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Executive Summary  
Rocket Science, with Ipsos MORI and ekosgen, was commissioned by the Scottish 
Government to evaluate the Health and Work Support (HWS) pilot. The Health and 
Work Support (HWS) pilot was a two-year project which ran in Dundee and Fife 
from June 2018 to March 2020 to test the value and impact of creating a clear 
access point for specialist health and work services to support people experiencing 
health problems to get into work or stay in work. The pilot was funded by the 
Department for Work and Pension’s (DWP) and the Department for Health and 
Social Care’s (DHSC) Work and Health Unit, with additional funding from the 
Scottish Government. 

The pilot was aimed at helping those at risk of losing their employment because of 
ill health or those recently unemployed due to ill health and/or disability. It aimed to 
explore the extent to which these people can easily find their way to appropriate 
early intervention support that integrates health and work support services to help 
them retain employment or gain new work, and to assess the difference that this 
support can make.  

The aim of the evaluation is to provide an independent review of the delivery 
process and outcomes of the HWS pilot. A first stage implementation evaluation 
covering the set up and early delivery period of the pilot has already been published 
on the Scottish Government website1. 

This evaluation report:  

¶ provides further learning to help shape future policy and service design and 
delivery; and,  
 

¶ provide insights and evidence for application of health and work interventions 
at the local level – particularly in terms of their use by Local Employability 
Partnerships as part of the roll out of the No One Left Behind approach. 

 

This evaluation focuses on the outcomes of the HWS pilot, and considers the 
benefits in terms of employability outcomes, health and well-being outcomes.  

The key research questions that the evaluation answers are:  

¶ What difference did the HWS pilot make in terms of the referral process? 

¶ What difference did the HWS pilot make for the client?  

¶ What lessons can be learnt from the HWS pilot, and how might delivery of 
such a service be improved for clients, staff and referrers (Job Centre Plus 
work coaches, GPs and employers)?  

                                         
1 Health and work support pilot: Interim Evaluation Report  

https://www.gov.scot/publications/health-work-support-pilot-interim-evaluation-report-implementation-early-delivery-review/pages/3/
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In order to answer these questions a number of research methods have been 
deployed including gathering insights from referrers, staff, employers, stakeholders 
and clients of the HWS pilot. The report also provides quantitative analysis of 
management information from the pilot.  

Following the COVID-19 outbreak, the pilot was closed earlier than anticipated to 
redeploy pilot staff to Covid facing roles. In addition to impacts on service delivery 
the pandemic affected the evaluation resulting in some elements of fieldwork that 
were originally planned having to be dropped or modified.   

 
Key Findings 
 
General views of the service 

¶ Referrers felt that the support provided by the pilot was unique in the 
service landscape. The integrated approach filled an essential gap because 
of the inter-relatedness of issues around health and work.  

¶ Overall levels of participant satisfaction with the support received 
through the Health and Work Support Pilot were found to be high. The 
services that made the most difference in helping participants to remain in 
or find work were: specialist support to address a physical health condition; 
and support received from a case manager.  

¶ Most clients interviewed were positive about the service and felt that the 
process to access the HWS pilot was effective; the initial assessment of 
needs was straightforward and adequate; they had accessed the right level 
of support; and  they felt that staff were friendly and treated them with 
respect. 

 
The referral process 

¶ Overall, referrers felt that the HWS pilot improved the referral process for 
clients who were eligible for the service in Fife and Dundee. 
 

¶ Some stakeholders felt that there were too many steps for clients to go 
through from the first point of contact through to their first clinical 
intervention. Some clients also echoed this view. 

¶ Just over a third of all participants (36%) were found to have dropped out of 
the service before they had finished receiving support. Those dropping out 
of the service said they felt they had got all the support they needed; the 
appointment times with a specialist were not suitable (i.e. only available 9 to 
5) and/or their circumstances had changed. 
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Impact on service users accessing Health and Work Support 

¶ The majority of service users felt that the pilot had made a positive 
difference to their health and employment outcomes, with 76% saying 
that the service made a difference in enabling them to remain in work and/or 
return to work from absence; change their working pattern; or find 
employment.  

¶ Clients’ concerns about losing their job due to their health condition 
reduced. Of those that stayed on the service to receive complete support, 
the proportion of participants concerned about losing their jobs because of 
their health condition was 12% (at the time of this survey). At the time of 
enrolment this was 34% (all participants).  

¶ Absence from work fell. Of those that stayed on the service to receive 
complete support, the proportion of participants who were absent from work 
(due to sickness or other reasons) was 10% (at the time of the survey), at the 
time of enrolment this was 27% (all participants). 

¶ Three quarters (78%) of survey respondents said that their health had 
improved since first contact with the service and a high proportion of them 
(91%) said that the service had contributed to this improvement.  

¶ However, clients with more complex needs and conditions did not 
report the same level of benefits from the HWS pilot, and it did not help 
them re-enter or gain employment or better manage their daily life.  Some 
interviewees who accessed mental health support felt their needs were 
perhaps too complex for the HWS pilot to respond to effectively, whereas 
those who accessed physiotherapy services were more likely to report 
tangible benefits. 

Lessons learned for developing a work and health intervention 

¶ Maximising ownership, awareness and reach are key elements in 
implementation. 

¶ Data collection systems need to be in place from service launch, and data 
should be collected for clients’ engagement with the different stages of 
support. 

¶ Pathways are not linear so the service needs to be modelled on the client 
journey rather than the stages of service delivery. 

¶ Relationships within and outwith the service need to be developed to 
maximise the value of the existing landscape of support, including 
across policy areas within government. 

¶ Health and work should be addressed simultaneously but work coaches 
cannot provide health interventions so must be supported to ensure 
clients are able to access the support they need. 
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¶ Other barriers and challenges that clients face also need to be addressed 
alongside health and work, to ensure that they are able to sustain work. 

Stakeholder reflections on the employability and health landscape 

¶ Stakeholders reported growing awareness of the scale of health issues 
impacting on employment and recognition that there needs to be a holistic 
service offer for those facing health and work challenges.  The pandemic 
may have accelerated the need for this. 

¶ There was recognition amongst those contacted as part of the evaluation that 
the early intervention approach pioneered by the HWS pilot to support 
those in work should be sustained, especially with the emergence and impact 
of ‘long Covid’. 

¶ There is growing concern about the rising numbers of those who are 
withdrawing from the labour market and becoming economically inactive. 

Conclusion 

The evidence suggests the HWS pilot worked to fill an essential gap in 
simultaneously addressing health and work challenges for those in the workforce in 
pilot areas.  Satisfaction with the service provided was high, and it had a positive 
impact on health and employment outcomes for those people who completed the 
service. Employers and referrers were also positive about the pilot. However, 
benefits were not uniform - people with more complex needs and people with 
mental health conditions did not report the same level of benefits as people with 
physical conditions. It is also not clear if the service delivery model used in the pilot 
is the best for addressing health and work issues. The pilot did however help 
identify learning for any future initiatives in terms of system reform and service 
design, including the referral process.  
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Introduction and Scope 

Background information2 

The Health and Work Support (HWS) pilot was a two-year pilot project in Dundee 
and Fife3 from June 2018 - March 2020. The pilot was funded by the Department 
for Work and Pension’s (DWP) and the Department for Health and Social Care’s 
(DHSC) Work and Health Unit, as part of its Work and Health Innovation Fund, with 
additional funding from Scottish Government.  

The purpose of the HWS pilot was to test the value and impact of creating a clear 
and obvious access point for specialist health and work services, aimed at helping 
those at risk of losing their employment because of ill health or those who are 
recently unemployed due to ill health and/or disability. The pilot also included a 
pathway for employers to access support or advice for their employees who may 
need additional support.  

The pilot was structured around a ‘Single Gateway’ access channel for health and 
work support services and aimed to achieve the following three objectives:  

¶ Integration and alignment of affiliated services for health and work support; 

¶ Improved experience for the clients receiving support; 

¶ Better understanding of the outcomes of early intervention approaches. 

The pilot was originally meant to run until June 2020, but challenges resulting from 
the COVID-19 pandemic meant that closure was brought forward with the last 
clients enrolling with the service in March 2020 and with all clients being discharged 
by August 2020. The decision was made to close the service as the local delivery 
teams were required to be redeployed to respond to the pandemic.  

  

                                         
2 Further and more detailed information on the background, context to and service design of the pilot can be found in the 

aforementioned Interim Evaluation Report: (Health and work support pilot: Interim Evaluation Report). 

3 These two areas are different in terms of population, geography (including rural and urban differences), wider service 

provision, and access to services. This provides an opportunity to explore what does and does not work in the two areas 

and how this relates to their different characters and client groups. In this report we have not presented findings by area 

to avoid comparisons being made that would hinder the shared learning of the pilot. 

https://www.gov.scot/publications/health-work-support-pilot-interim-evaluation-report-implementation-early-delivery-review/pages/3/
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Context for the pilot 

The pilot was developed in response to individuals leaving work in Scotland as a 
result of problems around health or disability.   

The introduction of the ‘Single Gateway’ pilot was proposed as a response and was 
articulated through two specific actions set out in the Scottish Government’s 
published No One Left Behind policy document under the heading ‘Employability 
and Health’4: 

¶ Action 4 – “From Summer 2018 to Summer 2020, the Scottish Government 
will work together with partners including Health and Social Care 
Partnerships, DWP, wider third sector bodies, and employers to pilot a Single 
Health and Work Gateway in the Fife and Dundee areas to help more 
disabled people, and people with health conditions access early support to 
help them sustain or return quickly to work.” 

¶ Action 5 – “From Summer 2018, the Scottish Government will work with 
partners within the Single Gateway pilot areas of Fife and Dundee to agree a 
plan to trial additional mental health support.” 

 
The action points in the strategy described how the Single Health Gateway / HWS 
pilot could act as a primary entrance or referral point for NHS-led and in-work 
support. This introduced an innovative alternative to the complex and confusing 
landscape of health and work support services which offered similar types of 
support with different criteria for access.  

Through the pilot, eligible clients in Dundee and Fife were offered up to 20 weeks of 
case management, holistic health and work assessment, fast tracked access to 
therapeutic and non-therapeutic work-and-health focused support. A brief summary 
of the pilot service design is presented below:  

 
 
 
 
 
 
 
 
 
  

                                         
4 Scottish Government (2018), No One Left Behind: Next Steps for the Integration and Alignment 
of Employability Support in Scotland, p.17-18 
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Figure 1: Process Map of the Health & Work Support Pilot 

   
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
   
 
 
Source: Adapted from Rocket Science 
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The main features of the pilot were: 
 

¶ the use of a new brand to promote the service to those clients who faced 
health barriers to work or risked the loss of their job because of health issues; 

 

¶ using current national services (Healthy Working Lives & Salus) as a single 
gateway access point to the service in Dundee and Fife; 
 

¶ the use of a wide range of referrers – including JCP work coaches, GPs and 
employers – to ensure that the service reached those who could benefit; 

 

¶ the appointment of clinically trained case managers to carry out assessment 
and onward referral of clients to appropriate services; 
 

¶ the availability of a range of specialist support, including physiotherapy and 
talking therapies; 
 

¶ an intervention period of 20 weeks; and 
 

¶ the use of workstreams matching eligibility criteria:  

o Working Health Services Scotland (present or absent from work) – 
employed individuals from small and medium enterprises struggling to 
stay in work due to a health condition or disability;  

o Large Employee Employer Service (present or absent from work) -
– employed individuals from larger businesses struggling to stay in 
work due to a health condition or disability;  

o Employability and Health (unemployed) – recently unemployed (less 
than 6 months) individuals as a result of a health condition or disability;  

o Healthy Working Lives (employers) – for employers in the Fife and 
Dundee pilot area who require advice and support around health and 
work issues.   
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This report 
This evaluation offers an opportunity for reflection on the lessons learned from the 
HWS pilot (i.e., service design and delivery), and gathers insights into whether and 
how the approach could inform the design and delivery of future place based 
services, for example via the No One Left Behind (NOLB) approach to employability 
services5. 

Specifically, there is a focus on whether the pilot made a difference to the clarity, 
coordination and efficiency of the landscape of support. 

The report presents:  

 

¶ A summary of quantitative findings 
o Analysis of management and performance data  
o Telephone interviews with clients 

 
¶  A summary of qualitative findings 

o Longitudinal interviews with clients 
o Staff and employer findings 
o Stakeholder engagement 

 

¶ A synthesis of research and findings 

 

 
  

                                         
5 See here for more details on No One Left Behind: No One Left Behind: delivery plan - gov.scot 
(www.gov.scot) 

https://www.gov.scot/publications/no-one-left-behind-delivery-plan/
https://www.gov.scot/publications/no-one-left-behind-delivery-plan/
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Quantitative findings 

Analysis of management and performance 

data 
It should be noted that there were a number of issues related to data held by the 
HWS pilot which impact on our capacity to draw definitive conclusions about the 
service.  

Firstly, the management and performance data held by the Health and Work 
Support Pilot (HWS) service was contained within two datasets. The first database 
comprised client and progression information from the start of the Pilot 
(approximately June 2018) through to the end of May 2019. The second database 
held client and progression information from the end of May 2019 onwards, until the 
closure of the HWS service. The two databases were a result of changes to the 
monitoring of the service, and the introduction of a revised questionnaire for data 
capture. The revised questionnaire aimed to remove inconsistencies in data 
capture across the service area. The two datasets were combined, and data 
cleansed by the Scottish Government statistics team prior to being provided to the 
consultancy team for analysis. 

The change in approach to monitoring the delivery of the HWS pilot and the revised 
questionnaire meant that there were considerable differences between the ‘old’ and 
‘new’ datasets, prior to them being combined. This presented challenges for the 
analysis; for example, mapping between variables in the ‘first’ and ‘second’ 
datasets has not been straightforward. 

The second significant issue is that there is large amounts of incomplete or missing 
data, particularly data on outcomes and progression and therefore caution should 
be used in interpreting results which are best regarded as indicative as opposed to 
definitive. The analysis presented here has used the data to best effect to inform 
the evaluation and within the limitations described. It is also important to note that 
the data analysis here is only one strand of evaluation activity with other forms of 
supplementary fieldwork including a client survey offering alternative and more 
complete sources of evidence. 

Summary of HWS pilot client profile and outcomes 

The diagrams on the following pages provide a summary of the client profile and 
outcomes of the HWS pilot in numbers.  
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Telephone survey with clients 
The telephone survey findings represent the views of a sample of HWS pilot clients. 
Only differences which are statistically significant are reported. This section 
summarises the main findings from the telephone surveys.  

The research was conducted using a quantitative survey approach, comprising 
telephone interviews with 600 Health and Work Support (HWS) Pilot clients. 

The survey fieldwork took place over two waves between November 2019 and July 
2020. Each wave comprised the following: 

¶ Wave 1 (November 2019 to February 2020):  

o An ‘initial’ survey of 484 HWS clients 

¶ Wave 2 (June and July 2020): 

o An initial survey of 116 HWS clients (same as the Wave 1 survey 
questionnaire) 

Á a further outcomes survey6 was conducted with 38 Wave 1 
participants (who agreed to be re-contacted for further research) 
who were still using the service at the time of the first survey but 
had now finished using the service.  

o A follow-up survey of 144 Wave 1 survey participants who agreed to 
re-contact (this survey comprised new questions to gauge if/how 
participants’ health and work outcomes had changed over time) 

  

                                         
6 The outcomes survey was conducted as a result of the impact of the Covid-19 outbreak which 
meant the number of clients in the Wave 2 sample who had finished using the service was much 
smaller than anticipated. This survey asked the outcomes questions from the Wave 1 survey - Q34 
to Q46 – to collect data on these participants’ health and work status since using the service. 
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Key telephone survey findings 

Overall levels of satisfaction with the support received through the Health and 
Work Support Pilot were found to be very high: 

¶ 94% of participants were satisfied with the support they had received overall; 

¶ 93% were satisfied their initial enrolment phone call with a member of the 
HWS team; 

¶ 92% were satisfied with the assessment meeting with their case manager; 
and, 

¶ 93% were satisfied with the clinical support they received from a physical or 
mental health specialist. 

The main reasons clients described for registering with the service were to 
access specialist support from a health professional or to get advice / guidance 
on how to manage or treat a health condition. 

The service was found to have made a positive difference to participants’ health 
and employment outcomes. The majority (76%) said the service made a 
difference in enabling them to: remain in work and/or return to work from absence; 
change their working pattern; or find employment. The service also made a positive 
difference in relation to: 

¶ Clients’ concerns about losing their job due to their health condition: Of 
those that finished using the service the proportion of participants concerned 
about losing their jobs as result of their health condition was 12% (at the time 
of this survey),  at the time of enrolment this was 34% (all participants ),  

¶ Absence from work: Of those that finished using the service the proportion 
of participants who were absent from work (due to sickness or other reasons) 
was 10% (at the time of the survey), at the time of enrolment this was 27% 
(all participants). 

Three quarters (78%) of survey respondents said that their health had improved 
since first contact with the service and of these a high proportion (91%) said that 
the service had contributed to this improvement. 

The services that made the most difference in helping participants to remain in 
or find work were:  

¶ Specialist support to address a physical health condition 

¶ Support received from a case manager.  

Just over a third of all participants (36%) were found to have dropped out of the 
service before they had finished receiving support. The main reasons for this were: 

¶ They felt they had got all the support they needed. 

¶ The appointment times with a specialist were inconvenient. 

¶ Their circumstances had changed.  



 

19 

Summary of Qualitative Findings 

Longitudinal interviews with clients  
The first wave of interviews Rocket Science conducted with clients as part of the 
longitudinal client interviews included 43 interviewees (23 from Fife and 20 from 
Dundee). This section provides a summary of findings which is set out as follows:  

¶ Referral process – including how interviewees had learned about the HWS 
pilot and how they found the referral process  

¶ Quality of the service – including views on the quality and ease of the 
process and quality of the support interviewees received  

¶ Impact on daily life and employment – including how the support received 
form HWS pilot had impacted interviewees quality of life, relationships and 
employment. 

This section is also supported by evidence from client journey case studies which 
can be found in Appendix 3 of this report.  

Referral process  

¶ Interviewees learned about the HWS pilot through a number of routes. 
In both areas, the majority of interviewees learned about the service through 
their GP. However, others heard about the service through a radio advert, 
from a physiotherapist that they were accessing privately. A small number 
had been told about it by their Jobcentre advisor.  

¶ The main reasons for being told about the HWS pilot were long waiting 
times to access NHS services or the possibility of accessing a free 
service instead of a paid one.  

¶ All interviewees had not previously heard of the HWS pilot. Interviewees 
explained that if they had not been told about the service by their GP, 
physiotherapist, Jobcentre advisor, or had heard it through the radio, they 
would have not known about the service; they felt it was not widely 
publicised.  

¶ The majority of interviewees had self-referred themselves to the HWS 
pilot. Interviewees explained that after being told about the HWS pilot, they 
were given a leaflet that explained how they could self-refer to the pilot.  
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Quality of the process 

¶ Interviewees felt that the process to access the HWS pilot was effective 
and efficient. In both pilot areas, interviewees generally felt that the process 
to access the HWS service was easy and quick and agreed that the waiting 
time, both to get a call back from the case manager and to access clinical 
support, had been very short. On average, interviewees received a call back 
from case managers the next working day after calling the helpline and 
accessed clinical support within two weeks.   

¶ In both areas, interviewees found the initial assessment straightforward 
and adequate. All interviewees felt that the initial assessment they 
completed with their case manager was thorough and adequate to refer them 
on to the type of support and service they needed.  

¶ The majority of interviewees felt that they had accessed the right level 
of support. Interviewees generally felt that the support they received was 
adequate to their needs and that approach worked for people with similar 
conditions as theirs.  

Quality of support  

¶ Access to mental health support varied between pilot areas. In Fife, 
interviewees experiencing mental health issues only accessed support from 
their case manager and were not referred on to a specialist clinician, except 
for one person who accessed counselling. Instead, many people were 
provided with self-help literature and support from the case manager who, in 
Fife were often trained professionals in mental health support. In Dundee, the 
majority of interviewees were referred to and accessed counselling from a 
clinician.  

¶ Satisfaction with length of support varied according to the type of 
support accessed. Across pilot areas, clients who accessed physiotherapy 
felt that the support was the right length and the right frequency, while those 
who accessed counselling tended to feel that the sessions had been few and 
far between.  

¶ Interviewees who accessed mental health support had more frequent 
contact with their case manager. Across pilot areas, interviewees who 
accessed physiotherapy tended to have a more formal relationship with their 
case manager and less contact (often just initial assessment and final 
review). Those who accessed mental health support instead, tended to have 
more frequent and informal contact with their case managers and, in some 
cases, received emotional support from them.  

¶ Interviewees felt that staff were friendly and treated them with respect. 
Across pilot areas, interviewees generally reported feeling treated with 
respect and dignity by staff and that communication was good and 
straightforward.  
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¶ The element of support that was identified as most useful by clients 
varied between interviewees who had accessed physiotherapy and 
those who accessed mental health support. Generally, interviewees who 
accessed physiotherapy said that the clinical support was the most useful 
element of the support they received. Those who accessed counselling felt 
that the regular support from their case manager was the most useful 
element.  

Impact on daily life and employment  

¶ Clients accessing physiotherapy were able to identify tangible benefits 
from this support. In both pilot areas, interviewees who accessed 
physiotherapy seemed to have received more tangible benefits and could 
explain how the service had helped them with their daily life and employment 
(e.g., pain management, re-entering work). 

¶ Not all clients accessing mental health support were able to identify 
tangible benefits from this support. A smaller number of those who 
accessed mental health support were able to articulate the benefits they had 
received (e.g., management of stress and anxiety). Interviewees who 
received this support felt their needs were perhaps too complex for the HWS 
pilot to respond to effectively. 

¶ The support received from HWS pilot helped most interviewees back to 
or into work. In both pilot areas, the support helped some interviewees re-
enter or gain employment and better manage their daily life. However this 
was not the case for interviewees who had more complex needs and 
conditions. 
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Staff and Stakeholder engagement 
This section provides a summary of the findings from fieldwork with the following 
groups:  

¶ Referrers, including healthcare and Jobcentre staff, and employers  

¶ Employers as clients of the service 

¶ Delivery Staff 

¶ Stakeholders 

An online survey was developed for a range of referral agencies to gain an 
understanding of the awareness and expectations of the pilot. In total 53 healthcare 
and Jobcentre referrers and 9 employers answered the survey.   

A summary of the findings is set out below.  

 

Referrers 
 

¶ Most referrers had a good understanding of the pilot and understood 
what the pilot was trying to achieve.  They felt that they had enough 
information to be able to explain what the pilot could offer, and how it could 
benefit the clients, because it had been well explained by the HWS pilot team 
before it was implemented. 

¶ Most referrers found the referral pathways to be effective. The majority 
of referrers felt that referral pathways were clear and easy to navigate, 
particularly Jobcentre Plus staff. All JCP staff interviewed believed that an 
online referral portal which was developed for their use was useful and 
provided an easy way for them to refer clients. They felt that it offered a clear 
single point of access and that the online system was quick and easy to use. 

¶ Despite initial interest, many clients disengaged from the service. 
Referrers who were interviewed noted that, even though clients initially 
expressed interest in person, many disengaged before they had been fully 
enrolled onto the service. On further analysis by pilot staff, they identified 
that, out of every 10 clients who were told about the pilot by Jobcentre work 
coaches, only 1 client self-referred on to the pilot. To combat this drop-off 
rate, an online referral option was made available to Jobcentre work 
coaches. However, as a result of the time required to get this live, and the 
onset of the Covid-19 pandemic, the potential of this new referral route was 
not fully realised.  

¶ Referrers felt that the support provided by the pilot was unique in the 
service landscape. All staff interviewed believed that, while there was a 
range of other services that offered health support and work support 
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separately, none took the integrated approach that was adopted by the pilot. 
They felt the integrated approach filled an essential gap because of the inter-
relatedness of issues around health and work.  
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Employers 

Rocket Science interviewed eight employers across Fife representing businesses of 
different sizes between December 2019 and January 2020.  Unfortunately, we were 
unable to access employers from Dundee for this fieldwork, therefore this section 
provides a summary of interviews with Fife employers who were all actively 
engaging with the service when interviewed.  
 
Summary of key findings 
 
¶ Most employers engaged with the pilot because they understood the 

importance of providing support for health conditions in the workplace.  

¶ All employers felt that the ‘Health and Work Support Pilot’ brand was not 
well recognised among local employers or employees whereas the pre-
existing ‘Healthy Working Lives’ brand was well known.  

¶ Employees were accessing mental health support from the pilot, but a 
range of other support was also accessed, including physiotherapy, 
identifying accessibility equipment to stay in work, health and safety advice, 
sessions on alcohol awareness and suicide awareness, and anxiety 
management workshops.  

¶ Several employers believed that different types of support should be 
available to cater for a broader range of health conditions and should be 
tailored to the needs of each individual.  

¶ All employers felt that it was easy to access support from the pilot, but 
some were less satisfied with how long it took for employees to receive a 
response from the service.  

¶ Most employers were not aware that they could make the referral on 
behalf of the employee.  

¶ Most employers felt that the pilot service had been sufficiently beneficial that 
they would recommend the service to other employers in the area.  

¶ Overall, employers felt that the pilot had provided the help that they 
needed to provide support to employees with health conditions. 
Employers provided positive feedback and felt that the pilot had met the 
needs of their employees. The easy access to support and resources from 
the team was felt to be a benefit, and this had helped them to retain their 
employees. 
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Stakeholders 

Stakeholders, including staff from the Scottish Government as well as local delivery 
partners, were interviewed between November 2021 and January 2022.  This 
meant that it was possible to capture both their views on the design and impact of 
the HWS pilot, the implications for the design features of a health and work support 
service and their reflections on what this meant as the No One Left Behind 
Approach is developed and rolled out. 

Feedback on HWS pilot design. There needs to be a recognition of the 
different skills required to tackle health related employment issues. 
Stakeholders acknowledged that many clients still have anxieties and fears of 
engaging with Jobcentres. It is felt that delivery within a clinical setting and from a 
trusted brand is the right approach for delivering a health and work service. 
However, this service needs to be focused on both health and work, so should 
bring together the right people and services together in an integrated and 
coordinated way.  

 

ñWork coaches canôt provide health interventions […] but equally, clinically 
trained health professionals canôt provide employment support.ò 

 

Evidence from the HWS pilot indicates, that even when work coaches identify a 
health need and suggest that the client contacts a medical professional, this does 
not always happen. Work coaches are not able to provide health interventions and 
need a mechanism and/or support to ensure eligible clients are able to access the 
support they need. Health and work must be addressed simultaneously.  

 
ñ[The] pilot approach worked better than JCP trying to provide health 

interventions. They are not health practitioners and can only suggest people 
contact their GPs. But in the pilot they have access to resources, and 

quickly.ò 

 

However, it is important to note that it is not only health and work which should be 
addressed simultaneously, but also any other barriers and challenges that an 
individual is facing to ensure that they are able to continue to maintain and sustain 
their employment.  

 

ñWe need specific support from people who are social workers, health 
practitioners, we canôt do it [by ourselves]. We get ourselves in a mess trying 

to do things we arenôt qualified for.ò 
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Spending time building partnerships with key groups within the model and 
aligning values, expectations and priorities is important. Being involved at the 
design phase gives all partners a sense of ownership and buy-in which will increase 
the chance of success of the programme.   

¶ This should include time spent on developing more robust data sharing 
arrangements. These would focus on the client and their journey and mean 
that clients would not have to disclose information about their condition and 
situation to different people and services as they made progress. 

¶ Understanding the different cultures and operating practices across the 
partnership in order to understand challenges and barriers to effective 
delivery of the service and identify ways in which these can be overcome. 

Designing a service that puts the service user at the centre. Although the pilot 
did create a single point of access, from the point of access to receiving a clinical 
intervention, it was felt to be “clunky” by a number of stakeholders. There is a need 
to fully understand the journey through a service for clients to understand what it is 
like from their perspective – identifying barriers to participation and potential drop 
out points before a service goes live  

ñ[Clients face] various hurdles, lengthy conversations. The ethos [of the pilot] 
was meant to be ñno dead endsò, but people were reaching dead ends ï 

being turned away, given the wrong information.ò 

 

Including people with lived experience in the design phase should be considered if 
a service wants to be person centred. For example, the journey through the service 
can be mapped out with clients to understand what works well and less well in 
recruiting and engaging clients, and identifying barriers to continued engagement.  

Feedback from the HWS pilot suggests:  

¶ Having a service that extends beyond 9 to 5 would help those in employment 
to engage with the service. 

¶ There should be flexibility in how clients can contact the service and receive 
support (i.e., remotely, in person)   

¶ The process of referral and handover needs to be refined – client progression 
is often not a linear journey for clients, especially those who have mental 
health problems. 

For several stakeholders, the most important feature of a health and work service is 
for it to be holistic, considering health and work together, and alongside other 
barriers which may present themselves (which may be clinical, work, home, 
poverty, financial, food). Helping people overcome barriers to work needs be 
considered in the round, with different services working together to support 
individuals. The Scottish Government is moving towards an “every contact counts 
approach” to ensure that the current issues we face in terms of an ageing 
workforce, profile of the workforce, people working longer with health conditions, 
will be addressed in order to retain the working population. 
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ñI would say this has to be the approach if we are serious about addressing 
health inequalities - need to look at this in the round.ò 

Finally, the biopsychosocial model of disability7 was mentioned as an appropriate 
approach for a support service which helps people find work.  This uses approach 
focuses on what clients can do rather than was they can’t do.  Some of the medical 
professionals who were involved in the HWS pilot were starting to refer to this 
model, but it was not clear if this was fully implemented. 

Employability and Health Landscape – post Covid 

The stakeholders consulted acknowledge that there is a growing awareness of the 
increasing scale of health issues which affect employment and strengthening 
recognition of the need to respond with a holistic service offer. They are starting to 
see that health and work support must be more closely aligned, and they recognise 
that the pandemic may have accelerated the need for this. 

Some stakeholders, although they understood the reasoning for the early closure of 
the pilot, felt that the closure of the HWS pilot was premature, as the pandemic has 
highlighted the scale of health problems, especially in terms of its impact on mental 
health. Several stakeholders felt that this has resulted in a gap in provision. 
However, it was recognised that the landscape has also become more complex 
since the pandemic. Emergency funding has resulted in the introduction of a 
number of small, local services.  These are seen as being hard to navigate, even by 
well-informed professionals. 

Although existing resource in this policy area is primarily targeted at those out of 
work there was recognition that it would be valuable to sustain the early intervention 
approach pioneered by the HWS pilot focused on supporting those in-work, 
especially with the emergence and impact of ‘long Covid’. There are differing views 
about what this service could look like and how it could be delivered through the No 
One Left Behind (NOLB) approach, but there is a recognition of the need to help 
people with a health condition to remain in work if possible.  

Two stakeholders talked about the early intervention and preventative approach of 
the pilot. Although this evaluation has identified tangible benefits from this 
approach, it was clear that stakeholders and funders are still trying to understand 
the concept of preventative spend and move away from employment / disability 
employment rates, and traditional work-related outcomes.   

There was some agreement that the landscape of work has changed since the 
pandemic, but that the full impact is still being realised. Although many sectors and 
businesses were affected by the pandemic, many other sectors were able to 
continue operating with staff working from home. This created a different way of 
working and has changed expectations around being in offices, but could result in 
different requirements for a health and work service - such as how employers can 
support staff remotely, and understanding what the current and emerging needs are 

                                         
7 Biopsychosocial refers to a holistic approach to service delivery which incorporates consideration 
of an individual’s wider socio-environmental situation in addition to their biological and 
psychological health. (See Engel, G. L. (1977) “The Need for a New Medical Model: a Challenge 
for Biomedicine” Science Vol. 196 (4286): 129 - 36). 
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(e.g. mental health, but also the potential for a rise in musculoskeletal conditions as 
people may be more sedentary).  

Stakeholders are reporting on and acknowledging the increasing scale and need 
around mental health in particular. In the wake of the Covid-19 pandemic, there is 
growing concern about the rising numbers of those who are withdrawing from the 
labour market and becoming economically inactive.  

Some stakeholders expressed concerns about the apparent focus on client 
numbers rather than service quality, and how this may have got in the way of 
experimentation, innovation and service refinement.  They felt the focus on target 
numbers had meant in practice that delivery staff worried about achieving the 
numerical targets rather than feeling able to think about how to improve outcomes. 
This issue was recognised by the Scottish Government who took steps to ensure 
that staff felt confident about taking forward a stronger focus on innovation rather 
than client volume, and the focus on the pilot shifted to the learning and knowledge 
sharing that this service could generate, rather than a purely numbers focus.   

There was also a recognition that a pilot project of this scale and significance 
needed ‘time to bed in’, both in terms of the set-up phase and the running of the 
service after set up.  

However, there is a feeling from some stakeholders that there is an element of pilot 
fatigue in Scotland. The view is that pilots do not work strategically unless they 
have a long-term vision, and sustainable funding over a longer period of time. 
Developing an “early adopter approach” where appropriate and taking lessons 
learned from other programmes to inform delivery is seen as a way of overcoming 
the shortcomings of pilot programmes.  
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Synthesis of Findings and Lessons Learned 

Design stage of the pilot 

It was seen as important to have had the right strategic people involved in the initial 
design stages, and in the lead up to the launch date. Those involved in the HWS 
pilot design had a thorough understanding of the service landscape and the 
requirements to create a single access point for clients, and this had strengthened 
the service design and implementation process.  

This early buy-in from key stakeholders created a shared vision for the service. This 
has meant that good relationships between the different delivery partners were 
developed prior to implementation.  This was particularly important given the short 
6-month time frame between the award of funding and the launch of the pilot.  

However, the design stage could have been improved by including those who 
would be managing and delivering the service on a day-to-day basis and by 
including people with lived experience in the design of the service to improve the 
pathways through the service and on to clinical interventions.    

There were challenges with the 6-month lead-in time for the delivery of the service, 
although there were differing views on whether or not this was enough time to 
design and implement a service.  

The short lead-in time was seen by many of the strategic staff who were involved 
as creating significant pressures on them.  It had knock-on effects through to the 
implementation stage, resulting in a perceived lack of mutual knowledge between 
delivery partners, and the need for ongoing changes to refine the design and the 
way it was implemented.   

Ongoing changes and improvements were made to the pilot after the launch in 
June 2018. These were based on early feedback and conversations with delivery 
staff. This forms part of the continuous improvement approach which it was 
important to adopt to ensure that the programme or service was meeting the needs 
of the target population as well as ensuring a high quality of delivery.  

Lesson learned 

1. It is important to have a well-planned and effective lead in time, to 
ensure full ownership by all those involved.  

2. The full range of stakeholders – including key professionals and all 
potential referrers, as well as those with lived experience – need to be 
involved to ensure buy in at the right levels 
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Referrals and client profile 

Although both clients and referrers felt the pilot improved access to health and work 
support in Fife and Dundee, there were some challenges in generating referrals for 
the service.  

Based on the Memorandum of Understanding between UK Government and 
Scottish Government, Key Performance Indicators (KPIs) were agreed to monitor 
the progress of the pilot. The target number of clients to receive support over the 2-
year period of the pilot was 6,000. However, between June 2018 and March 2020, 
only 2,685 clients engaged (45%) with the HWS pilot.  

Despite there being an anticipated demand for the service, it did not translate into 
numbers flowing into the service initially (as described in the Early Implementation 
Review). There were a number of challenges faced by both delivery teams around 
generating referrals, and efforts were made across the pilot sites to increase 
referrals through local advertising and working with employers.  

 

Lessons learned 

3. Ensure the lead-up time is used to engage with employers, referral 
partners, and build relationships with partners to maximise awareness 
and understanding of the service before it goes live.  

4. It is hard to assess the exact level of demand in advance of launching 
a service.  Further consideration should also be given to the intensity of 
support required by sub-sections of the target population in addition to 
overall numbers.  

 
In terms of the client profile, the pilot initially aimed to have an equal proportion of 
clients who were in in work, absent from work and unemployed. In reality, the 
employment status of people accessing the service across both areas were:  

¶ In total, 71% of clients were employed  
¶ A further 13% were self-employed 
¶ Around 16% of clients were unemployed, with approximately 52% of these 

clients unemployed for less than six months.  

This was broadly similar across both locations – a slightly higher proportion of 
clients in Dundee were self-employed, and a somewhat higher proportion of clients 
in Fife were unemployed. This reflects the general population, where a slightly 
higher proportion of individuals aged 16-64 in Fife (65%) are employed compared 
to Dundee (64%), and a slightly higher proportion in Dundee are self-employed 
(8.4%) compared to Fife (7.9%). 

 

Overall, around 43% of HWS clients reported that they were living with a disability – 
46% in Fife and just under 41% in Dundee. The remaining 9% of clients (around 
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8% in Dundee and 11% in Fife) stated that they did not know or preferred not to 
answer. Around 48% of clients reported that they had no condition. However, some 
stakeholders suggested that many people who accessed the service – and many 
more who could have benefitted from the service – may not perceive their physical 
or mental health to be severe enough to constitute a disability, so they are unlikely 
to self-report a condition.  

 

Lessons learned 

5. There is a need for care in the terminology used to describe and 
promote the service to ensure that the full range of people who could 
benefit are being reached.  Making a link to disability may not be 
helpful as many of those who could benefit may not consider 
themselves as having a disability. 

6. It is helpful to frame approaches using the biopsychosocial model of 
health. 

7. There are a wide range of ways that people who can benefit from this 
support can be engaged – it requires a full range to ensure an 
appropriate reach for the service. 
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The referral process  

Overall, referrers felt that the HWS pilot improved the referral process for 
clients who were eligible for the service in Fife and Dundee. Most referrers felt they 
had a good understanding of the pilot through engagement with pilot staff, and the 
routes and process to the service were both clear and effective.  

Referrers (including all JCP staff interviewed) felt that the support provided by the 
pilot was unique in the service landscape. They believed that, while there was a 
range of other services that offered health support and work support separately, 
none took the integrated approach that was adopted by the pilot. They felt the 
integrated approach filled a gap because of the interrelatedness of issues around 
health and work. However, there were some referrers (mainly GPs) who felt that 
they did not have the full information they required about the pilot.  

One of the main areas for improvement identified was felt to be around 
disengagement from the service by clients. This was fed back to the Scottish 
Government and an online referral tool was created for GPs and Jobcentre work 
coaches to directly refer their customers and patients as opposed to relying on 
clients self-referring. This did improve referral rates and reduce disengagement, but 
it took time for it to be developed and integrated. 

Although the referral process created a single point of access to the pilot and 
helped simplify the service landscape, some stakeholders felt that there were too 
many steps for clients to go through from the first point of contact through to their 
first clinical intervention. Some clients echoed this view, feeling that they were 
being ‘passed from pillar to post’ and had to repeat information on their condition 
numerous times. In addition, some case managers in local delivery teams found 
that they did not have enough information on clients through the enrolment 
questionnaire to help develop their action plans and identify the right support.  

In addition, the service operated in a very linear way from the first point of contact, 
through to the case managers and finally the clinicians. This linear progress does 
not necessarily match a clients’ progression through a service, and more time 
needs to be spent developing referral networks and pathways that can respond to 
non-linear progression though a service. 
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Lessons learned 

8. People with lived experience should be part of the design of the 
pathway through the service to ensure that they are at the centre of the 
service, that it’s appropriate, and ensures dignity and respect of the 
client.  

9. For many clients their pathway will not be linear, so it is important to 
ensure the service is set up around the client journey rather than 
stages of service delivery 

10. Having more open service level agreements and better data sharing 
options will help as the pathways through the service will appear to be 
smoother and more supportive for the individual (i.e., not having to 
repeat their stories multiple times, and ensures that their data follows 
them through the service).  

11. Ensure data collection and systems are fit for purpose and fully 
designed for the launch date, focused on the right / must have 
information, proportionate and appropriate. 

12. Referral routes should be designed with frontline staff delivering the 
service and should be tested with referral partners and clients before a 
service goes live. 

 
All pilot partners agreed that, although changes could be made in the referral 
process, local delivery teams delivering clinical interventions on the ground were 
best placed to provide the required support or signpost to local support services in 
the area. This relies on having the service and local teams integrated into the local 
service landscape.  This takes time and it can be difficult to create momentum and 
traction for a pilot service.  

Stakeholders agreed that having the service delivered within a clinical setting was 
the right approach, but there needed to be strong networks linking support between 
health and work, but also with other services such as housing or social work 
depending on what the client required. While the clinical setting is likely to result in 
better outcomes for clients, especially with a trusted brand like the NHS, the focus 
also needs to be on ensuring people are able to maintain employment or get back 
into employment quickly. For this reason, referrals and partnership with JCP is an 
important part of the referral process as they provide the main contact for many of 
these clients.   

As part of the initial lead-in time for the service, mapping of the third sector in the 
local areas should be a priority so that ‘move on’ and signposting support is readily 
available for clients should they require additional or ongoing support outwith the 20 
weeks pilot intervention period. Building these relationships from referrers through 
to onward support is crucial. 
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Lessons learned 

13. Develop a referral process that reduces the number of drop out points 
and ensures ease of access for clients. Ensure referral processes are 
tested with delivery and referral partners before the service goes live.  

14. The development of relationships – within and outwith the service – is 
important to maximise the value of the existing landscape of support 
and further raise awareness of the service.  This landscape will vary 
from place to place. 

 

Delivery of the service 

 

There is consensus from amongst stakeholders that the pilot was providing a good 
service and it was clear that everyone, from strategic level to local delivery, was 
very committed to the pilot.  

Although there were a few challenges around the experience for clients, and 
around roles and responsibilities of the delivery partners, it was felt that this did not 
affect the outcomes for clients because of the professionalism and experience of 
the delivery team involved. Beyond the pilot, the local delivery teams had good 
relationships with the third sector and had a good knowledge of the service 
landscape.  These relationships were further strengthened during the pilot delivery 
period, and both the knowledge of the service increased, and the knowledge held 
by the service.  

Delivery of the service was sometimes felt to be inefficient and case managers felt 
they were being pulled in different directions. The way the pilot was intended to 
operate required delivery teams (i.e., clinically trained staff), in addition to providing 
a service for clients, to do work they were not trained in or familiar with, such as 
advertising, marketing, and employer engagement. Because they had clinical 
experience, case managers often provided advice and support to clients, especially 
in terms of mental health support, before transferring them to the clinical support 
provided as part of the pilot. Their role was meant to be facilitating the clients’ 
progression through the service, rather than delivering interventions.  

One of the benefits of having clinically trained staff as case managers is that they 
were able to provide some light-touch support and advice to clients when this was 
appropriate. For some clients this meant that they got what they needed very 
quickly, and it took away the need for a further referral. It was recognized however 
that this role needs to be more clearly defined and adapted.  

In terms of delivery, local delivery teams felt that many people accessing the 
service were presenting with more complex requirements which required more 
intensive support. This means that either the marketing and awareness raising 
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needs to be clearer about the kind of needs that realistically can be met by this 
service.   

There was clear evidence that this case manager role was one of the most 
important elements in the success of the pilot.  They are able to build a trusting 
relationship with each client and support and advocate for them throughout their 
journey. Their introductions to other services / people is important for ensuring 
continued engagement and successful outcomes. The role is particularly important 
in terms of managing a client’s journey through the service, particularly with mental 
health as that pathway and journey is seldom linear. It was important to ensure that 
a client didn’t drop out or feel like they have nowhere to go, so having a someone 
who is able to continue to support them and find alternative support is important in 
ensuring continued engagement.   

 

Lessons learned 

15. Staff roles need to be clearly defined and it is important to have people 
with the right skills and experience in each role. This applies 
particularly to the case manager role – it helps to have case managers 
with clinical training, but it is important that this is used to strengthen 
the early assessment and accuracy of referral rather than be drawn 
into the provision of support. 

16. JCP and GPs have a lot of resources at their fingertips – a lot of 
information and knowledge about a complex landscape of support – so 
it is particularly important that they are aware of the service and who it 
is for, so the right referrals are made first time. 

 
In order to provide commentary on whether or not this particular service delivery 
approach should be taken forward, more information is needed in terms of the cost 
effectiveness of the service. Unfortunately, this data was not available at the time of 
evaluation. While it is clear that this approach provided positive outcomes for clients 
overall it is unclear whether this approach delivered cost-effective interventions.  
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Impact of the service for clients  

Based on participant survey findings and longitudinal interviews with clients, it is 
clear that overall the HWS pilot made a positive difference. The benefits that clients 
reported from accessing the HWS pilot varied depending on the type of support 
they received. It is important to note that there are nuances and important 
contextual information that needs to be taken into account in assessing the impact 
of the pilot on clients.  

Clients in both Dundee and Fife generally felt that both the engagement process 
with the pilot and the quality of support were of high standard. The process was felt 
by most to be efficient and simple, and support was felt to be person-centred.  

Clients in Dundee tended to report greater improvements in their life as a result of 
accessing the pilot compared with clients in Fife. This was a result of clients in Fife 
tending to present with more complex conditions, and specifically with a 
combination of mental and physical health conditions. Additional interacting factors 
may include challenges related to rurality and different employment and living 
conditions compared with clients in Dundee.  

Clients who received physiotherapy support reported that the pilot had a greater 
impact on their lives compared with clients who received mental health support. 
This was due to the more tangible and practical benefits resulting from 
physiotherapy support compared to mental health support. Clients recognised that 
this was related to the different nature of physical and mental health issues. They 
felt that mental health support should last longer and include more clinical support.  

Overall levels of satisfaction with the support received through the HWS pilot were 
found to be very high. Clients were generally very happy with the way the model 
worked from enrolment through to the clinical support received (all above 90%).  

The service did provide the support and advice that clients were seeking, such as 
access and support to specialists on how to manage or treat a health condition. 
However, more than half of clients surveyed indicated that they had low awareness 
of what the service actually offered prior to engaging. Stakeholders felt that this 
might be one of the reasons the targets for engagement with the service were not 
met.  

Stakeholders felt that, for some clients, not knowing what the service could offer, 
what was required of them, and what the journey would involve, may have 
prevented them from self-referring to the service. This was seen in referral rates 
from JCP and through feedback from GP referrals. Time and resources need to be 
put to developing relationships with GP’s and understanding the ways in which they 
operate and the pressures they face. For example, Jobcentres have a menu of 
options to refer people to, but limited information on what each service provides 
beyond eligibility. They are faced with a very cluttered landscape of support and are 
time limited, and therefore do not have the time to search for detailed information 
about one service. This also applies to GPs and resources should be developed 
which includes the must have information about the pilot to help referrers make the 
best onward referrals (or suggestions) for the individuals they see.  
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Lessons learned: 

17. This approach to health and work support was focused on the client 
and getting quick access to support and clinical interventions which 
made a difference to client’s lives.   

18. The clinical focus of a service focusing on health and work may 
increase willingness to engage and potentially overcomes barriers of 
engaging with Jobcentres where concerns may exist related to 
sanctioning and receipt of benefits. 
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Conclusions and Recommendations 
Conclusions 

There has been an increased focus on health and work, driven by growing 
evidence of the issues faced by those with health conditions in seeking work, and 
the impact on those who develop or manage an existing health condition at work.  

The evidence suggests the HWS pilot worked to fill an essential gap by providing 
support targeted at those experiencing  health and work challenges.  Satisfaction 
with the pilot services was high, and there were better health and employment 
outcomes for those people who received full support available under the pilot. 
Employers and referrers were also positive about the pilot. 

Referrers felt the process for clients was improved compared to the health and 
work support that existed locally prior to the pilot but some stakeholders and 
participants still felt there were too many steps to go through from first point of 
contact through to the first clinical intervention.  About a third of participants 
disengaged with the service before they had finished their support and there was a 
mix of positive and negative reasons for disengaging.  

The benefits from the pilot services differed across client groups. People with more 
complex needs and conditions and people with mental health conditions did not 
seem to benefit as much as people with physical health conditions. There were also 
differences in which element of supports was felt to be most useful. People who 
accessed physiotherapy services said the clinical support was most useful, while 
those who accessed mental health support (counselling) felt regular support from 
their case manager was most useful. 

While it is not clear from the evidence gathered for this evaluation as to whether the 
pilot’s service delivery model is the optimal one for addressing health and work 
related issues, the pilot has successfully identified lessons for future initiatives in 
terms of system reform and service design, including the referral process. These 
are set out in the Recommendations section. 

 
Recommendations 

The findings from this evaluation of the Health and Work Support Pilot complement 
those from the DWP/DHSC Challenge Fund and have identified a number of 
service design features which can be drawn on by LEP partners in developing 
locally appropriate Health and Work support: 

¶ To ensure the service operates effectively from launch, it is important to fully 
utilise the set-up period. It took about 6 months to set up the pilot to a stage 
where clients could be referred and supported.  While the ultimate service 
was appreciated and beneficial, the main lesson was about the way in which 
this set up period was used.  

o It would be valuable to consult both employers and potential referrers 
in this local design phase to increase buy in and this engagement is 
also likely to help with awareness and subsequent promotion of the 
service.   
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o It is important to build effective partnerships between  stakeholders 
involved in development of health and work services (in this instance 
SALUS, Healthy Working Lives and local NHS Teams) particularly with 
regards to the service design phase.  

o It would also be helpful to set up data sharing agreements during the 
set-up period – if these are not in place -  so that clients do not have to 
repeat their story at each stage. 

 

¶ To ensure there is clarity over who the service is designed to support, 
consideration needs to be given to branding and promotion.  There were 
two issues with the way that the HWS service was promoted: 

o Many of the initial clients had conditions, which were too severe for the 
service to respond to effectively, so it will be important to ensure that 
the promotion of the service focuses on earlier stages of conditions 
when a relatively short intervention can make a difference.  Alongside 
this, it is important to ensure follow up arrangements for those with 
more severe conditions who are referred into mainstream NHS 
services. 

o The way that the brand and associated marketing material is worded is 
important. It needs to be clear and easy to understand in terms of the 
target group and the purpose of the service(i.e., rapid access to 
appropriate early interventions). For example, the use of the word 
disability in some promotion of HWS appears to have led to some 
clients who could benefit feeling that the service was not for them – as 
they do not consider themselves as experiencing a disability. 

 

¶ To maximise the value of the Case Manager, which was central to the 
design and success of the pilot, their role and responsibilities must clearly 
reflect the expertise and value that they bring:  

o Case Managers need to be clinically trained (e.g., nursing 
qualification), able to understand the situation of client, offer some 
rapid advice and refer accurately. In the HWS model there was a 
temptation for them to do some interventions themselves, but this was 
not part of role, and it took up too much of their time.  Having a clinical 
training was clearly valuable, but there is a need to have clear case 
management roles and responsibilities. 

o An associated finding, is that the clinically trained Case Managers did 
not have the skills and experience to carry out effective engagements 
with employers and carry out wider advertising and marketing 
responsibilities.  
  

¶ To ensure that the system is as easy as possible for users to navigate, there 
should be a single point of contact in a local area.  This would avoid the 
risk of some clients feeling that they were sent from pillar to post in the most 
complex arrangement in the pilot, which involved two national services 
working alongside local delivery. 
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¶ In order to maximise accessibility, services should not be limited to 9-5.  As 

a high proportion of potential clients were in work, this limits the accessibility 
of the service for those who could have been supported to remain in work. 
 

¶ Delivery in a health context appears to work well, rather than in an 
employability context. Clients can feel uncomfortable opening up to 
employability staff (particularly in terms of Job Centre Plus where they may 
be anxious about the risk of sanctions to benefit payments). 
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Appendix 1: Client case studies 
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