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The economic benefits to the UK Government of providing an 
Early Rehabilitation Service for people out of work through 
injury or illness. 
 
 
Background 

 
 
 
Although the past 10 years has seen a 
25% reduction in the number of days lost 
to illness and injury, the total cost to the 
UK economy is still estimated to be 
between £14 billion and £20 billion per 
year.  
 
Moreover, it is certain that these costs 
will begin to rise again, as the age of the 
working population increases. 
 

 
 
 
There is strong evidence that early interventions, focused on work outcomes, for people 
with ill-health can: 
 

• Reduce sick leave and lost work productivity among workers by more than 50 
percent 

• Reduce healthcare costs by up to two thirds 
• Reduce disability benefits costs by up to 80 percent 
• Reduce the risk of permanent work disability and job loss by up to 50 percent 
• Reduce the risk of developing a co-morbid mental illness 
• Deliver societal benefits by supporting people with work-limiting chronic 

conditions to optimize their functional capacity and remain active at work and 
maintain economic independence. 

 
 
The economic case for rehabilitation 
 
If we focus only on those people who are paid state benefits because they are unable to 
work because of sickness or injury: the latest Work Capability Assessment (WCA) statistics 
show that at May 2014 there were still 1.2 million individuals claiming Employment 
Support Allowance (ESA), of whom 966,000 were aged over 25. 
 
Adding to this pool, each year there are 280,000 new non-cancer claimants. In 2014, the 
WCA data shows that, after assessment, these claimants were divided into three groups:  
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• 50% who were deemed to have limited work related capability and who were 
offered specialist Support; 

• 20% who were deemed to have a capability to work and who were offered 
assistance through the Work Related Activity Group (WRAG); 

• 30% who were declared fit for work, and therefore ineligible for ESA. 
 
It is evident that the majority of the claimants in the Support group, and all of the claimants 
in the WRA Group, would benefit from early medical, psychological, and vocational 
rehabilitation intervention. It follows therefore that the total number of claimants, who 
might be offered rehabilitation, would be at least 100,000 per year. 

 
Potential savings to UK Government 
 
There is strong evidence from around the world that early intervention achieves a benefit-
to-cost ratio greater than 10:1. 
 
In 2014, Theodore, Mayer, and Gatchel, studied the cases of 1,119 individuals with 
musculoskeletal injuries, all of whom were being paid monthly ‘workers compensation’ 
(similar to the UK’s ESA). The study concluded that claimants return to work at least six 
months sooner if early rehabilitation is provided. Their analysis of the associated cost 
savings is shown below, in ‘Table 4’ (taken from the paper). 
 

The economic benefits were identified in three 
broad areas: 
 

a) 64% reduction in healthcare costs 
b) 80% reduction in disability benefits 
c) 80% reduction in productivity losses 

 
In total, the savings averaged £111,000 
($167,000) per individual; over half of which 
was attributed to reduced healthcare, and 
reduced benefits payments. The majority of 
the other ‘savings’ came through improved 
productivity in the work place. 
 
Furthermore, it is clear from many clinical 
studies that these savings could have been 
even greater if the rehabilitation had 
commenced immediately after injury (in the 
USA study, ‘early’ was defined as ‘within 8 
months of injury’). 

 
 
We should also recognise that the ‘return on investment’ occurs soon after the 
rehabilitation treatment is finished. Although (for example) some on-going costs will be 
incurred during an individual’s phased return to work, the vast majority of the cost savings 
will be achieved within a 6-month period following injury. In other words, the costs of 
providing rehabilitation will be considerably more than recovered in the same financial year 
as they are incurred; this is an important issue for the Government’s paymasters. 
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As stated above, Government WCA statistics show that some 100,000 ESA claimants per 
year (approx. one third of the total number of new claimants) would benefit from early 
medical and vocational rehabilitation. 
 
Using the normal distribution of injury severity, it is likely that the majority (75-80%) of this 
particular cohort of ESA claimants would require only a low level, low cost, suite of 
interventions. The remaining 20-25%, however, who may be assessed as having a medium-
to-high risk of developing a long-term chronic condition, would be signposted to more 
intensive, higher cost, treatment programmes. 
 
Using the figures from the US study and other similar UK studies, total economic cost 
benefits associated with rehabilitating these 100,000 ESA claimants, could be some £4.5 
billion per year. The detailed breakdown is shown in the table below: 
 
Savings area Medium-to-High risk 

claimants 
Low risk 

claimants 
Totals 

Healthcare costs £550 million £930 million £1.5 billion 
Benefits payments £330 million £560 million £890 million 
Loss of Productivity £650 million £1.1 billion £1.8 billion 
Post-treatment care £140 million £230 million £380 million 
Totals £1.7 billion £2.8 billion £4.5 billion 
 
 
The cost of providing the rehabilitation services would be about £13,000 per ‘high risk’ 
claimant, and about £650 for each ‘low risk’ claimant, at a total cost to NHS England of £210 
million per year. Employers would still incur a period of loss of productivity, at a cost to the 
economy of some £40 million, while full re-employment is achieved. 
 
The net saving to NHS England, after these costs, would be more than £1.5 billion per year, 
and to DWP would be more than £850 million per year. 
 
The total benefit-to-cost ratio would be 18, which is the same as was reported in the 2002 
Australian Government study by Kenyon, Koshi, and Wills-Johnson. 
 
 
John Pilkington; Chair of the Vocational Rehabilitation Association 
November 2015 
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Background material about Rehabilitation generally. 
 
Rehabilitation and Recovery 
Rehabilitation has multiple meanings and definitions, but is used in this paper primarily in 
the context of ill health (physical or mental), or long-term impairment or disability of body or 
mind.  
 
The consequences of ill health/injuries are considered in terms of residual ‘impairments’, 
which may then influence the ability of the individual to function at individual, employment 
and/or societal levels. The ability to function may be influenced, again, by personal or 
environmental factors, one of which will be the working environment. 
 
How rehabilitation is put into practice will vary in relation to the underlying impairments: 
whether they are congenital; induced by disease or injury; are physical or emotional; and are 
work-related or from other causes. If ‘work-related’, then treatment will depend on whether 
the impairments are the result of an accident, or ‘overuse’ of the body, or stress. 
 
In 2008, Vocational Rehabilitation (VR) was stated by Waddell to be “whatever helps 
someone with a health problem to stay at, return to, and remain in work”, but now is more 
professionally defined as “a process, whereby those disadvantaged by illness or disability 
can be enabled to access, maintain or return to employment, or other useful occupation” 
[BSRM 2003]; or it is “that part of the rehabilitation process that facilitates work or other 
useful occupation” [VRA, 2011. Submission to the DWP Absence Review Team] 
 
There are three aspects to VR:  
 

• Preparing disadvantaged young people for the world of work 
• Job retention – supporting and maintaining those currently in work 
• Facilitating new work for disadvantaged individuals currently out of work and 

unemployed or on ill-health benefits. 
 
Early VR is important, as individuals (and their professional advisers) tend only to see 
themselves through the eyes of their current job. They do not consider – as VR professionals 
do – possible changes to their employment, which can be simply described as: 
 

• Same employer; same job, or with modifications 
• Same employer; different job 
• Same job, or with modifications; different employer 
• Different job; different employer 

 
It is worth noting that there is much common ground between Vocational Rehabilitation and 
Occupational Health practice – mostly in the field of job retention. Occupational Health (OH) 
is concerned with “the health and wellbeing of the work force; minimizing the adverse 
effects of work on health, and mitigating the effects of ill health on work ”. It is the task of 
VR professionals to get individuals fit for work, and of OH professionals to support them in 
work.  
 
The key to achieving successful ‘return to work’ outcomes is intervention at an early stage in 
the period of absence from work. This is already recognised in the DWP’s Fit for Work 
Service. Close links between Rehabilitation Medicine and Occupational Health physicians, as 
well as ongoing support to the employee and employer through Vocational Rehabilitation 
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professionals, are essential in order to bridge the gap between health agencies and work 
agencies. 
 
A multidisciplinary team of rehabilitation and occupational health physicians, occupational 
therapists, physiotherapists, psychology specialists, and vocational rehabilitation 
professionals should determine and manage treatment programmes tailored to each group 
of claimants. 

 
Service description 
A number of models of vocational rehabilitation exist in the UK, ranging from virtual self-
management programmes to inpatient rehabilitation programmes with a specific vocational 
focus: 

• The military model, adopted at Headley Court, is an example of an intensive, 
physician-led or consultant physician-led multidisciplinary inpatient programme. 
This programme has achieved return to work rates, in seriously injured 
personnel, of at least 20% above the national average. 

• A contrasting model is the supported placement model. This is characterized by 
pre-placement work preparation, focusing on training in numeracy and literacy 
and work related social skills; an in-situ vocational trial phase sourced, overseen 
and monitored by a vocational occupational therapist or job coach who supports 
both patient and employer; and a final placement phase involving support with 
job applications and interviews. This model has been adopted by Momentum, a 
not-for-profit organisation providing rehabilitation, training and care services for 
disabled and socially excluded people throughout the UK. 

• A third model is a Community-based programme involving vocational 
assessment, work preparation, voluntary work trials and supported placement 
aimed at those unable to establish or re-establish themselves in work after 
traumatic brain injury. A specialist brain injury retention component is also 
available. This model is used in the ‘Working Out’ programme of the Community 
Head Injury Service at Buckinghamshire Healthcare NHS Trust 

• The National Pathway of Care for Low Back Pain was developed in 2014 by the 
Clinical Group of the NHS England Pathfinder Projects and the Spinal Task Force. 
This recommends the appointment of a “Triage and Treat” practitioner, who will 
ensure a continuity of care from the time of injury right through to sustainable 
re-employment at a place of work. 

 
All rehabilitation models contain the following elements, though the level of intensity varies 
considerably depending on the severity of the individual’s impairments:  
 

• Patient selection/eligibility.  
• Vocational assessment.  
• Treatment planning by a multidisciplinary team.  
• Vocational Rehabilitation intervention.  
• Preparation for return to work.  
• Generic work based skills.  
• Progress review. 
• Vocational case review. 
• Work trial. 
• Follow up. 
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Rehabilitation treatment programmes 
 
Initial triage may be done over the telephone, or using Digital assessment, using a well-
validated, on-line, algorithm-driven, questionnaire. The recommended rehabilitation 
pathway will vary according to the perceived risk of developing long-term chronicity. 
 
For those assessed as ‘low risk’, a low level set of interventions may comprise: 

 
• A virtual self-management programme, using a digital support manual of 

educational and physical exercises, together with ‘Skype’ interactions with a 
vocational therapist trained in the biopsychosocial approach. 

• Follow up, and monitoring of the claimant to ensure the return to work plan is 
effective and sustainable. 

 
For those assessed as having a higher risk of developing a chronic condition, a more 
intensive treatment programme would be signposted: 
 

• For example, for an individual with a musculoskeletal injury: a bespoke 5-week 
(15-hour), MDT-delivered, Outpatient treatment programme, comprising 
exercise-based physical and psychological interventions, through developed 
“Health and Wellness” service models, with integrated vocational rehabilitation 
to ensure the return to work plan is effective and sustainable. 

• Or, for an individual with serious musculoskeletal and psychological 
deconditioning: a bespoke 2 or 3-week (75- or 100-hour), MDT-delivered, 
Residential treatment programme, comprising exercise-based physical and 
psychological interventions, through developed “Health and Wellness” service 
models, with integrated vocational rehabilitation to ensure the return to work 
plan is effective and sustainable. 

 
 

Service providers 
There are a number of large occupational health providers in the UK, and many smaller 
specialist vocational rehabilitation service units, which could combine to provide the 
necessary skills at scale across the country. 
 
Many of the necessary skills and experience already exist in the NHS, and collaboration 
between public and private sector providers could be powerful. 
 
All service providers should demonstrate they have the following capabilities: 
 

• Validated digital assessment portal, and digital care package 
• Therapists trained in the biopsychosocial approach 
• Quality processes based on the BSRM and VRA standards and guidelines 
• Multidisciplinary assessment teams 
• Triage processes which result in bespoke vocational rehabilitation pathways 
• Treatment by both OH and VR practitioners 

 


