what worked well in the RTW Programme. The barriers to employment for stroke survivors are examined in the next section. Areas for improvement are explored following this.
The last two sections of this report describe the participants in the programme between January and December 2016 and the positive outcomes that some achieved.

[bookmark: _Toc522809582]Alignment with best practice
[bookmark: _Toc476917472][bookmark: _Toc481145175][bookmark: _Toc488931231][bookmark: _Toc489362575][bookmark: _Toc491263646]This section describes the individual and socio-cultural factors that may influence a return to work. Vocational rehabilitation is only one of these factors but there are a number of best practice features of vocational rehabilitation that can improve return to work outcomes and these are described. The RTW Programme aligns with best practice vocational rehabilitation.
[bookmark: _Toc522809583]Individual and socio-cultural factors influence return to work
Rehabilitation is one of many factors affecting a return to work. The individual and socio-cultural factors affecting the ability to return to work after stroke and that may result in long-term benefit dependency and a compromised quality of life include:
· severity of stroke
· co-morbidities
· age
· socio-economic factors, eg income, education and occupation
· sociocultural factors, eg access to work, transport and training opportunities.
[bookmark: _Toc481145177][bookmark: _Toc488931232][bookmark: _Toc489362576][bookmark: _Toc491263647]Severity 
Stroke severity is the most consistent predictive factor for a return to work (Treger 2007, Edwardson 2016, Daniel 2009, Westerlind 2017). In research studies, ‘severity’ is usually defined as the degree of gross neurological and functional impairment and includes the effects of fatigue and difficulties with memory, processing information, speech and language, vision, walking and using the dominant hand. Independence in the activities of daily living (ADLs) is also one of the strongest predictors of return to paid work within 12 months of a stroke (Hackett 2012). However physical ability alone is not always an indication of whether people will return to work after a stroke and is only one element within a complex system of factors that interact to influence work re-integration (Lock 2005). 
Preserved cognitive ability is one of the most important indicators of readiness for returning to work (Vestling 2003, Treger 2007). Subtle cognitive defects such as deficits in working memory, mental speed and flexibility often go unnoticed. The benefits of neuropsychological assessments within the first weeks after stroke have been highlighted as useful to assess the degree of deficit (Kauranen 2013). In many work situations the individual needs to receive, remember, sort and process information in order to make decisions, and a lack of concentration or inability to multi-task interferes with the possibility of a return to work (Alaszewski 2007). Those with reading and writing disabilities or comprehension challenges can experience difficulty (Lock 2005).
The employment and income losses following stroke are much larger for those individuals for whom stroke was likely to have been more serious than average; the estimated negative impact of stroke on the employment rate one year after diagnosis ranged from -5 percentage points for those who had spent 0-1 nights in hospital at the time of their stroke, to -47 percentage points for those who had spent 15 or more nights in hospital (Dixon 2015).
Co-morbidities 
A number of pre-stroke co-morbid conditions are associated with an increased risk of poor outcomes following a stroke, including cancer, coronary artery disease, and diabetes (Edwardson 2016). Being on sick leave prior to the stroke is a significant risk factor for a return to work at either one or six years post stroke (Westerlind 2017). Psychiatric morbidity in the form of depression, anxiety, and fatigue is also emerging as a strong predictor of return to work (Harris 2014).  Post-stroke depression is associated with both a poor outcome and absence of return to work (Alaszewski 2007). Positivity, resilience, motivation and family support have been found to assist with a return to work (Lock 2005).
Age
In the acute stages of stroke, one of the strongest predictors of outcomes is patient age. Advancing age has a major negative impact on stroke morbidity, mortality and long-term outcomes (Edwardson 2016).
Socioeconomic factors – income, education and occupation
Socioeconomic factors such as income, education and occupation are predictive of a return to work and these three factors are interrelated. Stroke survivors who have higher levels of education are more likely to be in higher paying jobs that may provide more flexibility in managing a return to work. Those working in labour intensive jobs are more likely to be paid by the hour and for a certain level of productivity that may not be attainable or sustainable after a stroke, regardless of the person’s wish to return to work (Harris 2014).
Higher income and higher education were both associated with an increased probability of a return to work. The effect of education on stroke outcome is likely to occur through pathways that involve income. Socioeconomic position prior to stroke predicts the chance of a return to work. While the association between education and a return to work was attenuated by income, individuals with a university education were 13 percent more likely to return than those who had completed only compulsory education. Individuals in the highest income quartile were about twice as likely to return as those in the lowest. Income differences between men and women also accounted for women’s lower probability of returning to work (Trygged 2011).
Lower levels of educational achievement, socioeconomic status and, to a lesser degree, social support have been correlated with poor outcomes and a lower socioeconomic status has been associated with worse health-related quality of life at five years (Edwardson 2016). Being a white collar worker prior to the onset of stroke was the most important determinant for both high life satisfaction and high well-being (Vestling 2003).
Having private health insurance was associated with a return to work after stroke but it could also be a marker of socioeconomic status in that those with higher incomes are more likely to take private insurance and have greater financial incentives to return to work. However private insurance also provides access to treatments like neuropsychologists which may improve recovery and return-to-work prospects (Hackett 2012).
Socio-structural factors that influence a return to work
A number of socio-structural factors outside the control of the RTW Programme can play a role in the chances of returning to work following a stroke, eg the benefit system; the realities of the job market; access to work and transport; training opportunities; and societal awareness and attitudes to stroke survivors. 
[bookmark: _Toc522809584]Best practice vocational rehabilitation can enhance employment outcomes
There are a number of best practice features of vocational rehabilitation that can improve employment outcomes for stroke survivors and these are summarised in the following section. 
[bookmark: _Toc481145178][bookmark: _Toc488931233][bookmark: _Toc489362577][bookmark: _Toc491263648]Early intervention rehabilitation supports return to work
Rehabilitation after stroke with occupational and vocational therapy provides significant benefits to patients who may not otherwise be able to return to work (Barker-Collo 2008, Anderson 2012, Gabriele 2009). Evidence suggests that vocational rehabilitation interventions need to be targeted early, before the individual leaves hospital and certainly before discharge from community stroke rehabilitation (Radford 2008). Although the primary purpose of rehabilitation is restoring physical function, rehabilitation directed at employment outcomes (or vocational rehabilitation) should, ideally, start at the same time as medical treatment. 
Following stroke, a return to an existing role with a former employer is likely to be more successful than retraining for a new role. Capitalising on well-established relationships and employers who are willing to make allowances may mean that stroke survivors can return to their original role (Sinclair 2014). If interventions are delayed there is a risk of stroke survivors losing their job and an increased likelihood of long-term benefit dependence (Wadell 2008).
Psychological wellbeing should be an early focus for interventions in working age stroke survivors because it is a predictor of a return to work (Stroke Foundation of New Zealand 2010, Lock 2005). Similarly, because the early cognitive severity of stroke may signal that a client will not be able to return to work later, the benefits of neuropsychological assessments within the first weeks after stroke are emphasised (Kuranen 2013, Lock 2005). 
[bookmark: _Toc481145179][bookmark: _Toc488931234][bookmark: _Toc489362578][bookmark: _Toc491263649]Client assessment and the development of a Return to Work Plan with clear work directed goals promotes return to employment
A number of guidelines recommend evaluating all stroke survivors for their potential to return to work and this includes identifying any impairments on work performance, eg physical limitations, anxiety, fatigue, cognitive impairments and communication deficits (NICE 2016, Gilworth 2009, Stroke Foundation of New Zealand 2010)). Individual RTW plans can improve outcomes and should include clear guidance on when to return and how to achieve this. It is recommended that people who have had a stroke, and their family, set goals (Stroke Unit Trialists’ Collaboration 2007). Returning to work can be impaired by a haphazard process, a lack of support or anxiety about the ability to cope.
[bookmark: _Toc481145180][bookmark: _Toc488931235][bookmark: _Toc489362579][bookmark: _Toc491263650]Liaison between health professionals and employers increases opportunities to return to work
A return to work and timely access to appropriate services can be enabled by early liaison between rehabilitation professionals and employers (Lock 2005). Many employers do not understand the impact of stroke and how they can assist a successful transition back to the workplace for an employee following stroke. Stroke survivors can be also apprehensive and uncertain about returning to work or may fear failure. 
Contact between the healthcare provider and the work place is associated with a more than twofold chance of earlier return to work compared with a lack of communication (Wadell 2008). A multidisciplinary team collaborating with the work place can be associated with positive return-to-work outcomes (Cancilliere 2016).
The extent to which physical disabilities alone impede a return to work depends on additional factors that can act either as barriers or facilitators. Work place visits and liaison with employers to establish reasonable accommodations, such as providing equipment and a gradual return to work can improve outcomes (NICE 2016). A flexible working environment and supportive social networks facilitate a return to paid employment (Alaszewski 2007).
[bookmark: _Toc481145181][bookmark: _Toc488931236][bookmark: _Toc489362580][bookmark: _Toc491263651]A one-on-one approach tailored to the individual’s physical, psychological and social needs is valuable
Programmes with one-on-one support promote an earlier return to work. When a programme is tailored to the individual, their physical, psychological and social needs can be addressed. The components of a successful return-to-work plan include setting clear vocational goals, addressing biological, psychosocial and social issues and an individual approach (Radford 2008). Those who have been employed previously should be referred to vocational counselling to assist a return to work. Stroke survivors lacking motivation or emotional and psychological issues should be referred for supportive services (Duncan 2005, Lock 2005).
There are few vocational service models that prioritise groups with a disability. However, evidence supports their success in achieving employment, particularly when they involve counselling and guidance and on the job training. 
[bookmark: _Toc481145182][bookmark: _Toc488931237][bookmark: _Toc489362581][bookmark: _Toc491263652]Return to an existing job role, if possible, is the best outcome
Liaison between rehabilitation professionals and employers can enhance an employer’s willingness to make work place accommodations following stroke (Alaszewski 2007). Characteristics of the work place can impact on stroke survivors’ return to work and support from employers can mean that appropriate changes to the work environment are made. Work accommodation can include offering lighter or modified duties as well as making physical modifications to the work place (Cancilliere 2016). Those employed at 12 months after stroke had significantly less demanding jobs (both physically and psychologically), less job insecurity, more decision authority, more job-related social support, more job satisfaction, and fewer job hazards. Therefore these job characteristics are strong predictors of a return to work after ischemic stroke in patients with mild to moderately severe stroke. This implies that interventions in the work environment may have potential to promote re-employment after stroke (Wozniak 2000). Also, where work colleagues or employers were seen as unsupportive, a return to work was difficult (Alaszewski 2007).
[bookmark: _Toc481145183][bookmark: _Toc488931238][bookmark: _Toc489362582][bookmark: _Toc491263653]Workability assessments and identifying the demands of the job facilitates a return
Individualised workability assessments (that identify the physical, cognitive, communication and psychological demands of the job) and work place visits are effective in facilitating a return to work for stroke survivors (NICE 2016). A study found that at six months, 60 percent of stroke survivors in the intervention group had returned to work compared with 20 percent in the control group (Ntsiea 2015). Most of those in the intervention group had work adaptations and job description changes following communication and contact between the employer and therapist.
[bookmark: _Toc481145184][bookmark: _Toc488931239][bookmark: _Toc489362583][bookmark: _Toc491263654]A flexible pathway that provides timely interventions supports stroke survivors
Services need to be timely and responsive to the changing needs of the stroke survivor throughout their recovery process (Sinclair 2014, Lock 2005). Not all stroke survivors are willing, or able, to consider a return to work early in their recovery. Patients need a more flexible and responsive pathway that they can dip in and out, and receive support later in their recovery. A prospective study (Saeki 1995) found two time clusters in which stroke survivors returned to work: early (0-180 days post stroke) and late (12-18 months post stroke). Rehabilitation services should provide information at all stages after stroke and meet the needs of stroke survivors at a time when they are ready for support. This is particularly so when a return to work over a long period of time is possible and even up to three years post-stroke (Westerlind 2017).
[bookmark: _Toc481145185][bookmark: _Toc488931240][bookmark: _Toc489362584][bookmark: _Toc491263655]Teaching strategies to manage in the work place helps maintain employment
Formal training or practical support should be offered to assist getting and keeping employment. Tailoring an intervention to meet the demands of a job can include teaching the stroke survivor strategies to support multi-tasking or manage memory difficulties (NICE 2016).
[bookmark: _Toc481145186][bookmark: _Toc488931241][bookmark: _Toc489362585][bookmark: _Toc491263656]Strong connections to the labour market and employment networks facilitate employment
Programmes should have strong connections to the labour market and promote links to employer networks (Wadell 2008). There is strong evidence that work-directed interventions combined with education and/or coaching are effective in a return to work. 
Job brokers use a variety of approaches, such as work trials, unpaid job-matches, payments for part-time work, and developing personal skills. These approaches can break the pattern of complete inactivity for many clients.
[bookmark: _Toc522809585]The RTW Programme aligns with best practice vocational rehabilitation
Overall, the RTW Programme meets best practice (see Figure 1). The one exception, and an area for improvement, is that it does not have strong connections to the labour market due to limited resources to develop employer networks.
[bookmark: _Toc522809534]Figure 1. Summary of best practice rehabilitation for a return to work following stroke and how the Stroke Foundation programme meets best practice
	Best practice
	Meets best practice
	How the Stroke Foundation RTW Programme meets best practice

	Early vocational rehabilitation intervention
	
	Early referrals by DHBs and CSAs to the Stroke Foundation
Early intervention while the person is in hospital 
Contact made with clients by RTW advisors within three days of a referral

	Assessment and the development of a RTW plan with clear work-directed goals
	
	RTW advisors conduct comprehensive assessments of the physical, psychological and social needs of clients
Development of client-led RTW plans 

	Liaison between health professionals and employers
	
	RTW advisors use their health backgrounds (Occupational Therapist and Physiotherapist) with additional employment experience
RTW advisors visit employers and negotiate a graduated RTW
RTW advisors provide education and support to employers

	One-on-one approach tailored to the individual addressing physical, psychological and social needs
	
	RTW advisors conduct one-on-one, home visits with regular follow-up
Clients are referred to additional support services
RTW advisors liaise with other health professionals 
RTW advisors identify gaps in client capability and refer clients for retraining

	Return to existing job if possible
	
	The Stroke Foundation prioritises returning clients to their former employment where appropriate


	Workability assessments and identifying the demands of a job
	
	RTW advisors conduct work place visits and assess the work place
Assessment of job requirements and demands
In-work support provided to client and employer
Regular engagement and follow-up 

	Flexible pathway
	
	RTW advisors provide intense intervention when required and vary input as needed

	Teaching strategies to manage in the work place
	
	RTW advisors teach and reinforce strategies to manage fatigue, concentration and memory challenges related to clients’ job roles

	Strong connections to the labour market
	
	The Stroke Foundation has limited resources to develop employer networks 





[bookmark: _Toc522809586]What worked well
[bookmark: _Toc522809587]RTW advisors 
[bookmark: _Toc481145201][bookmark: _Toc488931188][bookmark: _Toc489362532][bookmark: _Toc491263603][bookmark: _Toc476595888][bookmark: _Toc476917488]Providing support and advocacy for clients built rapport and trust 
The engagement and communication skills of the RTW advisors enabled them to form trusting relationships with stroke survivors. Following a stroke some clients needed time to adjust and the advisors were able to “take time to stop and sit quietly alongside the person”. The advisors tried to create new expectations and to instil a sense of purpose for clients. They recognised that stroke is often followed by a grieving process and that clients can take time to adjust. The advisors’ empathetic approach meant that they were prepared to be creative in introducing new ideas and approaches to address barriers to a return to work.
A single point of contact meant that clients did not have to repeat their story. One client spoke about how they found it hard to go over what had happened with multiple providers and health professionals and found it a relief having just one person to relate to about their rehabilitation.
Regular contact and follow-up with clients by the RTW advisors was valued and reassuring to clients. Frequent phone calls or emails were appreciated early on in their rehabilitation because their situation could change rapidly. Even if they did not have an immediate need, the contact by RTW advisors was valued. As one client stated, “they have a way of making you feel, at the time, that you have their complete focus. I felt I could phone them anytime. It always goes to voicemail but they do phone back – I knew they were there”.
Advocating for clients ensured they receive timely and appropriate services and entitlements. Where some clients had difficulty in making their needs understood with other agencies, the RTW advisors were able to step in. 
An example was reported by an advisor where, due to communication barriers, one of their clients was unable to explain to Work and Income staff that they had not received their benefit which meant they hadn’t eaten for three days. It was felt that the Work and Income office did not provide the right support for the client at the time. However with the support of the RTW advisor going with the client to the Work and Income office, the issue was resolved in a few hours.
[bookmark: _Toc476595889][bookmark: _Toc476917489][bookmark: _Toc481145202][bookmark: _Toc488931189][bookmark: _Toc489362533][bookmark: _Toc491263604]RTW advisors’ extensive medical knowledge and connections to health services enabled early identification of and appropriate responses to client needs
The two RTW advisors providing the RTW service in the Auckland area were experienced and knowledgeable about stroke and vocational rehabilitation. Both had comprehensive specialist knowledge of stroke and its impact on the physical, psychological, emotional and social outcomes for clients. Most clients said the advisors appeared to understand the challenges that they faced and had responded with solutions to these challenges.
Depression is the most common emotional change after stroke and can have a negative impact on rehabilitation and recovery resulting in decreased motivation to return to work. Early identification of depression and grief by the RTW advisors and recognising the need for counselling was key in assisting some clients to move along their journey towards a return to work. Understanding aphasia (affecting the ability to process information and express language) meant that the advisors were able to set realistic goals for clients based on their abilities.
The RTW advisors often combined visits to clients’ homes to coincide with visits with other health professionals in order to understand what treatment clients were receiving and how the advisors’ input could complement and enhance the medical input.
[bookmark: _Toc476595890][bookmark: _Toc476917490][bookmark: _Toc481145203][bookmark: _Toc488931190][bookmark: _Toc489362534][bookmark: _Toc491263605]Advisors were responsive to the needs of their clients and proactively addressed barriers to return to work 
A comprehensive assessment of each client in their home by the RTW advisor provided an understanding of the challenges and barriers faced by a client in returning to work. The possible effects of a stroke are diverse and understanding how these can impact on recovery and the ability to return to work was crucial.
The advisors were able to identify the effects of stroke and put appropriate supports in place to address these. For example, fatigue is one of the most common effects of stroke affecting up to 50 percent of survivors and may persist over time. The RTW advisors were able to: 
· educate clients about physical, mental and psychological fatigue and provide strategies to manage its impact in daily activities 
· refer clients to counselling for grief and depression
· support clients to set realistic goals for employment
· advise clients on strategies for managing cognitive difficulties
· refer clients to other appropriate professional services, eg free legal services on disability law.
[bookmark: _Toc522809588]Early referral and timely interventions 
[bookmark: _Toc476595893][bookmark: _Toc476917493][bookmark: _Toc481145206][bookmark: _Toc488931193][bookmark: _Toc489362537][bookmark: _Toc491263608]Early assessment and identification of client needs resulted in timely referral to support
The RTW Programme uses a bio-psychosocial model[footnoteRef:3] of assessment and rehabilitation incorporating a client’s physical, psychological and social needs. Identifying and managing risk factors early helps address issues that can impact on the best outcome. Poor or delayed outcomes may be due to medical complications or conditions but may also be due to psychosocial risk factors including unhelpful beliefs about stroke, job dissatisfaction and low expectations about a return to work. By identifying these barriers, the RTW advisors were able to start addressing them by referring clients to other appropriate health care professionals or services.  [3:  The psychosocial approach looks at individuals in the context of the combined influence that psychological factors and the surrounding social environment have on their physical and mental wellness and their ability to function.] 

An early focus on a return to work can offer hope to clients. Recovery from a stroke can take time and a return to work may not initially be a priority for a client or their family. The advisors could spend considerable time engaging with clients and discussing their readiness to return to work before they agreed to take part in the programme. One client commented that an early focus on a return to work can lift the focus “off the floor, lift up vision to see what you might be able to do in the future”. 
One of the challenges for RTW advisors was where the complexity or severity of stroke may create a barrier to supporting clients. A severe stroke can impair a person’s awareness and insight about what is achievable.  One partner who came to the interview with a client explained how the client was unable to see their limitations. By taking a holistic approach, the RTW advisor had referred the person to art therapy as a means to build self-awareness.
The RTW advisors recognised that clients were on their journey, and for some, this could take a long time. They recognised the need to be flexible and understand that clients may engage with the programme for a period of time, then disengage and re-engage at a later stage, depending where they were on their journey. 
[bookmark: _Toc476595894][bookmark: _Toc476917494][bookmark: _Toc481145207][bookmark: _Toc488931194][bookmark: _Toc489362538][bookmark: _Toc491263609]Early contact increased the chances of clients returning to their original role 
The RTW Programme can prevent clients from losing their job and going onto a benefit. Clients who were interviewed for the evaluation recounted how early contact with the Stroke Foundation could increase their chances of re-engagement with their former employer. Return to a previous role or existing job in a supportive environment can be therapeutic and has the best chance of success, particularly if it aligns with the goals of the client, to “find a way back into their sense of normal”.
The RTW service prioritised keeping people in work because it was more difficult for clients to find employment after losing their job. One RTW advisor reflected on how clients who have had a stroke can be too quick to give up their job. The advisor felt that the earlier the Stroke Foundation could get involved the better the likely outcome. Although a person may not be medically fit initially, appropriate intervention at an early stage could guide the client to have a conversation with their employer about their job.
Early liaison with the employer by the RTW advisor could prevent job loss. Ideally the advisors would like to liaise with the employer and client’s family while the client is still in hospital in order to describe the recovery process, set expectations and inform them about how the service can support them through those early stages. Where people were not ready to return to work or to engage with the RTW Programme, the early contact meant that they knew who to contact at a later stage. 
One client who had been made redundant felt unfairly treated particularly as, prior to the stroke, they had been acknowledged as an outstanding employee. They reflected that it would have been better to have received early support from the RTW service at the time of returning to work before “things fall over”.
The Stroke Foundation is positioned to intervene early following a stroke
Work and Income is unlikely to be involved with a stroke survivor until they apply for a benefit. At this time a client may initially be on a Jobseeker Support – Health Condition, Injury or Disability (JS HCID) benefit and not have any capacity to work. The Stroke Foundation is likely to have contact with stroke survivors earlier (in hospital or in their home) before Work and Income and is therefore in a position to work with the client, employer and family to potentially prevent job loss. 
[bookmark: _Toc522809589]Comprehensive preparation for a return to work
[bookmark: _Toc476595897][bookmark: _Toc476917497][bookmark: _Toc481145210][bookmark: _Toc488931197][bookmark: _Toc489362541][bookmark: _Toc491263612]An initial assessment in the client’s home environment offered a holistic approach 
A unique feature of the Stroke Foundation’s programme was the initial visit to clients in their home by a RTW advisor who assessed the client’s individual needs. Contact was made with clients by the RTW advisors within three days of receiving a referral. An initial phone conversation with clients allowed the advisors to set the scene in terms of what service they could offer and how they could assist. 
The face-to-face meeting in the client’s own environment allowed an evaluation of the client’s work readiness and the identification of any physical impairment or cognitive issues that affected the client in their activities of daily life. Secondary health issues might also become apparent. Previous work history, employment engagement requirements and supports required were taken into account, including the ability to drive and medical clearance from the general practitioner.
The RTW advisors facilitated client-led goal setting and the development of a return-to-work plan. Vocational preference assessments could be used and transferrable skills were identified so that a plan could be prepared. A laddered approach was used to improve client confidence and to set realistic goals with the steps needed to achieve them. For a successful return to work, the RTW advisors recognised that the job needed to be meaningful to the clients. As one client said, “they can help you re-define your capabilities…when you can’t do what you used to do, it knocks your confidence. They give you that confidence that it’s not the end of the world. At age 54 it’s a big ask”.
RTW advisors coached clients and taught them strategies to achieve their milestones. Advisors provided advice to clients on managing fatigue and stress; tools for time management; learning new memory habits; developing CVs; job searching skills, interview skills, and advice on disclosure of their medical status. They also reviewed job descriptions that clients were applying for to see if they were realistic, and provided honest advice to assist clients in their job search.
[bookmark: _Toc476595898][bookmark: _Toc476917498][bookmark: _Toc481145211][bookmark: _Toc488931198][bookmark: _Toc489362542][bookmark: _Toc491263613]The clients’ families felt included and supported
The visit to a client’s home provided an opportunity for the RTW advisor to see the level of support available to clients from families and caregivers. The advisors were able to field the family’s questions or concerns about the consequences of stroke and the potentially changing roles within a household. 
Many clients appreciated a person external to the family that could offer an objective perspective. As one client noted the advisor was able to help anticipate the future of their condition, “[they are] insightful without delivering too many promises”.
One family member commented that the RTW advisor had the expertise to ask questions of the client in a way that focused the client on re-engaging with the work force. Knowing that the RTW advisor was able to assist with the client’s rehabilitation could free up family members to focus on other issues.
The RTW advisors recognised the effects of stroke and worked to help clients come to terms with changes in their capability. The advisors could spend a long time working through issues with clients and families, often before they would agree to join the RTW Programme. This allowed clients the opportunity to consider whether to participate in the programme or not.
[bookmark: _Toc476595899][bookmark: _Toc476917499][bookmark: _Toc481145212][bookmark: _Toc488931199][bookmark: _Toc489362543][bookmark: _Toc491263614]Regular follow-up and timely support for clients was valuable
The RTW Programme provided regular follow-up and support to clients. Advisors reported that hospital rehabilitation services do not appear to have the capacity to assist with a return to employment. Some rehabilitation units set up a return-to-work plan with clients and even meet the employer before discharge, but they do not have the resources to follow-up any further. 
In the RTW Programme regular follow-up and contact was client-led. Following the initial visit and assessment, the timing and length of following meetings depended on the individual stroke survivor, what works best for them and what is achievable. The RTW advisors reported that follow-up interactions could vary from one meeting to 30 meetings with one client. They might also work intensively with one client for a period and then stop and re-engage again at a later stage.
[bookmark: _Toc476595900][bookmark: _Toc476917500][bookmark: _Toc481145213][bookmark: _Toc488931200][bookmark: _Toc489362544][bookmark: _Toc491263615]RTW advisors navigated clients to activities and support services to enhance recovery and work readiness
The RTW advisor acted as a navigator for clients through the many medical, social and employment services. Some clients felt that without the support they would experience more stress through not knowing what was going to happen next.
The advisors referred clients to appropriate services and activities to provide them with the skills they needed. After an initial assessment the advisor could alert the client’s general practitioner of any needs, refer them to rehabilitation services or talk to the client’s employer about work options. The programme also assisted with other aspects of recovery. For example, clients were referred to art therapy as a psychological adjustment and recovery tool. A RTW advisor recounted how this therapy had been effective for two clients. The first client was adjusting to a work exit and significant cognitive effects from the stroke. For this client, art therapy was the first step to acceptance and dealing with grief. Another person, who had a stroke many years previously, had never dealt with the grief process and lacked confidence in dealing with others. 
Clients engaged with a number of different services. For those already back at work, support services were provided to maintain their employment. Psychological and cognitive assessments are outside the scope of the RTW advisors but they were able to advise clients to approach their own doctor or other health professionals. For example, a client returning to a work role was asked to train several new employees by providing a group presentation. This was not part of their normal role and was causing stress. The RTW advisor referred the client to counselling to increase their confidence. 
A number of clients who had previously held manual jobs were referred to computer training to gain basic skills.
[bookmark: _Toc522809590]Working with employers 
[bookmark: _Toc476595902][bookmark: _Toc476917502][bookmark: _Toc481145215][bookmark: _Toc488931202][bookmark: _Toc489362546][bookmark: _Toc491263617]A carefully managed and graduated return to work ensured a more sustainable outcome
The RTW Programme advisors were able to facilitate a successful graduated return to work for some clients. One client, who was contacted early by the RTW advisor, had planned to return to work for three days a week. After assessment, the RTW advisor persuaded the client to review the number of hours planned. The client stated, 
“They were very good in that whatever I thought I was capable of doing was fine: that I was the only one that could judge. But she said, ‘Well, how about doing two days for a couple of hours each day and then if you’re going well, you can up it to three hours’”.
The RTW advisor also accompanied the client to a meeting with their employer to provide support, as the client felt unable to cope meeting the employer alone. The advisor was able to explain to the employer about the client’s memory difficulties and how these issues could be managed.
Flexibility within a structured plan worked well. For example, one client started back to work one month after their stroke every second day and went home as soon as they felt tired, gradually building up over a number of months. The client noted that they were able to better understand their own capability and manage their limitations through the gradual return. 
Returning to work too early or too fast could result in not being able to sustain a job. For example, a truck driver, who was not initially on the RTW Programme, tried to return to work immediately after their stroke, working in the yard loading and unloading trucks, but found they were unable to do the job. The client had difficulty pulling the straps down on long haul trucks and jumping on and off trucks. They eventually lost their job. The effects of losing a job or an unsuccessful attempt to return to work can impact on a stroke survivor’s confidence. 
[bookmark: _Toc481145216][bookmark: _Toc488931203][bookmark: _Toc489362547][bookmark: _Toc491263618]Close collaboration with employers supported a return to work  
Meeting and negotiating with employers could assist in setting up a return-to-work plan for stroke survivors with realistic hours and tasks. The RTW advisors went with some clients, who wanted their support, to interviews to ensure that the client felt safe and supported in conversations with a potential or former employer. 
Some clients wanted them as a presence in the background only to provide advice as needed. For example, a RTW advisor went with one client to discuss a return to work with the employer and this developed into regular meetings so that everyone was aware of what the client could do and what support needed to be in place. The client started back at work doing four hours per day but needed adjustments to their work environment for fatigue and a noisy environment. A meeting was arranged each time that the client increased their hours and the employer was very supportive of regular breaks and providing earphones. The client saw the advisor’s support as key to this outcome, “like a friend who guides you, sees where you currently are”.
The advisors were flexible and adjusted RTW plans in consultation with clients as required, because the effects of a stroke can change over time. For example, the effects of fatigue could get worse over time without good management and an employer could not be expected to know or understand its impact on a stroke survivor’s ability to do their job. Typically, the advisors continued follow-up with clients for six months after a return to work. 
Where a client attempted a return to work that was not successful the RTW advisors were able to provide support in the adjustment process. They provided advocacy through the exit process or a medical retirement and tried to get the most advantageous outcome for the client – “a dignified exit” – so that the client could exit the role feeling that they had made empowering decisions. If the person was ready to look at new options, the advisors supported this.
[bookmark: _Toc476595904][bookmark: _Toc476917504][bookmark: _Toc481145217][bookmark: _Toc488931204][bookmark: _Toc489362548][bookmark: _Toc491263619]The programme raised employers’ awareness of the impact of stroke
Interactions with employers offered the RTW advisors an opportunity to provide education about strokes. Employers may not know what to expect or how they should respond to an employee following a stroke. The RTW advisors found employers’ understanding of disability varies; larger employers had human resources capability and, generally, knew about their legal obligations but often smaller employers were less confident. This could be due to a lack of awareness of the effects of stroke and not having a dedicated person within a work place to manage the issue. At the time of the evaluation the Stroke Foundation was developing an information and resource tool for employers based on a similar resource developed by the Stroke Association in the United Kingdom.
Education of employers by the RTW advisors was appreciated by clients, particularly about the invisible impacts of stroke. One client felt that where memory or cognitive issues impact on ability to perform a role the employer should be made aware of it, particularly where the client is not aware of it themselves.
The advisors provided advice to employers on accessing funding. The advisors found that many employers did not know about funding for modification grants administered by Work and Income and the job support fund administered by Workbridge[footnoteRef:4]. Stroke survivors can apply for funds to assist them to gain or retain employment, for example, modifications to the work place and the purchase of specialised equipment. [4:  http://doogle.ssi.govt.nz/working-here/keeping-healthy-and-safe/accessibility-toolkit/support-funds.html] 

[bookmark: _Toc522809591]In-work support 
[bookmark: _Toc476595906][bookmark: _Toc476917506][bookmark: _Toc481145219][bookmark: _Toc488931206][bookmark: _Toc489362550][bookmark: _Toc491263621]RTW advisors facilitated adjustments and accommodations in the work place
The advisors felt that the RTW Programme services provided support to clients and the employer and that their role was to bring both sides together. While it could, occasionally, become adversarial, advisors believed most employers wanted to do the best for their employee. 
Work place assessment, job assessment and analysis allowed the advisors to match a client’s abilities to the job. They liaised with the employers and provided advice about equipment and the capability of the client. They also provided advice to simplify tasks, change the way a client worked to reduce stress or changed the organisation of the client’s day, eg holding meetings in the morning when the person was more alert.
[bookmark: _Toc476595907][bookmark: _Toc476917507][bookmark: _Toc481145220][bookmark: _Toc488931207][bookmark: _Toc489362551][bookmark: _Toc491263622]Monitoring and support in the work place over time meant difficulties or issues could be addressed
Employers can assume that a stroke survivor is fine because they are back at work but there may be issues that need continued monitoring and management. Clients often felt that they could not deal with employers and were unable to cope with stress, particularly if they were fatigued. As one client stated, “Work only know what you were like before the stroke”.
Some clients were at risk of isolation at work or feeling a burden which could erode confidence and increase anxiety about job security. A client spoke about people at their work place who would help to some extent, eg with lifting, but after a while they stopped. Therefore while a return to work can be viewed positively, clients needed to be supported back into an environment that was suitable to their condition and abilities. Another client noted that while it may look like the employer is being supportive, the reality was that they felt “like a burden” and felt that any error could be used against them to terminate employment.
The RTW advisors monitored the return to work and identified when things were not going according to plan. For one client when the employer became unreasonable, the advisor explained that this was not acceptable and directed the client to seek legal advice.




[bookmark: _Toc522809592]Barriers to employment 
[bookmark: _Toc522809593]Shortages of support services 
[bookmark: _Toc476595911][bookmark: _Toc476917511][bookmark: _Toc481145223][bookmark: _Toc488931210][bookmark: _Toc489362554][bookmark: _Toc491263625]The Stroke Foundation resources were in high demand 
Two part-time (total - 1.2 FTE) RTW advisors covered the Greater Auckland area. The number of new referrals each month could place pressure on the two advisors. They reported that there are clients that they would like to have more contact with and be able to spend more time with. Their caseloads were between 25 and 30 each at the time of the evaluation. 
The RTW advisors provided advice and support to community stroke advisors (CSAs) within the Auckland area and in other parts of the country. The CSAs covering Northland and Taupo, where there is no specialist RTW service, have also requested advice. The RTW advisors were aware that CSAs around the country were trying to assist clients to return to work following stroke and, despite their own limited resources, supported their colleagues as able. 
The RTW advisors felt they had limited resources to engage with employers or supported employment agencies to raise their profile. This may have affected the Stroke Foundation’s ability to find employment for some clients receiving the RTW service. 
They also reported that they can invest considerable time and effort working with clients before beginning the programme, helping survivors to decide if they want to return to work and explaining what support they can offer.
[bookmark: _Toc476595910][bookmark: _Toc476917510][bookmark: _Toc481145224][bookmark: _Toc488931211][bookmark: _Toc489362555][bookmark: _Toc491263626]Clients had difficulty accessing rehabilitation services
The rehabilitation pathway for stroke survivors varied across the three Auckland DHBs. When a client left hospital it could take up to 12 weeks before they received rehabilitation support. Ideally, rehabilitation should start as soon as possible for optimal recovery and the lengthy post-discharge wait was frustrating for some.
Some clients expressed frustration with “sitting at home and nothing is happening, getting worse”. In Counties Manukau DHB, a very proactive community-based rehabilitation team focused on an early supported discharge approach with rehabilitation in the client’s home. Although Waitemata DHB had recently started an early discharge service for over 65 year olds, this service excluded those under 65 years of age with a stroke. 
There was a perception among some stroke survivors that the public health system tries to discharge clients from hospital too quickly, once minimal function is regained. Some felt that treatment was not long enough or did not have a wide enough scope to prepare people for work after stroke. Some felt forgotten once they come out of hospital. One client commented, “you are really on your own”. 
Following the standard 12 weeks of rehabilitation some clients felt that there was no provision for them to continue using services if they needed further support and that they simply “fell out of the system”. Some believed that services were prioritised to people with more severe physical disability or, more frequently, to older stroke survivors. One client who had their stroke overseas found it hard to get treatment when they came back to New Zealand after receiving intensive rehabilitation overseas. The client felt that they fitted into a category “where I’m not really sick, not 100 percent either…I’m too advanced, but I still have deficits. I feel I don’t fit anywhere”. 
Some stroke survivors reported a shortage of, and difficulty accessing, some support services, particularly those aimed at cognitive challenges. One client did not receive any assistance or advice on cognitive issues until six weeks after their stroke and felt this could have been addressed earlier. Another client paid privately for four weeks of speech therapy which they believe gave them great tools to manage their aphasia. 
Those clients who had medical insurance were able to avoid treatment delays. Some clients accessed hydrotherapy or rehabilitation through their insurance. For example, one client was able to access ongoing private physiotherapy when the waiting time for publicly funded physiotherapy was 12-14 weeks. They felt that there was a short window of opportunity to make an impact on their condition and that the public system was not timely. The client’s family had the finances and knowledge to support them and ensured that they received treatment. One client’s family spoke about how they were felt they were a “very annoying family”. The family believed that without the ability to push for services, support is soon removed.
Another client received support through Rehab Plus (even though they lived outside the Auckland DHB area for access to this service) using private insurance to pay for access to a psychologist and another provider to teach them relaxation techniques.
[bookmark: _Toc522809594]Barriers in navigating a return to work
[bookmark: _Toc476595913][bookmark: _Toc476917513][bookmark: _Toc481145226][bookmark: _Toc488931213][bookmark: _Toc489362557][bookmark: _Toc491263628]Clients expressed frustration in their interactions with Work and Income
RTW advisors and some clients perceived Work and Income processes to be time consuming and complex. Some clients felt that Work and Income staff did not always acknowledge the difficulties faced by stroke survivors, and because clients saw a different case manager at each visit they did not know who to contact if issues arose. A lack of stroke-specific knowledge among some staff meant that the debilitating and often invisible effects of stroke were not always fully understood. 
A few clients and the RTW advisors were unclear about the role of Work and Income and the benefits available to clients. The advisors reported that they found the benefit system complex and often difficult to understand. However it is not known if the RTW advisors were provided with training about Work and Income systems and processes or if they raised these issues with Auckland regional staff at their regular meetings. 
Some clients did not know they were entitled or able to access support from Work and Income work brokers, training opportunities or were not told about courses or opportunities that could prevent them going on to a Work and Income benefit. 
Many clients reported struggling financially following a stroke and did not know about some benefit entitlements, eg the Disability Allowance[footnoteRef:5]. Some clients spoke about having large debt repayments to Work and Income. One client, who was struggling financially, but was unaware of Work and Income assistance commented, “WINZ is not a good place…a lot of paperwork…and they don’t understand stroke. Couldn’t handle going to them every other week to tell them I had no money, and they take too long. They tell me they are back-logged”. Another client spoke about waiting times at their Work and Income office, having to stand in a queue while experiencing physical discomfort from the stroke and seeing a different case manager on each visit. [5:  The Disability Allowance provides non-taxable assistance to people who have regular ongoing costs because of a disability, such as visits to the doctor or hospital, medicines, extra clothing or travel. ] 

Another client spoke about their positive experience with Work and Income when their partner lost their job because they spent so much time looking after the client following the stroke. They both went onto a benefit for three months and Work and Income told them about benefits they were previously unaware of. The client commented, “They were just fantastic, more than helpful”.
[bookmark: _Toc476595914][bookmark: _Toc476917514][bookmark: _Toc481145227][bookmark: _Toc488931214][bookmark: _Toc489362558][bookmark: _Toc491263629]Financial constraints reduced opportunities
Changes in financial circumstances following stroke can make it difficult for some clients to participate in activities to facilitate their recovery. Some clients reported difficulty managing on a restricted budget and could not afford extra costs, eg to travel to the library weekly for a computer course, to Workbridge or to Work and Income. For one client, a car registration and licence proved hard to obtain on a benefit, after a drop in wage from $800 to $200 a week. 
Financial hardship could make it more difficult for stroke survivors to apply for jobs that were distant from their home. Travel to job interviews, a backlog of bills to pay, or even the cost of a phone to be contactable for job opportunities were barriers for some clients. Financial difficulties caused social isolation for some clients and one person found the expense to travel to a Stroke Club was a disincentive. 
The financial benefit of returning to work was not clear to some clients. One client noted, after weighing up income (salary, Working For Families and Accommodation Supplement) against working 40 hours a week, would result in a net increase to the family of $60 per week. This did not include after school care for their children. The client felt that there was no financial benefit in taking the role, despite wanting to re-engage with the workforce. 
[bookmark: _Toc476595915][bookmark: _Toc476917515][bookmark: _Toc481145228][bookmark: _Toc488931215][bookmark: _Toc489362559][bookmark: _Toc491263630]Clients with cognitive barriers needed help to navigate a pathway
The impact of stroke on some clients’ cognitive abilities means that they need a lot of support to navigate a return to work. Extensive paperwork, eg Work and Income forms and using technology for job applications, could be daunting. Some clients, with cognitive challenges, found the thought of using an online computer system a barrier, particularly those who did not have these skills prior to their stroke. For some, technology was difficult to engage with, particularly when they had aphasia or visual difficulties. 
The RTW advisors saw computer literacy as an essential skill for clients applying for jobs. The RTW advisors made referrals to Aphasia NZ, and looked at options for adaptive technologies which might overcome some communication barriers. The available pool of jobs was smaller for those unable to use a computer. It was suggested that it would be better for clients with cognitive challenges to use other ways to job search, such as job boards. 
Because many of those who have experienced a stroke are in their 50s or 60s, the job market had changed since they last looked for employment, as well as the process of applying for jobs. Some found it hard to use temping agencies and were more comfortable talking to a would-be employer than dealing with the internet. Many wanted assistance with a more practical way of applying for jobs, and someone to navigate the process of job applications with them. 
[bookmark: _Toc476595916][bookmark: _Toc476917516][bookmark: _Toc481145229][bookmark: _Toc488931216][bookmark: _Toc489362560][bookmark: _Toc491263631]Access to transport was critical to rehabilitation and returning to work
Following a stroke, survivors were not permitted to drive for a minimum of one month and then only after approval from their doctor. For some clients with affected vision, losing their licence meant relying on others for transport or dependence on public transport. For professional drivers who had a class two or higher licence, passenger endorsements or high-end endorsement, there was a minimum stand down of three years from the time of the stroke.[footnoteRef:6] As a result some could only apply for labour-based roles due to their skills. Being unable to do heavy physical work could further restrict job opportunities.  [6:  Medical standards for individuals applying for or renewing a class 2, 3, 4 or 5 licence and/or a P, V, I or O endorsement (http://www.nzta.govt.nz/resources/medical-aspects/2.html#26)
When driving should cease
Licences are generally not granted to applicants with a history of cerebrovascular accident. Individuals who have suffered from a cerebrovascular event are generally considered permanently unfit to drive unless sound reasons exist for a less stringent approach. The presence of secondary epilepsy will generally result in individuals being considered permanently unfit to drive.
When driving may resume or may occur
Under some circumstances, a licence may be granted with conditions to existing holders of these classes and/or endorsement types. If there has been a full and complete recovery with no suggestion of recurrence over a period of three years, the possibility of a return to driving may be considered by the Agency (via the Chief Medical Adviser). A supporting specialist physician or neurologist's report will be required.
] 

Lack of transport was a barrier to getting to work. With added fatigue, the journey time could create more exhaustion on top of the actual job. Lack of transport could also be a barrier to retraining, study or social activity, and there was a risk of social isolation or reliance on other people for transport needs. 
For one client who had not driven for a number of years the opportunity to sit their licence test again cost $300. The client failed the test and was then required to have lessons before they could try again. Due to costs and money problems, the client was forced to sell her car and was then unable to take part in job-related activities.
[bookmark: _Toc476595917][bookmark: _Toc476917517][bookmark: _Toc481145230][bookmark: _Toc488931217][bookmark: _Toc489362561][bookmark: _Toc491263632]Clients would like peer support
Most of the stroke survivors interviewed had not met other stroke survivors and some wanted a ‘buddy’ or support person, who had been through the same experience. A number of clients had supported others affected by stroke. 
For example, one man, who was strongly motivated to return to work, was asked while he was in hospital to meet up with and support another older patient who had poor recovery. They are still in contact after three years and able to support each other. 
Stroke can isolate those who may not have family or a support network. Some interviewees felt they could understand and support others going through the same experience. As one stroke survivor commented, “The easiest thing to do is to shut up shop and the longer you leave the rehabilitation the harder it will become”. 


[bookmark: _Toc522809595]What could be improved
A client-centred return-to-work service requires close cooperation between the various agencies involved. The Stroke Foundation encountered challenges in coordinating the responses of the organisations involved, and this proved to be a barrier to obtaining employment outcomes for clients. From the client perspective, more assistance was required in finding job vacancies, getting employment and knowing how to present themselves to employers.
[bookmark: _Toc522809596]Collaborative relationships between the Stroke Foundation, Work and Income and other supported employment agencies could provide better outcomes
A collaborative and joined up system delivering return-to-work initiatives would provide clients with a clear pathway. Currently, there are a number of organisations and NGOs working with stroke survivors to find employment, including Work and Income and the Stroke Foundation. Due to the number of different agencies involved and the varied services available, some clients thought the process of returning to work was, at times, inconsistent and inequitable. 
There is an opportunity for all organisations involved in work-brokering to collaborate and be client-focused. The Stroke Foundation would like to collaborate with other supported employment agencies, eg Workbridge, so that when a client finds employment, the Stroke Foundation can continue to work with the client and employer. Supported employment agencies, however, have shown some reluctance to provide assistance to the Stroke Foundation with work brokering. 
A partnership between Work and Income and the Stroke Foundation could enhance client-focused service delivery. The Stroke Foundation currently has no access to Work and Income jobs because Work and Income cannot provide preferential treatment to agencies operating in this space. As part of the service agreement, it was expected that the Stroke Foundation would source vacancies, employment opportunities and profile clients to employers. In practice, this is a new area of practice for the Stroke Foundation which, due to its size, does not have the same links to industry that Work and Income has. The Stroke Foundation advisors had expected to work more closely with Work and Income work brokers but this relationship had not yet developed.
[bookmark: _Toc476595920][bookmark: _Toc522809597]RTW advisors found it hard to access Work and Income
The RTW advisors found it hard to access clients’ case managers, work brokers or those that could approve or arrange access to additional resources within Work and Income. Despite advisors having contact with the Regional Disability Advisors (RDAs) through quarterly progress review meetings and a specific contact in the Auckland regional office this process did not work well. 
For the advisors there was a lack of clarity on the role of the RDAs in the programme delivery. When the advisors contacted Work and Income about a client, they were told to contact the client’s case manager. However, often, the clients did not know who their case manager was. 
Advisors would like a key contact within Work and Income to direct clients to for queries. This could be a person working with people with a disability that would help work-ready clients find work vacancies and help them navigate the benefits system. The Stroke Foundation wanted Work and Income support to find jobs for clients and believed the strength of their service lay in the job preparation phase, going with clients to interviews and following-up with in-work support.
[bookmark: _Toc522809598][bookmark: _Toc476595921]Stroke survivors required greater assistance to find employment roles
[bookmark: _Toc476917522][bookmark: _Toc481145235][bookmark: _Toc488931222][bookmark: _Toc489362566][bookmark: _Toc491263637]Sourcing and developing relationships with prospective employers presented challenges
Sourcing employers with vacancies willing to employ stroke survivors is a challenge. The RTW advisors do not have existing relationships with employers they can approach on behalf of their clients. They cover a broad geographic area and work with clients who have very different work skills and experience. Matching clients to the right job also requires knowledge about employer needs in each industry sector. The Stroke Foundation advisors felt that it was challenging to develop these connections across a large number of industries and to find employment for their client population who have multiple and complex effects of stroke.
The Stroke Foundation recognises the need for advocacy for clients and tries to build relationships with larger scale employers. Although there are subsidies and incentives for employers to employ staff with health conditions, RTW advisors felt it was difficult to create these sorts of opportunities. Greater promotion of the incentives for employers could improve employment outcomes.
[bookmark: _Toc476595922][bookmark: _Toc476917523][bookmark: _Toc481145236][bookmark: _Toc488931223][bookmark: _Toc489362567][bookmark: _Toc491263638]Clients want assistance in brokering a job
Stroke survivors spoke about wanting the opportunity to go into the workplace and test their capabilities and limitations after a stroke. Many of those interviewed wanted “a hand to get in the door” to a job. They preferred an opportunity to train for a job rather than phoning or sending CVs to prospective employers. Being introduced into a potential employment position was seen as “a little bit softer than waiting in the brutality of a foyer, having to hobble in and look like a complete...’what the hell’s this guy doing here? He didn’t tell us he was quite as bad as he appears to be’”. 
Work trials before employment are a way for the employer and the client to test out a role, and for both to decide if the job and employee would be a good fit. Some clients were prepared to step into a role that was less skilled than their pre-stroke employment role. They wanted to be able to do a job well rather than being put into a demanding position and finding themselves “scrambling” to keep up, and possibly losing confidence through failing to meet the job requirements. 
One client relied on both Workbridge and the Stroke Foundation to send them vacancies for jobs but they felt uncomfortable approaching employers and applying for a job. The effects of the stroke made this process difficult and the client struggled to articulate the effects of their stroke to an employer.
Some stroke survivors spoke about a need for support when looking at job advertisements – someone to sit beside them, who understood their condition and capabilities and who would tell them honestly whether they could do the job or not. They wanted an objective view of their fit for specific roles.
[bookmark: _Toc476595923][bookmark: _Toc476917524][bookmark: _Toc481145237][bookmark: _Toc488931224][bookmark: _Toc489362568][bookmark: _Toc491263639]Clients were not confident about how to present themselves to employers
Many clients lacked confidence in their ability to present themselves to an employer and talk about the impact of a stroke on their ability to work. Some didn’t want to reveal their stroke to an employer and wanted to hide its effects because it exposed, what they felt was, a weakness.
For some clients, a change in their appearance after a stroke was a challenge when going for an interview. One client, who was in their 60s and physically affected by their stroke, believed that no employer would want to employ them. The client was unsure how they should talk about their stroke with an employer and was afraid of rejection. 
Clients had differing views on whether to openly disclose their stroke when applying for a job. Some felt that they should be open from the start and “put all my cards on the table”. One client said that they had been advised by RTW advisors not to mention their stroke on their CV and to try to obtain an interview first. The client felt that “is not the way it should be done”. Having previously been an employer themselves, the client felt someone approaching an employer in this way was deceitful. The client did not feel comfortable applying and stating they could do a job and then having to ask for accommodations in the work place.
Another client did not mention their stroke on their CV. At the interview the employer asked the reason for the client leaving their previous job. When they told the employer about the stroke, the client reported that there was “total silence”. The client did not get the job. However, they noted that when they had mentioned stroke on their CV for previous roles, they did not get an interview, or often, got no response to the application. The client commented, “I feel I have to tell them about the stroke because of my concentration and energy levels”.
Clients introduced to a job felt more comfortable approaching an interview. One client said they felt comfortable talking about their stroke in a preliminary job interview. The reaction from the employer was positive but the client felt that this was because the job interview had been arranged through a friend who had explained to the employer about their stroke beforehand. Therefore the client felt that it was a safe environment, but that they would not contemplate going in to an interview with someone they did not know at that point in their rehabilitation.


[bookmark: _Toc522809599]Participants in the RTW Programme in 2016 
[bookmark: _Toc522809600]Participation in the RTW Programme by MSD clients was lower than expected
Between 1 January and 31 December 2016, 95 stroke survivors entered the RTW Programme. As at 31 December 2016, MSD had identified 866 clients who were receiving either a Supported Living Payment for a health condition, injury or disability (SLP-HCID) or Jobseeker Support for a health condition, injury or disability (JS-HCID); were on a benefit for less than 24 months; had a diagnosis of stroke; and lived in the Auckland region for the programme. The Regional Disability Advisors determined which of these clients were suitable to potentially participate in the programme based on the capacity to work recorded on the client’s medical certificate by their GP. MSD invited 167 individual clients to take part over the 12 months. Less than 10 percent opted in (see Table 1). Of the 16 clients who received a letter from MSD and opted-in, three had also been referred by the DHB.
The MSD letter of invitation asked clients to self-refer to the New Zealand Stroke Foundation. The Regional Disability Advisors (RDAs) did not follow-up on the letters sent to clients and felt that the low participation rate of Work and Income clients may have been due to the voluntary nature of the programme and lack of follow-up. Protection of client privacy also prevented MSD from releasing information to a third party to follow-up. It was acknowledged that letters are a passive form of communication with clients and the option of phoning clients rather than sending letters could possibly increase client response. However the RDAs felt that this process could present some risk and would need to be conducted sensitively by someone who understood the impact of stroke. Telephone contact could also provide an opportunity to tell clients about their entitlements and how Work and Income could assist them after a stroke, but there was no capacity for this in the current design of the RTW Programme delivery.
For those who entered the programme in 2016, at 31 December 2016, 41 out of the total participants in 2016 (95) were either new referrals, confirmed participants but had not started the programme, or current in the programme and therefore unlikely to have any employment outcome as yet.
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[bookmark: _Toc522865824]Table 1.  Summary of the RTW Programme uptake as at 31 December 2016 (Cumulative)[footnoteRef:7] [7:  counts and % are cumulative over the 12 months ] 

	
	2016

	
	Jan
	Feb
	March
	April
	May
	June
	July
	August
	Sept
	Oct
	Nov
	Dec

	Return to work programme participants (cumulative)

	Total number of RTW participants
	17
	19
	26
	36
	47
	51
	61
	71
	77
	84
	91
	95

	Number clients invited by MSD who opted into RTW programme
	2
	2
	4
	5
	8
	8
	8
	10
	11
	14
	14
	16

	% of RTW participants who had been invited by MSD[footnoteRef:8] [8:  clients invited to take part in the programme by MSD (by letter), and chose to participate in the programme] 

	11.8%
	10.5%
	15.4%
	13.9%
	17.0%
	15.7%
	13.1%
	14.1%
	14.3%
	16.7%
	15.4%
	16.8%

	MSD number of invitations by letter (cumulative)

	Number of MSD clients sent a letter[footnoteRef:9] [9:   clients invited to take part in the programme by MSD (by letter)] 

	25
	26
	84
	91
	95
	104
	109
	122
	132
	150
	156
	167



[bookmark: _Toc522809601]Māori and Pacific Peoples’ participation in the RTW Programme was lower than expected
Māori represent 12.6 percent of the total 95 people who participated in the programme while 54.7 percent were New Zealand European. However, of the 16 MSD clients who agreed to participate in the programme 31.3 percent identified as Māori (see Table 2).
Only 8.4 percent of the 95 participants in the programme were Pacific Peoples. Māori and Pacific Peoples have had the slowest rate of decline in stroke incidence and continue to experience stroke at a significantly younger age (mean ages 60 and 62, respectively) compared with New Zealand Europeans (mean age 75 years) (Feigin 2015). It would be expected that their participation numbers in the programme would be higher. The reason for lower numbers is not known. 
Only 11 percent (five out of 44) of Māori and 5.5 percent (two out of thirty-six) of Pacific people who were MSD clients invited to participate in the programme agreed to do so. However 21% (seven out of 32) of NZ European clients that were invited agreed to participate.
The majority of participants in the programme were male (72.6 percent) and aged between 45 and 64 years of age (72.6 percent). Of the MSD clients who took part in the programme (16) the majority were male (14, or 87.5 percent) and aged between 45 and 64 years of age (13, or 81.3 percent). Take up of the MSD invitation was lower among women than men.
[bookmark: _Toc522865825]Table 2. Characteristics of participants and non-participants in the RTW Programme 
	
	Total RTW Programme population (n=95)
	MSD population who participated in programme (n=16)
	MSD total invited population (n=167)
	MSD invited population excluding those who participated (n=151)

	
	No.
	%
	No.
	%
	No.
	%
	No.
	%

	Gender
	
	
	
	
	
	
	
	

	Male
	69
	72.6
	14
	87.5
	104
	62.3
	90
	59.6

	Female
	26
	27.4
	2
	12.5
	63
	37.7
	61
	40.4

	Not specified
	0
	0
	0
	0
	0
	0
	0
	0

	Total
	95
	100
	16
	100
	167
	100
	151
	100

	Age
	
	
	
	
	
	
	
	

	‹34 years
	7
	7.4
	0
	0
	15
	9.0
	15
	9.9

	35-44 years
	11
	11.6
	3
	18.8
	22
	13.2
	19
	12.6

	45-54 years
	25
	26.3
	5
	31.3
	55
	32.9
	50
	33.1

	55-64 years
	44
	46.3
	8
	50
	74
	44.3
	66
	43.7

	65+ years
	5
	5.3
	0
	0
	1
	0.6
	1
	0.7

	Not specified
	3
	3.2
	0
	0
	0
	0
	0
	0

	Total
	95
	100
	16
	100
	167
	100
	151
	100

	Ethnicity
	
	
	
	
	
	
	
	

	NZ European
	52
	54.7
	7
	43.8
	32
	19.2
	25
	16.6

	Māori 
	12
	12.6
	5
	31.3
	44
	26.3
	39
	25.8

	Pacific Island
	8
	8.4
	2
	12.5
	36
	21.6
	34
	22.5

	Other[footnoteRef:10] [10:  The Stroke Foundation data identified the following ethnicities which would have been classified under “other”: 11 Indian; 1 Sri Lankan; 2 Asian;  Brazilian; 1 Chilean; 1 Korean; 1 Filipino; and 1 South African
] 

	23
	24.2
	2
	12.5
	48
	28.7
	46
	30.5

	Not specified
	0
	0
	0
	0
	7
	4.2
	7
	4.6

	Total
	95
	100
	16
	100
	167
	100
	151
	100



[bookmark: _Toc522809602]Programme participants had moderate to high levels of functional independence as measured by the Modified Rankin Scale 
The Modified Rankin Scale is a commonly used scale for measuring the degree of disability or dependence in the daily activities of people who have suffered a stroke. This scale was used by the RTW advisors to assess participants in the service. However this data was recorded for only 56 percent of participants in the programme. 
Most participants in the programme for whom data was recorded are a level two on the scale indicating a “slight disability, unable to carry out all previous activities but able to look after own affairs without assistance”. Ten percent were level three on the severity scale indicating, “moderate disability requiring some help, but able to walk without assistance” (see Table 3). 
A stroke severity score was recorded for 77 percent of the stroke survivors in the programme who returned to work. Those that returned to employment during the programme were most likely to have a stroke severity score of level two (11, or 42.3 percent) or level one (7, or 26.9 percent). Only two clients with a stroke severity score of three returned to work (see Table 4).

[bookmark: _Toc522865826]Table 3. Modified Rankin Scale score for participants in the RTW Programme
	Stroke severity score on Modified Rankin Scale[footnoteRef:11] [11:  Stroke Severity Score using Modified Rankin Scale
] 

	Number of Programme clients
	Percentage
	MSD clients (n=16)
	Percentage

	0
	0
	0
	0
	0

	1
	15
	15.8
	1
	6.3

	2
	28
	29.5
	6
	37.5

	3
	10
	10.5
	3
	18.8

	4
	0
	0
	0
	0

	5
	0
	0
	0
	0

	6
	0
	0
	0
	0

	Not specified
	42
	44.2
	6
	37.5

	Total
	95
	100
	16
	100



[bookmark: _Toc522865827]Table 4. Modified Rankin Scale score for those who had returned to work as at December 2016
	Stroke severity score on Modified Rankin Scale
	Number 
	Percentage

	0
	0
	0.0

	1
	7
	26.9

	2
	11
	42.3

	3
	2
	7.7

	4
	0
	0.0

	5
	0
	0.0

	6
	0
	0.0

	Not specified
	6
	23.1

	Total
	26
	100


[bookmark: _Toc522809603]Outcomes for participants in the RTW Programme as at December 2016
This section describes the outcomes achieved by those who entered the RTW Programme in 2016 reported as at 31 December 2016. Given the low opt-in by MSD clients it is not possible to report on the impact or effectiveness of the programme.
[bookmark: _Toc522809604]Assessment of MSD client outcomes was limited by low up-take and a limited follow-up period 
Evaluation of the RTW Programme’s effectiveness for MSD clients was limited by low up-take. Less than 10 percent of MSD clients invited to take part in the RTW Programme opted-in. In total, 16 MSD clients entered the RTW Programme between 1 January and 31 December 2016, well below the expected number of 50 MSD clients.
In addition, most MSD clients were still currently in the programme at December 2016 (12 out of a total of 16). The international literature estimates that between 9-12 months vocational rehabilitation is required to achieve employment outcomes for this group of clients and therefore it may take longer to see return-to-work outcomes for those participating in the programme. 
[bookmark: _Toc522809605]Some participants were achieving sustainable return-to-work outcomes
Many of the clients (both MSD clients and non-MSD participants) interviewed for the evaluation placed a high value on being able to work. Those unable to work said that they missed the sense of purpose and social interaction provided by working. 
Some programme participants achieved sustainable work outcomes and as at 31 December 2016, approximately a third (26 out of 95) of the 2016 programme entrants had found employment. However, MSD clients did not achieve the same level of return-to-work outcomes as the non-MSD participants in the programme. As at 31 December 2016, only one MSD client had returned to work, while 25 non-MSD participants returned to employment (see Table 5). Of those that had returned to work, a third had sustained their employment for at least six months at the time of the evaluation. 
Outcomes for the 16 MSD clients:
· one had returned to employment
· one had completed participation in the service but did not achieve an employment outcome
· one was declined by the Stroke Foundation following referral to the service
· one moved into study
· twelve clients did not have an outcome specified because they were still participating in the programme and yet to achieve an outcome. 
Outcomes for the 79 non-MSD participants in the programme:
· 25 had returned to employment
· 14 had completed participation in the service but did not get a job. 
· one moved into study
· three were declined by the Stroke Foundation following referral to the service
· one retired
· one was volunteering
· six lived or moved outside of the programme geographical area
· 29 did not have an outcome specified as they were still participating in the programme.
[bookmark: _Toc522865828]Table 5. Outcomes for MSD and non-MSD clients who entered the programme in 2016 as at 31 December 2016
	Outcome type 
	Total number of RTW Programme clients
	MSD clients that participated in the programme
	Non-MSD clients that participated in the programme

	RTW[footnoteRef:12] [12:  Employment can be either full-time, part-time, trial employment, a new job or a return to previous employment.] 

	26
	1
	25

	Did not return to work
	15
	1
	14

	Studying
	1
	1
	0

	Referral declined by Stroke Foundation
	4
	1
	3

	Retired
	1
	0
	1

	Volunteering
	1
	0
	1

	Other
	6
	0
	6

	Not specified
	41[footnoteRef:13] [13:  The outcome type for over 40 percent of clients was not specified because 36 out of 41 people were new confirmed or current and therefore unlikely to have any outcome as yet.] 

	12
	29

	Total
	95
	16
	79



For those that ‘did not return to work’ a number of reasons were given including: the client not being in contact, medical deferral (where the client required further medical treatment) or the client moving overseas. 
A proportion of non MSD participants (over 50 percent) who were in paid employment at the time of their stroke had a job held open for them. Of the 16 MSD clients who participated in the programme, 12 (75 percent) were in paid employment at the time of their stroke. Four had a job that was held open for them. For the MSD and non-MSD clients that have returned to work from the programme it is not known how many returned to their original employer or original role.
[bookmark: _Toc522809606]Participants reported a range of other positive outcomes 
MSD clients did not achieve the same level of return-to–work outcomes as the non-MSD participants in the programme in the short follow-up. However the programme delivered a number of other social and rehabilitation outcomes. Participants reported a range of outcomes resulting from the RTW Programme including increased confidence and social engagement. Many learned new strategies to manage the effects of a stroke and began taking gradual steps toward recovery and future employment. 
The programme helped participants rehabilitate after a stroke. Involvement in activities is particularly important for those who may get lonely, lose their confidence and develop depression. For a couple of clients, art therapy had been a powerful tool that helped them accept their stroke and take part in activities again. For some, the first step back toward employment was as a volunteer. 
One client said volunteering once a week for the Stroke Club was important for social engagement. They felt that overcoming their natural shyness through helping others was a valuable achievement. Some clients provided advice or acted as a buddy to other stroke survivors. As one commented, “a buddy is always good, life is easier plus they know what you have been through”. 
The RTW advisors referred clients to a number of activities, eg rehabilitation or exercise groups to improve physical function, but also counselling, speech therapy and Facebook groups to increase their social interaction and confidence. Some clients were enrolled on computer courses to allow them to gain new skills or retrain to increase their opportunities in the labour market. Others were encouraged by the RTW advisors to re-start activities that they enjoyed prior to their stroke. 
Clients learnt about their condition and strategies to manage the effects of a stroke. The families of stroke survivors said they felt more involved and supported through the programme as a result of regular contact and follow-up from the RTW advisors. 
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[bookmark: _Toc508620332][bookmark: _Toc522809608]Appendix 1: Letter of invitation to MSD clients and brochure
   2016

M 
…….
AUCKLAND 

Dear M 

We would like to tell you about a service provided by the Stroke Foundation that may be of interest to you. 
The Stroke Foundation’s Return to Work service helps people who have had a stroke to return to suitable work. Some people have a job they can go back to. Others may need assistance to find or re-train for a different type of job. Whatever your situation, support to help you return to work is available. 
We’ve enclosed a brochure that tells you more about the service. If you have any questions or would like to join, please contact the Stroke Foundation directly. Their contact details are on the back of the brochure.

Yours sincerely


Regional Director
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