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Benefit Offset Pilot Demonstration
Connecticut Final Report
Section I:  Introduction and Project Design
I.    Introduction
The State of Connecticut has a long history of innovation in providing services and supports for individuals with disabilities who want to work.  In recent years, many of the disincentives facing individuals with disabilities have been addressed. Now, more than ever, there are stronger health care supports for individuals with disabilities who work.  There are stronger protections if an individual’s disability prevents them from sustaining their work efforts.  There are protections against continuing disability reviews.  

As each challenge has been addressed, it has become clear that the policies governing return to work for beneficiaries of the Social Security Administration (SSA) disability programs have to be viewed in the context of other benefits, such as health care coverage.  

A. Statement of the Problem
One of the next challenges to be faced is the “cash cliff” for individuals on Social Security Disability Insurance (SSDI).  After completion of trial work and a grace period, people earning above Substantial Gainful Activity (SGA) lose their entire SSDI benefit.  This often leaves people with less income than the amount they would have if they earned below SGA and maintained their SSDI.  This cliff frequently causes individuals to restrict their work efforts or their earnings.         
The cash cliff has two related effects on the earnings of SSDI beneficiaries: 

· Beneficiaries have incentives to earn less than SGA by "parking" their earnings and restricting the amount and type of work they do, and 

· Pursuing larger employment goals may lead to a cumulative reduction of public benefits that exceeds earnings. Consumers making rational choices may find it economically reasonable to restrict their earnings to maintain their cash and health benefits.

B.
State’s Efforts to Address the Problem

Connecticut has made a commitment to strengthening the service and support infrastructure for people with disabilities who want to work.  This can be seen in several advances over the past decade.  

· The CT Vocational Rehabilitation Agency, the Bureau of Rehabilitation Services (BRS), was aware of the SGA “cash cliff” barrier faced by SSDI beneficiaries.  Over time, BRS has created a benefits counseling infrastructure designed to provide immediate, accurate information to beneficiaries about the interaction between work and benefits.  
· CT also had an excellent Medicaid Buy In program with an income limit of $75,000 a year and asset limit of $10,000 for a single person with retirement savings not counted toward that asset limit.

In spite of this strong commitment, people continued to be reluctant to consider the possibility that they might be better off financially earning above SGA and giving up cash benefits.

C.
How Benefit Offset Plays a Role in Addressing the Problem

Traditional SSA work incentives and a strong Medicaid Buy-In program were not enough.  Because of the barriers that continued to exist, Connecticut was very interested in implementing a benefit offset that would provide incentives for SSDI beneficiaries to increase their work effort and their earnings.  
Under Section 302 of the Ticket to Work and Work Incentives Improvement Act, SSA is required to conduct demonstration projects testing the effects of a benefits offset program for SSDI beneficiaries.  This involves reducing an individual’s SSDI check using a sliding scale based on earnings instead of the "all or none" approach under the current rules.  The approach is similar to the one used in the SSI program, and eliminates the phenomenon of a “cash cliff”.
Under this demonstration authority, SSA entered into a four-state pilot with the states of Connecticut, Utah, Vermont and Wisconsin.  The purpose of this four-state Benefits Offset Pilot Demonstration (BOPD) was two-fold:  

1) To test the effects of a benefits offset program on beneficiary earnings within a state context, and 

2) To provide a process evaluation to increase knowledge about recruitment methods, outreach, informed consent and ongoing support needs.
The BOPD allowed individuals to have their cash benefit gradually reduced, based on earnings in excess of Substantial Gainful Activity.  The demonstration was voluntary, and the intent was to provide substantial incentives for SSDI beneficiaries to increase their earnings. All participants received benefits counseling and those in the treatment group had access to the benefit offset.  This allowed for isolation of the offset’s effects.
D.
State Level Context/Environment in Which State Implemented the Pilot

Connecticut designed its BOPD around naturally occurring employment service and support structures. The design was based on the premise that comprehensive employment support programs are necessary to support individuals with disabilities as they seek to enter, maintain or advance in employment.  Connecticut implemented this project in a strong, employment-focused disability policy environment.  Housed within the VR program, participants had a direct link to VR services.  They also had access to a progressive Medicaid Buy-In program, self-service programs through CTWorks, which is Connecticut’s One Stop Career System, and a myriad of other supports and services.    Some further details on this context follow.  

Consumer Advisory Committee:  Connecticut established a planning group prior to receiving the BOPD award.  This group was expanded to become a Consumer Advisory Committee, providing and soliciting consumer input in planning and developing various aspects of the pilot.  There was program representation across key stakeholders groups including beneficiaries, family members, advocates, state agency personnel, community rehabilitation providers, benefits specialists and research staff.

Vocational Rehabilitation:  The pilot was operated through the Connect to Work Center. This Center is located within BRS, which administers one of the two Public Vocational Rehabilitation (VR) Programs in Connecticut.  
Benefits Counseling:  All five of the benefits specialists were certified and experienced in benefits counseling under the Benefits Planning, Assistance & Outreach (BPAO) program at the time that the BOPD was implemented.

Medicaid Buy-In:  A key concern of beneficiaries receiving SSDI is the ability to maintain medical insurance when their income increases due to earnings.  Connecticut's Medicaid Buy-In program offers generous income and asset limits.  Participants can have combined earned and unearned income of up to $75,000/year and assets of $10,000 for an individual and $15,000 for a couple.  Spousal income is only counted in calculating the premium.  Individuals can benefit from retirement savings such as IRAs and 401Ks as these are excluded under the asset limits.  This feature encourages people to get higher level jobs that offer significant benefits.  Individuals who need Medicaid Waiver services can access them through the Connecticut Buy-In program. 
An individualized combination of programs and supports was available to all project participants through the existing infrastructure in Connecticut.  
II: Benefit Offset Design Features

A.  Intervention Design
1.   SSA Intervention Parameters
Section 234 of the Ticket to Work directs the Commissioner of SSA to carry out experiments and demonstration projects to determine the relative advantages and disadvantages of: a) various alternative methods of treating work activity of individuals receiving Title II benefits based on disability, including such methods as a reduction in benefits based on earnings, designed to encourage these beneficiaries to return to work; b) altering other limitations and conditions, such as lengthening the trial work period, or altering the 24-month waiting period for Medicare; and c) implementing a sliding scale benefit offset. The Act also requires that these demonstration projects be designed to show that savings will accrue to the Trust Funds, or will otherwise promote or facilitate the administration of Title II.  Section 234 also provides that these projects must be conducted in a manner that will allow SSA to evaluate the appropriateness of implementing such a program on a national scale.

The Act allows the Commissioner of SSA to waive compliance with the benefit provisions of Title II of the Social Security Act (42 U.S.C. 401 et seq.), and the requirements of Section 1148 of the Act as they relate to the Ticket to Work program, it also allows the Secretary of Health and Human Services to waive compliance with the benefit requirements of Title XVIII of the Social Security Act (42 U.S.C. 1395 et seq.), insofar as is necessary for a thorough evaluation of the alternative methods under consideration.   Under this authority, a defined benefit offset was tested across all four state projects in the BOPD.  

The Benefit Offset:  Through the four states, SSA tested a $1 reduction in benefits for every $2 in earnings in combination with employment support interventions, with the goal of enabling more beneficiaries to return to work and maximize their employment, earnings, and economic independence.  Unlike current Title II policy, the benefit offset allowed beneficiaries to face a gradual reduction in their benefits should they earn above a specified amount of monthly income.  Participating beneficiaries also maintained ongoing eligibility for health care benefits and other supports linked to Title II eligibility. 
Experimental Design:  The benefit offset was tested using an experimental design with random assignment.  Following informed consent, each participant was assigned to either a treatment (test) group or a control group.  Those in the treatment group had access to the benefit offset, and those in the control group operated under the existing Title II policy.  All participants had access to benefits counseling and whatever services and supports existed within the state’s current employment infrastructure.  

Employment Supports:  SSA anticipated that a strategy of combining various employment supports with a benefit offset would reduce barriers to work and allow beneficiaries with disabilities to increase their employment, earnings, and independence.  Participants in the benefit offset demonstration were able to take advantage of the employment support interventions offered, without the possibility of losing all of their cash benefits if they had earnings even minimally above the SGA level.  Just as importantly, participants earning above SGA maintained ongoing Medicare coverage eligibility.
2.  State Intervention Parameters
Identification and Recruitment of Project Participants:  Those selected for the pilot were recipients of monthly benefits only under SSA's Title II program.  No SSDI/SSI concurrent beneficiaries were solicited or enrolled.  Those receiving Childhood Disability Beneficiary (CDB) and Disabled Widow(er) Beneficiary (DWB) benefits were excluded from participation, based on SSA’s project parameters.  

The pool of potential participants in Connecticut was drawn from three sources.  
1) Medicaid Buy-In Program:  The first was the Medicaid Buy-In program with about 3,100 people enrolled.  Based on examination of Buy-In enrollees, it was estimated that 90% of these individuals were SSDI beneficiaries who were working. 

2) Benefits Counseling Program:  A second referral source was the BPAO program, with approximately 2,100 consumers.  Out of the group that had received benefits counseling, about 80% were on an SSA benefit.  The remainder received benefits counseling through additional funding provided by VR.

3) Vocational Rehabilitation Program:  BRS was the third pool of SSA beneficiaries.  About 40% of its active caseload receives a cash benefit from SSA, and approximately half of that population is on SSDI only.

Connecticut’s BOPD design initially targeted beneficiaries who met the above criteria and were or had recently been working, earning at least $400 in at least one month during the quarter immediately preceding recruitment.  The hypothesis was that people earning at this range or who recently lost work at this range and were seeking employment would be interested in earning more money.  There was an expectation that people would go above the SGA cash cliff as long as they were guaranteed that earning at this level would not jeopardize their access to future SSDI benefits and it could be demonstrated that they would be financially better off by earning more. Because of changes in eligibility criteria, Connecticut’s BOPD had to drop the earnings criteria in order to recruit a large enough sample.  
Outreach and Marketing:  Some of the key outreach and marketing strategies are outlined below.  

Letters:  Letters were sent to individuals meeting criteria for selection for the demonstration. These letters contained relevant information regarding the purpose of the pilot and services that could be received as a participant.   
· Through the BOPD Advisory Committee, input was solicited from staff of programs serving consumers and from consumers themselves on the design of the letter to ensure that it provided clear, understandable information.  
· Due to the volume of letters being sent, the mailings were divided into monthly targets.  Data on numbers of responses and enrollees was used to determine if the number of letters should be adjusted upward or downward.  
Toll free line:  Potential participants were given phone numbers to call for questions and to request a meeting with a benefits specialist to learn more about the program. The central office team and the benefits specialists were available to answer telephone requests for information as needed.
One-on-one sessions:  Individuals were offered the opportunity to attend a one-on-one individual session with a benefits specialist where they were given information on the benefit offset. (There was also a plan that group sessions could be done to explain how the offset worked if the numbers of potential enrollees became too high to handle in one-to-one meetings, but group sessions were not necessary.)  Those who wanted to participate received their random assignment during their one-on-one meeting and were also offered the choice of coming for a second session for their benefits counseling or having it that day.  All Test and Control group members received appropriate benefits counseling.

Organization of Benefit Offset Team:  Because Connecticut had an experienced, certified staff there was no recruitment for benefits specialists.  A triage system was set up so that those responding to outreach letters had one point of entry into the project.  A support staff person in BRS central office was trained to handle the calls resulting from the letters.  She was provided with a script and a form to be completed.  That information was then given to the benefits specialists and to the research team.  The Project Coordinator was available to assist if there were questions that the support staff person was unable to handle.  

Training:  Connect to Work Center administrative staff worked closely with the benefits specialists to ensure that the interaction between the Benefit Offset and other benefits was fully explored.  
· Case Scenarios:  Staff developed case scenarios that would be reviewed in the Connect to Work staff meetings to explore the impact of the Benefit Offset on state supplement, housing, and waiver services, among others.  
· Scripts:  The support staff person taking the initial calls was given the opportunity to practice her script.  She was included in meetings that were relevant to her part of the project and was given the “bigger picture” so that she understood what the project was about and the importance of her role as the initial contact.  A script was also developed and rehearsed so that counselors would be prepared with the structure needed to explain BOPD and complete the enrollment process.  
· Involvement of Benefits Specialists: Benefits specialists were involved in development of forms and other materials so that they would be very familiar with them and comfortable with using them.  They also attended Advisory Committee meetings and worked on various work groups within the committee. 

State Specific Employment Supports: Comprehensive employment support programs are necessary to support individuals with disabilities as they seek to enter, maintain or advance in employment.  An individualized combination of programs and supports was available to all project participants.  Components of this comprehensive system included the following:

· VR Program and the Ticket to Work:  Individuals with disabilities who are seeking to enter, advance in or retain employment often receive assistance from the State Vocational Rehabilitation (VR) agencies.  The Connect to Work Center, the point of entry for consumers to the demonstration project in Connecticut, is housed within the general State VR program.  The Board of Education and Services for the Blind is a separate State V.R. agency in Connecticut.
In Connecticut, the Ticket to Work is available as a work support to over 80,000 individuals.  The partnership agreements established under the Ticket allow consumers to access individualized training and placement services through the VR agency, and long-term follow-up services from a partner provider.  For purposes of this demonstration, Connecticut sought to test the “Partnership Plus” concept recommended by the Adequacy of Incentives workgroup.  This arrangement allows VR to be paid up front for direct services and then for an Employment Network or Community Rehabilitation provider to work with the individual as an on-going support.  However, due to the delayed timing of the new ticket regulations, Connecticut did not have an adequate pool of Employment Networks.
· Medicaid Buy-In Program: As described earlier, Connecticut's Medicaid Buy-In program offers generous income and asset limits.  Participants can have combined earned and unearned income of up to $75,000/year and assets of $10,000 for an individual and $15,000 for a couple.  Spousal income is only counted in calculating the premium.  Individuals can benefit from retirement savings such as IRAs and 401Ks as these are excluded under the asset limits.  This feature encourages people to get higher level jobs that offer significant benefits.  Under the program's job loss category, consumers can retain Medicaid for up to a year provided they lost the job through no fault of their own and are seeking work.  The Medicaid Personal Assistance waiver is also tied to this coverage group, allowing Buy-In participants to access Personal Assistance Services beyond the traditional Medicaid income and asset limits.  

· Benefits Counseling:  At the time of program implementation, benefits planning services were offered statewide through a network of five benefits specialists and two senior benefits consultants.  
· Department Of Labor One Stops:  The Department of Labor provides extensive employment support programs through a network of CT Works offices throughout the state.  A number of these offices are co-located with the VR Agency offices. One-stop staff refers consumers to the appropriate programs within each agency.

At a CT Works Center, job seekers can learn to create a résumé, brush up on interview and networking skills, develop an education program, find solid job leads and get the tools, information and support they need to conduct their own job search or make a career transition.  One Stops can also identify and fund job training and apprenticeship programs. CT Works offerings are available online.

· Community Rehabilitation Providers:  These non-profit agencies provide both short term and ongoing supports for people with disabilities so that they can work in the competitive labor market.  The employment support services provided by these agencies are usually funded by state agencies such as the State VR programs, Department of Developmental Services, Department of Mental Health and Addiction Services and the State Department of Labor.   These partners are critical components of a Partnership Plus model, providing the follow-up services that may impact the sustainability of an individual’s work effort.

B.
Evaluation Design

1.     Key Research Questions Intervention will Address

For the final net-impact evaluation, the Social Security Administration asked the four states

to address the following two questions:
What was the effect of the benefit offset on employment, working above the SGA rate, and earnings?
For whom does each of the State-specific employment support interventions appear to be the most effective?
For the Process Evaluation, the states addressed four questions: 

What are the most effective methods of informing participants about the demonstration?
What are the most effective methods of obtaining their consent to participate in the project?
What are the most important problems and issues surrounding both the provision of the state-specific employment supports to project participants, i.e., benefits planning, and the integration of these services with the benefit offset, and the best solutions?  

What are the most effective methods of keeping participants informed of project activities and maintaining participation?
2.     SSA Requirements

SSA required an examination of BOPD participants’ earnings and employment within a random controlled experimental design. SSA and the four states identified three key outcomes to examine for BOPD participants in the test group compared to those in the control group for the impact evaluation: the employment rate, the percent working above SGA, and average earnings. SSA and the four states then identified specific subgroups in which to examine the same three outcomes.
Study Population and Analysis Subgroups used by all four states
Full Sample
The sample pool for this analysis was all eligible pilot enrollees, all of whom had at least eight valid quarters of post-enrollment Unemployment Insurance (UI) wage data, with the exclusion of those individuals who withdrew consent for data collection or died by the end of the timeframe of analysis (8 control and 5 treatment individuals). Data for these participants were included up until the quarter in which they withdrew or died.

Subgroups
The states agreed to provide analyses for specific subgroups, including the following:  
Baseline Medicaid Buy-In Participants. The "baseline Medicaid Buy-In" group consisted of all enrollees (treatment and control), who had ever been enrolled in the state's Medicaid Buy-In program, from the start of the Buy-In until the quarter that included their date of enrollment into the Pilot. The purpose of this subgroup was to examine effect sizes of the pilot among a sample of enrollees who had had any experience of enrollment in the state's Medicaid Buy-In program prior to enrollment in the BOPD. Connecticut’s Medicaid Buy-In program provides healthcare coverage for people with disabilities who are working (current evidence of work is an eligibility requirement for the Buy-In) who would not otherwise qualify for Medicaid coverage if it were not for their earnings from work. This subgroup is of particular interest to federal policy makers regarding potential interaction effects of a benefit offset and the Medicaid Buy-In work incentive for people with disabilities.

Baseline Under-Age-45 and Baseline-Age-45-And-Older. Subgroups based on age at date of enrollment, divided at age 45 years, were examined to see if the response of younger beneficiaries to the offset intervention was different from that of older beneficiaries.

Males and Females. Separate analyses were conducted for male and female subgroups to examine the possibility of differential outcomes for men and women.

Baseline Trial Work Period Completed. The “baseline TWP completed” subgroup consisted of those enrollees for whom SSA had documentation at the time of enrollment that they had completed their Trial Work Period. This population was of particular interest in the analysis of earnings above SGA, since this group consisted of individuals for whom earnings over SGA had the potential to immediately reduce or eliminate the benefit check in that month. (For all enrollees assigned to the treatment group, this meant that they were within the 72-month Extended Period of Eligibility, or EPE, used in this Pilot.) 

Baseline Earners. The "baseline earners" subgroup consisted of all enrollees (treatment and control) who had at least $1,200 in inflation-adjusted UI earnings during at least one quarter in the year prior to the enrollment quarter. This subgroup was inspired by Connecticut’s decision to initially target recruitment to those earning roughly half of the SGA rate prior to enrollment. It allowed us to examine whether participants fitting this profile would show different earning patterns after enrollment—the theory being that these individuals might be parking earnings and would therefore be more likely to take advantage of the offset. A function of this subgroup was to examine effect sizes in the absence of enrollees who had zero or negligible earnings throughout the year prior to enrollment, which might reduce effect sizes for the full sample.

Analysis Timeframe

The timeframe of analysis for the primary impact evaluation was from four quarters prior to the quarter of enrollment through eight quarters following the quarter of enrollment, for each individual. This time-range represents the maximum timeframe of valid UI data available for all participants in Connecticut’s demonstration, as of the date of this report. The earliest baseline outcomes included in the analyses were from the 3rd calendar quarter of 2004, and the latest post-enrollment outcomes included in the analyses were from the fourth calendar quarter of 2008.
Data Analysis Methods

We evaluated employment and earnings outcomes for the SSDI Benefit Offset Demonstration within a random-assignment experimental design. (Following informed consent, each enrollee was randomly assigned to a treatment or control group.) The demonstration sought to test whether the availability of a cash benefit offset resulted in differences in work-related outcomes, such as the probability of employment, mean earnings, and the probability of earnings above SGA.

Social Security Administration Net-Impact Evaluation Model

In examining Pilot impacts or outcomes for the full sample of enrollees, SSA requested both simple comparisons (uncontrolled for pre-existing baseline differences) of post-enrollment outcomes between the treatment and control groups, and regression-adjusted impact estimates (which controlled for pre-existing group differences in the specified outcome during the four quarters preceding enrollment).

For regression-adjusted impact estimates, SSA asked the states to estimate separate regression models for each quarter, from the quarter of enrollment to a period eight quarters after enrollment (nine separate regressions), for each outcome measure, with impact result summaries in graphs (displayed as differences between treatment versus control). For the two binary outcomes at each quarter, employment and working above SGA, logistic regression models were estimated and odds ratios and confidence intervals are reported. Ordinary least squares regressions were estimated for earnings at each quarter, which is a continuous measure. Results display unstandardized betas and standard errors.
In order to address the question of for whom the offset intervention was most effective, SSA requested regression-adjusted models for each of the subgroups described above in addition to the full sample of enrollees.
3.     Description of Data Sources and Adjustments
As described previously, participant data for recruitment were extracted from:   

1) The State Medicaid Buy-in Participant Database which is linked to the SSA Beneficiary and Earnings Data Exchange
2) The Benefits Planning, Assistance and Outreach Database
3) The Vocational Rehabilitation program participants 

Outcome Measures: SGA Rate, Average Earnings, and Employment Rate
To compare the earnings patterns of treatment and control groups, this evaluation utilized wage records from the state's Unemployment Insurance (UI) program that were equally available and reliable for the two groups, treatment and control. Earnings were adjusted for inflation.
Data Sources:  Outcome measures for employment and earnings for this analysis were derived from administrative wage records of the UI program, as of June, 2009. This information is submitted by employers to the state as quarterly wage reports, which are subject to state unemployment insurance laws and the federal employees program. Both public- and private-sector workers are included in this system. Omissions include earnings from self-employment or from out-of-state work (constituting the largest categories of non-covered earnings), and the following employee groups: elected officials, religious nonprofit organizations, charitable and educational organizations, unpaid family members, farm workers (with some exceptions), and some railroad employees. Because the UI system is mandated to collect data on all earnings directly from employers it is a highly reliable source of employment data. And to the extent it omits data, these omissions would apply equally to both the treatment and control groups and therefore should not affect the validity of the employment outcome evaluation. Although UI data does not include all earnings, it covers a large majority of wage earnings in each state and was used in this study as an economic indicator variable for group comparisons. Time lags in UI wage reporting by employers mean that the data is not considered complete, reliable, or valid until at least six months have elapsed past each quarter reported.

Time Conversion:  The earnings obtained from state UI records are in quarterly increments. Prior to analysis, calendar dates associated with each earnings record were converted on a person-by-person basis to time relative to the individual’s date of enrollment in the BOPD. Thus, for an individual with an enrollment date of August 20, 2006, earnings reports for the second, third, and fourth calendar quarters of 2006 were translated into reports for the first quarter before the quarter of enrollment, the quarter of enrollment, and the first quarter after the quarter of enrollment, respectively. For the group comparisons, all records for the first quarter after the quarter of enrollment were compared with other records for the first quarter after the quarter of enrollment, and so on. This temporal conversion allowed group comparisons of intervention effects over time for a program with rolling enrollments and for an intervention with multiple baselines by individual.

Inflation Adjustment:  All dollar values were adjusted for inflation using the Consumer Price Index for Urban consumers (CPI-U), with Calendar Quarter 3 of 2005 as the 100% reference value. That is, to keep outcome comparisons equivalent over time, all dollar amounts were converted into 2005 dollars, for the 3rd calendar quarter of that year, which was the first calendar quarter of enrollments for the Pilot.

Dependent Variables:  Three dependent variables were derived from quarterly UI wage data: SGA rate, average earnings, and employment rate. Average earnings were calculated across time and across individuals from the sum of reported UI earnings for each individual for each quarter. To obtain an SGA measure, for each quarter where UI earnings equaled or exceeded the standard monthly SGA level multiplied by 3, the quarter was coded as 1, and as 0 otherwise. Similarly, to obtain an employment measure, for each quarter where UI earnings exceeded $0, the quarter was coded as 1, and as 0 otherwise. 

4.      State Specific Evaluation Design

a.
Process Evaluation Design
Key Informant Interviews:  Telephone interviews were conducted with a total of nine key informants including administration staff (n=3), advisory group members (n=3), and benefits specialists (n=3). Key informants were asked to respond to the following six questions: 
1. What was your role in the CT BOPD project? 
2. What went well with the BOPD program? (What have been the major achievements of the program? What changes did it accomplish?) 
3. What was difficult or did not go well with the BOPD program? (What barriers or challenges limited or hindered the effectiveness of the program? 
4. What would you recommend doing differently? (What would have better supported or facilitated the program? What would have resulted in better employment outcomes for clients?) 

5. What impact did the BOPD have for clients you work with? (What did the program achieve for your clients or what changes did it accomplish for them? What impact did the BOPD have on employment outcomes including wages, benefits, hours worked, and job retention?) 

6. What impact would a permanent SSDI Benefits Offset have for clients you work with? (How would long term Benefits Offset program rules benefit your clients? What effect would it have on employment outcomes including wages, benefits, hours worked, and job retention?)
The key informant interviews were recorded verbatim by the interviewer and entered simultaneously into a Microsoft Word interview transcript. Each of the major open-ended questions from the key informant interviews was analyzed separately using the constant comparative method (Strauss & Corbin, 1998). Recurrent themes were noted, and the text was clustered under these themes until no new themes emerged.
Findings from the Key Informant Interviews are interspersed in Sections II and III below, when comments from the interviews specifically apply.
b.  Impact Evaluation Design
Randomization:  Participant selection is detailed above. Identification and Recruitment of Project Participants. The final dataset contained a total of 8787 eligible participants.  Using this dataset, a simple random sampling technique was used to generate the list of potential respondents.  The method is a fair way to select a sample, and it is reasonable to generalize the results from the sample back to the population.  The Excel randomization function was used to generate a random number for each individual.  These numbers were then sorted by ascending order, and each name of the list was given an identification number beginning with the number one.  This technique was used to randomly select and provide identification numbers for individuals from other programs which were subsequently added in the process of recruitment.
Key Outcomes:  The Connecticut evaluation sought to understand participants’ experiences with employment and the BOPD from their own perspectives. Connecticut surveyed participants at multiple time points up to two years after enrollment. Analyses looked both at changes over time within the test and control groups as well as differences between the two groups at each time point. The Connecticut surveys assessed the following domains: 

· demographics and health

· experiences with Benefits Counseling (from both participant and benefits counselor perspectives)
· employment supports (formal and informal)

· anticipated employment goals and success in achieving them

· current and prior work experience

· motivation to work

· work incentives and benefits

· overall impact of participating in the BOPD
Development of research and recruitment forms and materials:  Project materials related to the evaluation process included recruitment materials, such as the invitation letters and brochures, and all research instruments or forms.
  Development of these materials and instruments was a highly participatory process informed by:  

· Steering Committee composed of DSS/BRS project manager, project coordinator, benefits specialists, state agency staff (DSS, DMHAS, and DDS), policymakers, and consumers,

· Evaluators and policymakers from other states involved in similar projects,

· Key informant interviews with State policymakers, 

· Review of survey instruments and recruitment materials used in related state specific and national projects,

· benefits specialist review of recruitment and evaluation materials, and 

· Consumer pilot testing of recruitment materials (letter of invitation, FAQ brochure, and consumer surveys).  

In addition, the survey instruments: 

· Incorporated standardized scales and individual questions from related evaluations.  In some instances, modifications were made to align with the evaluation goals of the Connecticut demonstration project.
· Included questions to address specific issues expressed by the Steering Committee, consumers, and other involved state employees.

The specific questions and their sources are described in detail with their data in Section III.I.3.b below.

Data Collection:  Data were collected at multiple time points from study participants via telephone interviews and from the benefits specialists via a self-administered questionnaire.  The research team completed a baseline interview immediately after enrollment, followed by interviews at 3, 6, 9, 12 and 24 months post enrollment. 

Table 1 – Survey instruments

	Name of form
	Time administered
	Information obtained

	Form 2
	From one to 3 months after the letter of invitation was sent
	A random selection of people who were sent information regarding the BOPD but who never called the 800 number. Consumers were asked the reason why they had not called the number and a general question regarding benefits and working and the likelihood of their working within the next 12 months.

	Form 5
	After benefits specialist had met with consumer
	benefits specialist’s evaluation of consumer’s motivation to work or to increase hours (if already working); benefits specialist’s evaluation of the challenges facing that individual in order for them to work; For treatment group only – how important is the BOPD for reaching their employment goals.

	Form 6
	Anytime (up to two weeks) after a consumer withdraws from program after enrolling 
	Determines when the consumer decided to withdraw; Consumers were asked the reason why they decided to withdraw and questions regarding the clarity of the information that they received. All were also asked a general question regarding benefits and working, and the likelihood of their working within the next 12 months.  For those who met with the benefits specialist and then withdrew, questions were asked to evaluate their meeting with the benefits specialist in terms of helpfulness of the information obtained.

	Form 7

Baseline Interview
	One day to two weeks after the consumer is enrolled in the BOPD
	For those enrolled in the program, this interview included: an evaluation of their meeting with the benefits specialist; information regarding the consumer’s employment status and future work plans; two scales, the Motivation to Work Scale and the Work Incentives Scale; a list of supports and the importance of these supports to the consumer in terms of reaching their employment goals; and demographics including type of disability and type of job held prior to the disability.

	Form 8

Q. 1
	3 months after baseline interview
	Consumers reported any changes in their job status, increase in hours or pay, change of job, obtaining a job (if previously unemployed), or loss of job.  Consumers were asked if these changes were reported to the Connect to Work Center, and if any of these changes affected their SSDI cash benefits.

	Form 8

Q. 2
	6 months after baseline
	Same as Q 1.

	Form 8

Q. 3
	9 months after baseline
	Same as Q 1.

	Form 9

12-month interview
	12 months after baseline interview
	Consumers reported any changes in their job status, increase in hours or pay, change of job, etc. (same information as from quarterly interviews) and then all of the same information obtained at the baseline interview. 

	Form 10

24-month interview


	24 months after baseline interview
	Consumers reported any changes in their job status, increase in hours or pay, change of job, etc. (same information as from quarterly interviews) and then most of the same information obtained at the baseline interview (but not including the list of supports).


Analysis of state specific data:  All of the interview tools were set up on a Microsoft Access data base, allowing the interviews to be entered into the data base as the interviews were conducted.   After data collection was complete, the data were converted to SPSS version 16.0, a 
statistical software package designed for both simple and complex analysis.  Data were analyzed using descriptive, bivariate, and repeated measures analysis.  Content from these open-ended questions were analyzed using standard qualitative analysis and constant comparative techniques (Glaser & Strauss, 1967; McCracken, 1988).  

Section II.  Process Evaluation Results
I.
Recruitment Process and Findings

A.
Identification of the Target Population

As described above, the target population was recruited from three sources: the Medicaid Buy-In program, people who had received benefits counseling through the BPAO program, and the VR program. Initially the program targeted only those who had earned at least $400, approximately half of SGA at the time, in one month during the quarter preceding recruitment. However, recruitment was subsequently opened to anyone within these three programs to reach the targeted number of participants.
B.
Methods Used to Provide Target Population with Information on the Project

The BOPD used several methods to provide information on the project to the target population, as described above. Further detail on these methods is provided here. Because the enrollment target was only 250 participants, methods were generally limited to the following:  

Outreach Letters: Letters were sent to individuals meeting criteria for selection for the demonstration project who were on Connecticut’s Medicaid Buy-In program and those who had received benefits counseling.  We also used part of our third pool, the BRS population.   These letters contained relevant information regarding the purpose for the pilot and services that could be received as a participant  When response was slower than anticipated, a second “altruistic” letter was developed that stressed the importance of the project and how their participation could influence future Social Security work incentive changes that would help many people receiving SSDI in the future who wanted to work.  Response went down when this letter was used so we switched back to the original letter.  

Initial Contact:  Potential participants were given a phone number to call if they had questions or wanted to learn more. When they called, they were offered the opportunity to attend a one-on-one individual session with a benefits specialist where they would be given information on the benefit offset. Little additional information was given through this initial phone contact and individuals were strongly encouraged to set up a meeting with the benefits specialists.  It was our belief that when people attended a one-on-one meeting, they would be more likely to agree to participate. 

Informational Meetings:  Potential participants attended an information meeting with a benefits specialist.  If they made the decision to participate, they received their random assignment during their meeting and were offered the choice of coming for a second session for their benefits counseling or having it that day.  All Test and Control group members received appropriate benefits counseling.  If they did not make a decision, they were offered another opportunity to come in and meet with the benefits specialist.  
Although the original plan included the option of a group format to explain the offset, Connecticut’s BOPD never used this option.  Because response was not as high as we had expected, all potential enrollees attended one-on-one meetings.

Follow Up Letters:  Because sufficient numbers of individuals from our Medicaid Buy-In and BPAO program did not respond to the first round of letters, a follow up letter was sent. 

Agency Training and Outreach:  BRS staff were informed about the project since many BOPD enrollees would have connections with the agency.  They were asked to encourage participation when anyone let them know they had a received an invitation letter.  A letter was also developed to send to community providers and other programs/agencies explaining the project.  The letter provided a number to call for further information if they had questions and it requested that agencies encourage participation if consumers came to them about receiving letters.

Direct Outreach through Benefits Specialists:  The benefits specialists outreached directly to members of the target population in two ways:  presentations and one-on-one meetings.  
· Presentations: Benefits specialists regularly present in different community forums about the benefits counseling program and community supports that would help with employment and asset building.  The presentations were modified to promote BOPD, briefly explaining the BOPD purpose and enrollment steps.  

· Individual Meetings:  Benefits specialists routinely meet one-on-one with Social Security beneficiaries.  When meetings occurred with individuals in the random sample, regardless of whether they had received the outreach letter, the benefits specialist promoted BOPD and offered enrollment options.  
C.
Outcomes of Recruitment process including data on reasons for not responding to recruitment efforts

Data on recruitment and enrollment are displayed below in Section II.II.C in Figure 2.  
Follow-up calls were made to those people who received the letter of invitation to the BOPD but did not respond.  These people (n=75) were randomly chosen from the list of non-responders.  The first question asked was why they had not called the 800 number to schedule an appointment with the benefits specialist.  In many cases more than one response was recorded, therefore the results presented here represent the total number of responses (n=91).  Responses were varied and included not remembering receiving the letter or forgetting about it (25%), not being able to work because of their disability (26%), and not wanting any change in their present situation or not wanting to jeopardize their benefits (20%).  About nine percent of those who responded said that they were not in a position to work more hours, either because no more hours were available at their job or because of their disability.

[She] works 3 days a week and 5 hours per day.  This is all she is capable of doing.  She is mildly retarded and had hip replacement surgery, so she is not able to do anymore than she already does.

I am working as many hours as I possibly can.  I don't have any physical impairments, but I do have psychiatric problems, and the part-time job I have now is all I am capable of dealing with.
Over one-third (36%) of the participants did not want to participate in the project for other reasons.  Involvement in family caregiving, transportation issues, and possibly moving out of state were some of the responses.  Another reason was being too busy to get involved.  A few of the responses were from those who were not in agreement with what they understood to be the premise of the project.

What?  For every dollar you work for, you only get 50 cents.  No wonder more people didn't respond.  Believe me if my body could do it, I'd be working a full-time job and not having to deal with this SSI.  I need a kidney transplant - also have a heart condition and hip and knee replacements.  My body would not let me work any more than I can do right now.

Figure 1. What were the reasons you did not make an appointment with the Connect to Work Center?
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D.  
Participants’ Experience with the Recruitment Process 

Participants who were satisfied with the recruitment process did not tend to comment about it. Some participants did describe the difficulties with the recruitment process during their telephone interviews with evaluation staff including lack of information, coordination problems, and transportation.
.
I thought the letter was misleading because it didn't mention anything about eligibility.  For example, when I spoke with the Connect to Work Center is when they told me that I was probably not eligible because of my trial work period.

I really do want to participate in the program.  I called and signed a form saying that I wanted to participate and then no one followed up with me.  I never really met with the benefits specialist.

Transportation is a huge problem which is why I never did meet with the benefits specialist.  I would like to work more hours and hours are available to me except they want me to work at night and I have to rely on the bus which is not always available at night.

E.
What Worked Well for Recruitment
Connecticut’s BOPD recruitment design included some elements that are worthy of consideration, including the following: 
· Staggered mailings:  Mailing recruitment letters out in batches throughout the enrollment period  allowed project staff to respond in a timely way.

· Variable Mailing Targets:  Basing size of mailings on response rate allowed for adjustments to control work flow while still meeting goals for numbers of enrollees.
· Message:  Invitation letters that emphasized how the consumer would benefit from participating in the project received a better response than those that were altruistic, explaining how their participation might lead to future changes in SSA work incentives.

· Follow Up Letters:  Follow up mailings picked up additional participants
· Open-Ended Enrollment:  An open ended invitation to join with no time limit worked best.  The invitations were worded to say that participation is limited.  Initially, the BOPD had a five week time limit to respond to our invitation letters, but this was later dropped.  Those who were impacted by the five week limit were contacted to let them know they could still participate.

· Direct Promotion by Benefits Specialists:  Benefits specialists talked about the BOPD with clients whom they were working with in person, by phone or because they were completing benefits planning follow up, as long as those individuals were part of the random sample.  
· Case Manager/Provider Involvement:  Case managers and/or providers were provided with information and encouraged to assist individuals who received letters in responding, learning more about the project and setting up appointments.  They could do this either through the triage person or by direct contact with the benefits specialist.   If the case manager did not have a specific person in mind, they were asked to encourage any consumers who received letters in the future to enroll in the project.  They were asked to call the toll-free number when one of their clients received a letter.  

· Single Point of Contact:  Having a single point for first contact allowed for good control over the flow of referrals to the benefits specialists and for information to get to the research team.

· Access to BPQYs: Obtaining BPQYs from SSA’s AWIC was efficient and timely. 

F. 
What Didn’t Work Well
Connecticut’s BOPD team also learned some valuable lessons about recruitment strategies that did not work as well, including the following:
· Changing Requirements: After Connecticut’s project had been designed, SSA changed its requirements to a 72 month period of extended period of eligibility.   The 72 month period eliminated many people who had been earning between half and just below SGA, which was Connecticut’s intended target population.  These were people who had a work history over a period of years, and Connecticut’s proposal hypothesized that this group was the most likely  to want to work more hours or increase their wages. 
· Time Limits for Responses:  Setting any time limits for responses to letters or to decide on participating in the project was a problem because our pool size was much smaller due to the 72 month rule.  

· Snapshot Approach:  Within the three recruitment pools, the BOPD used a “snap shot” approach, meaning that eligible individuals needed to be active in the recruitment pools during a limited date range.  A “snap shot” approach for picking our pools did not work well as we needed to expand our pools due to the 72 month rule.

Key informants commented on some of these difficulties as well. According to the key informants, difficulties were mostly due to the change in rules that occurred in the beginning of the project and impacted eligibility. This made it difficult for benefits specialists to correctly interpret the rules for the consumer and affected who was eligible and how long the benefit offset lasted.

Enrollment was a nightmare because they changed the rules at the beginning of the project. Because of that many people were excluded from the program. Eligibility changed and those who might have been great candidates were closed out. That was a major problem. 

Program changes involving eligibility resulted in an extended enrollment period. Key informants described the selection of participants during that period as time consuming and burdensome for those involved. A large number of people were eligible to participate in the program, but a low percentage participated. Lack of participation was due in part to fear of losing benefits and was disappointing because fewer participants than anticipated agreed to be part of the research. 
Outreach took a long time. We had different subgroups that we were going to offer the program to but because we found out a lot of people that were interested weren’t eligible [a result of the project rules changing] we had to reach out to more people. We also had to extend the enrollment. 

The selection process caused problems. Recruitment and meeting with folks was cumbersome. The process was more difficult than it needed to be. It took a while to get close to the number of people that were needed. Those that chose the control envelope would have benefited from the test group and many who picked the control group viewed it as a loss and didn’t want to participate. 

The bad part was there were very few participants who got on board and that’s where we failed. Only a small percent participated in the research and were confident that they wouldn’t lose their benefits.
G.
Lessons learned for BOND
Beyond the lessons that can be learned from what worked and what did not work, there are some higher level considerations for BOND.  

· Clearly Define the Parameters:  The project parameters for BOND need to be clearly defined and understood prior to designing the recruitment and outreach strategies.  As experienced in Connecticut, one change in eligibility criteria can impact the entire project.  

· Build Trust:  Individuals making decisions about enrolling in BOND need to trust that the project will do no harm.  This means having a fully developed network of benefits specialists available to answer questions prior to enrollment, and an easy way to access those resources.  

· Keep it Simple:  Keep the messages simple, as well as the process.  This will help to alleviate fears, and encourage participation by a broader audience.  The message should be focused on the individual, rather than focusing on the greater good.  
II.
Enrollment Process and findings

A.  Description of enrollment process and informed consent process

Enrollment Process

1.  
Point of entry

Individuals who responded to the recruitment letter met with one of five benefits specialists throughout the state of Connecticut.  These benefits specialists were already working with the Connect to Work Center and had experience enrolling consumers in the BPAO project. Enrollment typically occurred during the initial session, where general information was provided on BOPD and traditional work incentive rules.  After the benefits specialist explained the BOPD program and answered any questions, individuals decided whether or not to enroll in the program.
2.  
Informed consent

All individuals who agreed to enroll signed an informed consent form which explained the BOPD and the program evaluation, including the telephone survey component. The informed consent also explained the program confidentiality and how their personal information would be protected. Enrollees signed the informed consent before randomization into the study groups occurred.  Benefits specialists received training in all aspects of the project and were able to provide consistent information to individuals enrolling in the project.  The benefits specialists reviewed the informed consent forms with potential enrollees. 
3.  
Randomization

,Randomization into test and control groups took place immediately after enrollees signed the informed consent form.  The benefits specialist had sealed envelopes that contained assignments to either the test or control group.  The consumer chose an envelope from a group of envelopes and immediately learned their program status..

4.  
Notification of treatment or control group

The benefits specialist notified the program participant of their status during this initial meeting.  They were given written information on their group assignment and what it meant.  At this time, the benefits specialist  also worked with the program participant to ensure that they had access to the other state specific employment support programs, i.e. access to VR counseling and The Ticket to Work, the Medicaid buy-in and Benefits Counseling through the Connect to Work Center.

5.  
Disenrollment

During the initial enrollment meeting with the benefits specialist, potential project participants were informed of the process for leaving the project before the end of the demonstration.  Participants were asked to provide a written request to the project coordinator asking to be removed from the project.  Those participants disenrolling were also informed of any resulting changes to their benefits and work incentives status and were offered follow-up benefits counseling.  

6.  
End of demonstration

Project participants were told that they would be notified of the end of this demonstration.  They would receive information from SSA in writing about the status of their benefits and work incentives and be provided an opportunity to review any written reports regarding the information developed from this demonstration.
B.  
Characteristics of Enrollees

Table 2 displays the baseline characteristics of the enrollees, divided by the Benefit Offset Group (the test group) and the Control Group. Results of statistical tests for differences between test and control groups are displayed in the last three columns of Table 2. The two groups do not differ on gender, age, race, impairment type, or educational background. They are also comparable on the percent of each group in the baseline earner, completed TWP, and Medicaid Buy-In subgroups. Finally there are no differences between test and control groups in their pre-enrollment employment status, pre-enrollment earnings, or (except for one quarter) their likelihood to have worked above SGA in the four pre-enrollment quarters, demonstrating that the randomization of the sample was successful.
Just over half of the participants were female and in the 45-54 or 35-44 age groups. About 80 percent were white. Participation in entitlement programs covered a wide range of years and was spread fairly evenly between categories. More than half had a mental disability as their primary impairment and very few had an intellectual disability. Almost three-quarters had education beyond high school. Over 60 percent had earned at least half of SGA in one or more quarters of the previous year and almost 60 percent had completed their Trial Work Period before enrolling in the BOPD. Seventy percent had participated in Connecticut’s Medicaid Buy-In program pre-enrollment. During the four quarters before enrollment, about 60 of the participants were employed and about 20 percent earned above SGA in any given quarter. Averages wages increased over the year preceding enrollment from about $1200 in the fourth pre-enrollment quarter to over $1700 in the quarter just before enrollment.
	Table 2.  Baseline Descriptive Statistics of Beneficiaries, by Group

	
	Benefit Offset Group
	Control Group
	Difference

	
	%
	N
	S.E.
	%
	N
	S.E.
	Estimate
	S.E.
	P-Value

	Female
	52
	65
	4.45
	61
	77
	4.33
	-9.0
	6.21
	0.147

	Male
	48
	61
	4.45
	39
	50
	4.33
	9.0
	6.21
	0.147

	
	
	
	
	
	
	
	
	
	

	Ages 34 and younger
	14
	17
	3.09
	9
	12
	2.54
	5.0
	4.00
	0.211

	Ages 35 to 44
	25
	31
	3.86
	28
	36
	3.98
	-3.0
	5.55
	0.589

	Ages 45 to 54
	43
	54
	4.41
	43
	55
	4.39
	0.0
	6.23
	1.000

	Ages 55 and up
	19
	24
	3.49
	19
	24
	3.48
	0.0
	4.93
	1.000

	
	
	
	
	
	
	
	
	
	

	Race

Non-White
	21
	27
	3.63
	20
	25
	3.55
	1.0
	5.08
	0.844

	
	
	
	
	
	
	
	
	
	

	Years Since Entitlement
	
	
	
	
	
	
	
	
	

	2 or less
	18
	22
	3.42
	24
	29
	3.79
	-6.0
	5.11
	0.240

	More than 2 and less than 5*
	33
	41
	4.19
	18
	22
	3.41
	15.0
	5.40
	0.005

	5 to less than 8 years
	25
	31
	3.86
	26
	31
	3.89
	-1.0
	5.48
	0.855

	8 years or more
	25
	32
	3.86
	32
	38
	4.14
	-7.0
	5.66
	0.216

	
	
	
	
	
	
	
	
	
	

	Impairment Type
	
	
	
	
	
	
	
	
	

	Musculoskeletal
	8
	9
	2.42
	13
	13
	2.98
	-5.0
	3.84
	0.193

	Neurological
	15
	17
	3.18
	10
	10
	2.66
	5.0
	4.15
	0.228

	Intellectual Disability
	1
	1
	0.89
	4
	4
	1.74
	-3.0
	1.95
	0.124

	Mental Disability
	59
	65
	4.38
	55
	56
	4.41
	4.0
	6.22
	0.520

	All Others
	17
	19
	3.35
	18
	18
	3.41
	-1.0
	4.78
	0.834

	
	
	
	
	
	
	
	
	
	

	Education
	
	
	
	
	
	
	
	
	

	Less than HS
	5
	6
	1.94
	4
	5
	1.74
	1.0
	2.61
	0.701

	High school or GED
	25
	31
	3.86
	25
	32
	3.84
	0.0
	5.44
	1.000

	More than HS
	71
	89
	4.04
	71
	90
	4.03
	0.0
	5.71
	1.000


*p < 0.05
	Table 2. (cont’d) Baseline Descriptive Statistics of Beneficiaries, by Group

	
	Benefit Offset Group
	Control Group
	Difference

	
	%
	N
	S.E.
	%
	N
	S.E.
	Estimate
	S.E.
	P-Value

	Baseline earner ($1200/ quarter in at least one of 4 quarters before enrollment
	68
	86
	4.16
	64
	81
	4.26
	4.0
	5.95
	0.501

	
	
	
	
	
	
	
	
	
	

	TWP Completed before enrollment
	56
	70
	4.42
	60
	76
	4.35
	-4.0
	6.2
	0.519

	
	
	
	
	
	
	
	
	
	

	Medicaid Buy-in Participant before enrollment
	70
	88
	4.08
	72
	91
	3.98
	-2.0
	5.70
	0.726

	
	
	
	
	
	
	
	
	
	

	Any Earnings t-4
	60
	75
	4.36
	53
	67
	4.43
	7.0
	6.22
	0.260

	Any Earnings t-3
	65
	82
	4.25
	58
	73
	4.38
	7.0
	6.10
	0.251

	Any Earnings t-2
	66
	83
	4.22
	61
	78
	4.33
	5.0
	6.04
	0.408

	Any Earnings t-1
	67
	84
	4.19
	63
	80
	4.28
	4.0
	5.99
	0.504

	
	
	
	
	
	
	
	
	
	

	SGA Earnings t-4
	15
	19
	3.18
	19
	24
	3.48
	-4.0
	4.72
	0.396

	SGA Earnings t-3*
	10
	13
	2.67
	22
	28
	3.68
	-12.0
	4.54
	0.008

	SGA Earnings t-2
	21
	26
	3.63
	19
	24
	3.48
	2.0
	5.03
	0.691

	SGA Earnings t-1
	23
	29
	3.75
	24
	31
	3.79
	-1.0
	5.33
	0.851

	
	Mean
	N
	S.E
	Mean
	N
	S.E.
	
	
	

	Mean Earnings t-4
	1182
	126
	135
	1268
	127
	159
	-86
	-24
	0.68

	Mean Earnings t-3
	1228
	126
	120
	1409
	127
	158
	-181
	-38
	0.36

	Mean Earnings t-2
	1534
	126
	160
	1400
	127
	154
	134
	6
	0.55

	Mean Earnings t-1
	1648
	126
	162
	1813
	127
	221
	-165
	-59
	0.55



[image: image2]
C. Data on Enrollment Process

Figure 2 above displays a flow chart explaining the enrollment process and related data. The combined randomized recruitment databases contained 8787 potential participants, 6726 of whom were sent letters of invitation. Thirteen percent (n=887) of those invited called in response to the letter and 792 agreed to be contacted by a benefits specialist. Of these, 258 either declined to participate or could not be reached. Another 269 wanted to participate but were ineligible because they had already exceeded their EPE. The remaining 265 enrolled in the BOPD, 138 drew the control envelope and 127 drew the test group envelope. 

D.  
Participants Experience with Enrollment Process 
Many of the participants who drew the control envelope expressed severe disappointment. Even though the random assignment process was explained thoroughly before participants signed the consent form, a number of people withdrew immediately when they did not get assigned to the test group.

I was very upset not to be in the treatment group - I think it is not to my advantage at all to be in the program if I cannot benefit from it.

I was very disappointed because I thought that once in the project I would be able to earn more money without having benefits affected.

E.  
What worked well

Connecticut’s BOPD enrollment process included some elements that are worthy of consideration, including the following: 
· Obtaining BPQYs:  Obtaining BPQYs to determine eligibility within the 72 month window avoided enrolling people who had finished trial work more than six years ago and would have to be disqualified.  
· Release of Information:  Intake/triage person sent a release with self addressed, stamped envelope that consumer was instructed to send to the benefits specialist so that they could obtain a BPQY before the meeting.

· Follow Up Call:  The benefits specialist called the person to remind them to send the release back so they could get the SSA information and then schedule an appointment.

· Follow Up:  Follow up by the benefits specialists when participants had good reasons for having to delay participation decisions increased enrollment. 
· Immediate Enrollment:  Being able to immediately enroll a participant without waiting for a CDR worked well.  Unfortunately, in Connecticut’s experience, this was only a small number due to our outreach design.

· Flexibility: Flexibility in allowing benefits specialists to handle initial process/complete triage form when they received the first calls from responders (people they knew already because they had previously done benefits counseling with them) eliminated “hurdles” for consumers responding to the invitation while still meeting the research needs for consistency and complete data.  

· Follow Up:  If consumers had trouble deciding about enrollment they were informed that the offer was time limited and they had one month to decide.  Benefits specialists followed up after 2 and 4 weeks. If they still had not decided by the second phone call, they were considered to have refused.  If they couldn’t be reached by phone, a "can't reach" letter was sent.  If no response, they were considered to have refused.  For those with good cause, such as a trip, upcoming surgery, or other medical issues,  possible participation was held until the end of the enrollment period.
· Comparative Descriptions:  Prior to random assignment, everyone was given a comparative description of traditional work incentive and BOPD rules.

· Immediate Access to Benefits Counseling: Once assigned, both test and control group members received full benefits counseling sessions so they understood either the BOPD or traditional SSA work incentive rules, depending on their group assignment.

· One Session:  Doing one-on-one orientation, enrollment and benefits counseling in one session allowed for more efficient use of time on the part of both the benefits specialists and the consumers.  Many consumers had difficulty with transportation or having support people attend sessions with them.  These difficulties were minimized by having one session.

F.  
What Didn’t Work Well
Connecticut’s BOPD team also learned some valuable lessons about strategies that did not work as well, including the following:
· Enrollment without Obtaining BPQYs:  Initially, project staff spent excessive time providing information on the project to people who were not going to be eligible for it because of the 72 month window.  This was an inefficient use of time and was disappointing to consumers whom, after receiving all of that offset information, found out that they couldn’t access the offset.
· Time Delay in Accessing the Offset:  Some test group members, in spite of being told that they would not be able to use the offset the month that they drew their random assignment and should not increase their earnings immediately, did so any way.

· Work Reviews:  During enrollment, SSA often needed to conduct work reviews to determine if someone fell within the 72 month window.  This process was lengthy, often taking months to complete.  It was also a closed process, so it was difficult to get a status update on CDRs for specific cases.  These factors had an impact on enrollment, choices about earnings, and also on the information necessary for accurate benefits counseling, particularly related to the length of time that an individual could use the offset.  
· Impact on Credibility:  Because participants viewed the BOPD staff as the “face” of this project, representing SSA, benefits specialists were concerned about issues with credibility and trust when it took months to determine eligibility or mistakes on eligibility were made by SSA.  It was difficult for consumers to understand that BOPD staff did not have control of the reviews that were being done and that it was extremely difficult to get accurate information in a timely way. Both the benefits specialists and the project coordinator received many calls from upset consumers and could not provide the information they needed.
G. Lessons learned for BOND
Beyond the lessons that can be learned from what worked and what did not work, there are some higher level considerations for BOND.  

· Benefits Counseling:  It is critical that potential participants understand how their earnings will affect their SSDI.  
· Many people will need to speak with and/or meet with someone to  review the impact of earnings on their cash and medical benefits. 
· Significant numbers of consumers will not understand how to use a web based calculator.  
· Potential participants need to understand the full range of incentives for using the offset.  Quality benefits counseling must be available as participants will need to know how earnings and SSDI changes affect other benefits they are receiving.  They also may become eligible for other benefits such as Medicaid Buy In programs, use of Earned Income Tax Credit, Individual Development Accounts, etc.  

· Ongoing Support:  Participants need to trust that there will be staff that will work with them throughout the offset program and that they are not taking a large risk by participating.
III.
Administration of Intervention
A.  Description of how each component of intervention was implemented
Benefits Counseling Services:   Benefits specialists were very much a part of the planning process for the BOPD, including development of written materials and script.  As a result, they were familiar with all aspects of the project.  This familiarity increased their confidence and ability to provide information to consumers.  After enrollment and random assignment, enrollees were offered the opportunity to have benefits counseling during that same session.  Virtually all enrollees preferred this to coming back for a second session for their benefits counseling. 

 The interaction between the Benefit Offset and other benefits was fully explored.  Case scenarios were developed that benefits specialists could use during their enrollment/benefits counseling meetings to explore the impact of the Benefit Offset on state supplement, housing, and waiver services, among others.  Benefits specialists had a rehearsed script that provided the structure needed to explain BOPD, complete the enrollment process and do benefits counseling based on which research group the participant chose.  They were also prepared to provide examples based on the individual’s own earnings scenario if that was preferred.  

CDR Waivers:  All potential BOPD enrollees were informed of the CDR protections available to test group participants.  This was an incentive for those individuals who had conditions that could improve, might be cyclical, etc.  Generally, waiver of CDRs matters most to people who are on benefits due to mental illness.  It is often difficult for these individuals to get on benefits and they are very concerned about maintaining their attachment to their benefits because many of them do have periods of improvement and relapse.  

Benefit Offset Waivers:  The Benefit Offset itself was explained in detail prior to random assignment.  Concrete examples in writing helped people understand how the offset would work.  Benefits specialists reviewed traditional DI rules so that people understood what would happen to their benefits if they did not use the offset.  They then were able to compare what incomes would look like if on the offset vs. under traditional rules.
B.  Drop-outs during project and reason for drop outs (data on timing and characteristics of those who dropped out of the project, and reason for dropping out).

Participants who withdrew from BOPD
Participants who wanted to withdraw completely from the BOPD returned a signed form to the benefits specialist stating that they no longer wanted to participate and that the BOPD evaluation should stop tracking their administrative data and contacting them for interviews as of the date on the form. Only one test participant and eight control participants submitted a withdrawal form. The test participant and seven of the control participants withdrew before the first post-enrollment quarter; the remaining control participant withdrew before the fourth post-enrollment quarter. 

Five BOPD participants (4 test, 1 control) died during the two year follow up period. Two died between the third and fourth post-enrollment quarters and 3 died (including the one control death) between the sixth and seventh post-enrollment quarters.

The evaluation included administrative data for the withdrawn participants and those who died, up to the quarter during which they withdrew or died.
Self-report interview response rate

While only nine officially withdrew from BOPD and five died, a small additional group refused to complete all of the self-report interviews or were lost to follow up. The evaluation included all administrative data for the latter group. As seen in Figure 3 below, a total of 265 clients originally enrolled in the study (127 treatment and 138 control).  Of the 265 individuals who enrolled in the study, 82% (n=217) continued in the study for the full 24 months. This number includes those who submitted an official withdrawal form or who died in addition to those who refused the interviews.
Reasons for attrition included voluntary withdrawal (n=22), death (n=5), no longer eligible (n=6), and unable to contact (n=15).  All but one of the 22 participants who voluntarily withdrew or declined further participation were from the control group, including 12 control group participants who withdrew immediately or before contacted for their baseline interview.  This trend continued for the length of the study:  91% of the treatment group (n=115), versus 74% of the control group (n=102), completed interviews for the full 24 months.  Completing the interviews was voluntary, and participants were free to withdraw for any reason at any point in the study.   

Figure 3. Completed interviews by time point
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Researchers followed up with 295 people who dropped out of the program at any point in time.  Forty-three percent of the people who were interviewed dropped out after they had spoken only one time to a member of the project team.  Twenty-seven percent of those who declined participation did so after speaking over the phone with the benefits specialist or did not respond to the benefits specialist efforts to reach them.  Reasons given in this interview for withdrawal or decline of participation included inability to work or earn more than SGA (41%); lack or missed communication with the benefits specialist (17%); and fear of losing benefits (10%). Four percent either dropped out or did not enroll either because they had picked, or anticipated picking, the “control envelope.”  Several individuals who called the number thought that the project had to do with providing help in finding jobs.        
John works 15 hours a week.  That is all he can do.  He has chronic schizophrenia.  If he works more and loses his benefits, we [aunt and uncle] pay $250/week for his medications.

I didn't understand what would happen after the year.  Would I suddenly be making more money and then be penalized after the study was over?

I was very upset not to be in the treatment group.  I think it is not to my advantage at all to be in the program if I cannot benefit from it.

C.  Relationship between state pilot staff and SSA staff during administration of intervention

Once enrollment started, it became evident that there were major problems with the six year period of Extended Eligibility.  Work development needed to be done on almost every person interested in enrolling in the project.  Half of the consumers who wanted to enroll in the project were unable to participate once work development was completed.  Consumers were left, often for months, not knowing if they were within the six year window for eligibility.  This also used up some of the time that individuals would have had to actually use the offset since it took so long to figure out where (or if) they fell within that six year window.

State staff initially had no one in Baltimore to contact who actually worked the cases so could not have a discussion on the status of a specific case.  The project officer in Baltimore made efforts to follow up on consumers, but lack of direct communication made it much more difficult to get and provide information. State staff had to make the decision to have people wait for their enrollment/benefits counseling appointment until it was determined that they were within the six year window.  Otherwise, consumers could have lost eligibility for DI if they earned above SGA and then were found to be outside the eligibility window.

Once consumers enrolled and increased their earnings above SGA, this was reported to Baltimore.  Until designated staff was assigned to this project, the response time from Baltimore was often many months.  In the mean time, consumers accumulated large overpayments because their DI checks were not adjusted.  This was a very difficult time period for state staff and the consumers using the offset, many of whom understood the overpayment issue and were very concerned about how much money they were going to owe back to SSA.  Project staff tried to encourage them to continue earning above SGA and to try to save the money they would owe back so that they could repay without difficulty.  

Once a designated staff person became available, the time period needed for adjustments improved immediately.  There were increased delays whenever the staff was rotated out and new people came in to work on the project, as there was a learning curve.  Although there are still issues with “incorrect” payments and overpayments, they are mostly for shorter periods of time: a few months as opposed to early in the project when it could take many months and sometimes over a year.  

The designated staff has been very supportive of the project.  They return phone calls and emails and are knowledgeable of what is going on.  They have made a huge difference in how this project has ultimately functioned.  

 D.  Issues with phase-out process specified by SSA

There have been ongoing concerns about who would provide supports to consumers using the offset once the project ended.  It appeared that the project staff would need to continue to provide significant supports even though the funding would have stopped.  An extension of the annual award for each of the last two years has allowed us to be compensated for the significant time that continues to be spent on the project. SSA decisions to extend funding have been made just prior to the awards ending.  To date, all of the participating projects continue to have concerns about who will provide supports to those still eligible for the offset.  Our current award extension ends in March and if there will not be another extension, we would like to prepare beneficiaries for the changes in reporting that they will need to know.  The projects did not have any information or significant dialogue with SSA around planning for project completion.
There have been issues with local SSA offices knowing very little about the project and with the Payment Center taking inappropriate action on offset cases.  There is continued concern about how SSA will continue to provide the needed supports once offset funding stops.  Participants are in contact with project staff to report earnings, to resolve other resource and benefit concerns they have beyond their SSA benefits, to report job losses so their benefits may potentially be adjusted, and to provide annual estimates and end of year earnings documentation.  Project staff encourage participants to continue working and earning above SGA and, as needed, refer them to programs such as the State VR agency, which can help them with problems on the job or finding a better paying position.  Sometimes they need to be reminded of the employment supports that are available to them and that they have used in the past.   Project staff builds a trusting relationship with those using the offset.  Consumers who have that kind of relationship are less fearful and more likely to stay in contact regarding important changes in their earnings and other relevant life circumstances.  They are also more likely to increase their earnings above SGA.

E.  Participants’ experience with administration of intervention 
At each time period, each participant was asked whether they felt that participation in the BOPD had any impact on their job or their employment in general.  At every time period, the differences between treatment and control groups was significant (p=.000). 

Figure 4. Did participation in the BODP have any impact on your job or employment? (yes responses)
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Remarks from people who were in the treatment group included:

I think it would be great if they continued this program.- I was able to see if I could increase my hours - and I was able to do this - but it was nice because I didn't feel that I had to do all or nothing.  In other words, I was able to try extra hours without jeopardizing my benefits and I was able to increase gradually. This has given me the confidence to try to get back to full time work which is my goal. 
It gave me the momentum to pursue this - I am so thankful because I was always so afraid of losing my benefits - This has given me an opportunity to improve myself without losing benefits. I can't wait to start working at this new position as a medical transcriptionist.
Well I would like them to know that it was invaluable as far as the anxiety and security and worry -"will I have my benefits" - It gave me the opportunity to explore my potential - it helped me through the period of time when I was only working a little to the point where I will have a full time job with total benefits - this is so important.

Participants in the control group were very pessimistic about their successes particularly because of the limitations in earnings as a result of being in the control group.

There is absolutely no value in being in the control group - but we are essential to the research - and we who are in the control group may never benefit from the program.  It has been a source of unbelievable frustration and stress. I would really hope that people (like the people in SS who dreamed up this program) would think - and acknowledge the people who helped the researchers and transfer them to the treatment group.  I can't earn any more money. And that makes my life very stressful.
It's so beyond frustrating - I want to try to move forward - the money issue is holding me back - I can't chance it.  It's All or nothing - if I were to go back to work full time - I might not be able to and then I would lose all of my benefits. I'm so frustrated by being in the control group when I would have been one of the ones who would have taken off with this program.
If I was in the Test Group I would not have lost my benefits - I wanted to work more hours and now because I was not in the Test group they have taken my SSDI check - I am in a bad situation because I can't work more hours otherwise I will continue to lose my SSDI - but I cannot afford to pay all of my bills without SSDI - it is a horrible Catch 22… This is the reason for the questions about my emotional stability.  I said that I was extremely anxious and could not hardly do my job because of the anxiety caused by Social Security. Also they are always sending all sorts of paper work for the SSDI - they make me feel horrible - being on SSDI is not a good place to be but I can't live without it.
F.  What Worked Well
Connecticut’s BOPD included some elements that are worthy of consideration in relation to administration of the offset, including the following: 
· Benefits Counseling and Analysis Report: Both Test and Control group participants received counseling and an individualized benefits analysis.   This was especially important to Test Group members since the offset was very different than the traditional SSA rules that many of them were familiar with.  Because of our design, many of our participants were already working and keeping their earnings below SGA.  They were able to refer to materials and their reports for information on the offset.

· Medicaid Buy In:  For those who were not part of our pool from the Buy In, information on availability of this medical insurance was an additional work incentive.  It is very empowering to hear that the state will support someone who has income of up to $75,000 as it can positively influence how consumers view their earnings potential.    

· Follow-Along Availability:  Test group members, as well as those in the Control group, understood that they could contact the benefits counseling project at any time with questions.  Test group members were provided with specific written materials and counseled on their responsibilities to report earnings and other significant life changes that might affect SSDI benefits to their benefits specialist. 

· Continued Connection:  Benefits specialists initiated contact with Test group enrollees once a year for end of year reconciliations.  The project researchers were in regular contact with enrollees so that they were reminded about the project and aware of when the next contact would be.  This kept individuals connected to the project even though it was not the benefits specialist who was making the contact.  Contact by the researchers reminded consumers that they needed to report changes and discuss concerns with their benefits specialist. 

· Timely Offset Adjustment:  Participants were advised that adjustments to SSDI checks would occur within two to three months, based on the time estimate SSA had provided. When this occurred as planned, most participants were able to understand that they would have a reasonable overpayment and should plan to set aside money to pay it back. 

· Continuance Review Waivers:  Many Test group participants benefitted from having their medical CDRs waived while in the project. CT has a large population of people on SSA benefits due to mental illness and they are especially interested in the CDR waiver as they often have conditions that improve and exacerbate. It is often harder for them to be eligible for SSA benefits and they tend to be more fearful of getting back on if their benefits stopped.

Key informants described several aspects of the program that they felt worked well. Key informants noted that Connecticut’s Medicaid Buy-In program provided a strong infrastructure for program development. Vocational Rehabilitation and benefit counseling programs as well as knowledge of the employment continuum in Connecticut are strong and were additional components contributing to the program’s success. 

Participant outcomes demonstrated that people with disabilities are motivated to work and earn more if there’s an incentive. A lot of people, mostly those already working, had a track record of working but stayed below substantial gainful activity in order to avoid losing their benefits. The project encouraged some of these people to be confident in the safety net provided by the demonstration. 

The program did help some people increase their work and enabled them to make more money without losing benefits. The more people that believe that Social Security can change their policy then the more people will learn to lean on Social Security. With this in mind, I think we can look at the project as a good motivational tool.  

I’ve seen a number of people increase their earnings. Some went into offset and there was more willingness to work more hours and earn more wages. There was a safety net there. 

People are worried if they get cut off it will take them 5 years to get back on Social Security and because of this they artificially stay below the levels to keep their benefits. There is supposed to be something in the rules to expedite the process of getting benefits back, but people are reluctant to give up their benefits and to go through the ordeal to gain them back especially when the original process took so long. 

The project allowed them to feel safe and not lose their benefit. 

Under the offset, fear wasn’t there.  
An Advisory Committee consisting of advocates, people with disabilities, state agency workers and service provider representatives were involved at the beginning of the project and made important contributions to the initial development of the project. In addition, experienced BRS staff had an excellent understanding of the project and were able to provide constructive input and feedback throughout the project. 

Their experience enabled them to be effectively involved in the design and delivery of the program. They understood the project, what it meant programmatically and at a policy level. 
Program development was fueled by effective collaboration among the four states (CT, UT, VT, and WI) involved in the pilot. The group was small enough to provide a meaningful experience from which each state could learn and also provided valuable information to those working on the development of a national demonstration project. 

The meetings in Baltimore to discuss our experiences with those who are designing the national demonstration were good. Each state had slightly different projects, which was helpful. We [CT] had benefits specialists doing all the benefits counseling and enrollment, but one state had a big training conference at the beginning of the project to train the people involved in their project who would explain about the offset. They would then refer people to the benefits counselors. VT did things differently too and only took people from State Vocational agencies. In our state, we’ve gotten the best results using offset. We have a great Medicaid Buy-In program that makes a big difference. 

G.  What didn’t work well
Connecticut’s BOPD also learned some valuable lessons about strategies that did not work as well for administration of the offset, including the following:
· Delayed adjustment of offset:  For a long period of time, when Baltimore was sent information on significant wage changes and adjustments were needed, they weren’t done.  This resulted in stress for consumers and project staff because large overpayments were accumulating as a result of benefits not being reduced.

· Lack of direct contact with SSA technical staff:  Until SSA assigned technical staff, it was very difficult to follow up or understand what was happening on adjustments.  There was almost no communication from SSA once information was submitted.

· Credibility of Project:  It was difficult to maintain a trusting relationship with Test group members when adjustments were not being  made as we had told them they would be.  Project staff “represented” SSA and people did not understand that we had no control over adjustments being made or even the ability to get information on where their paperwork was in the process of benefits’ adjustment. 

The key informants described a number of difficulties with the program’s administration. One of the biggest issues was the change in program rules after the project was approved. These changes impacted the program at both ends including the outreach strategy (i.e., who was eligible) and close out strategy (i.e., what happened as they exited the program).

One thing that was unfortunate was that people that were randomly selected into the test group had a requirement of using up their trial work period within the 24 months. Into the program, that rule changed and reverted to the original way--people that started working after they used up the trial work period would get the offset weren’t able to do so because their eligibility for the offset would stop. Some didn’t start working right away and when they did start they weren’t able to use the offset. This was opposite to what was expected in the project and there was lack of consistency in that. It wasn’t a good decision. 

Another program difficulty involved SSA’s implementation of the offset. Calculations for the project were done manually and it routinely took a year to evaluate people. Offsets were also calculated incorrectly for many people and this led to overpayment issues and accompanying frustrations for consumers and benefits specialists. It was noted that the time consuming one-on-one problem solving with beneficiaries and Social Security was difficult for benefits specialists and the project coordinator and was a challenge for them to do in addition to their other job responsibilities.

The turn around time for Social Security to make the offset adjustment was too long. There was some improvement but still it was never good. That was a real problem. 

They weren’t adjusting people’s checks like they should have been doing. They’re better now, but it’s still a problem. 

The whole process could have been made simpler (i.e., making it similar to early retirement benefits). A lot of folks are in a situation where they’re in an overpayment situation because adjustments to their checks weren’t done in a timely fashion. These folks took advantage of the offset but the offset wasn’t applied in a timely fashion. Then they got hit with an overpayment a year later through no fault of their own. An individual is trying to increase their income and then they get whacked with an overpayment - that’s a huge problem. There’s a break down once the information about clients left the office including their job information, pay increases and decreases, and overpayment. Mostly the procedural situations that came up were problematic. 

With any new project you have to work out the problems but when it affects the finances, it’s tough. You can tell a person what they need to set aside when there is overpayment, but with the overpayment one person saved so much it knocked her off Medicaid. One person saved all her checks and it was counted as income and she got hurt by that. 

Communication with SSA about problems was often difficult because staff assigned to the project rotated.

During the first two years of the project, there was no one to talk to at SSA about issues and problems. This created a huge void. Eventually connections with SSA were established and communication improved slightly, but unfortunately SSA staff on the project rotated every three months and communication had to be reestablished with people who were new to be the project. While it’s been helpful that two people who don’t rotate were assigned to the project, the staff under these people continue to change periodically and this causes unnecessary disruptions. 

Notification letters sent from SSA were confusing to both consumers and benefits specialists and often contained inconsistent and/or incorrect information.

Notification letters from SSA to consumers were also problematic. People didn’t understand them and consumers thought they were being notified that their benefits were ending. 

Social Security would send multiple documents to people about what was going to change with people’s benefits. Most of the time, the information was wrong and the person wouldn’t know that. A lot of time had to be spent figuring out what information was accurate and what wasn’t. 

Another problem with the project included the difficulty consumers experienced in getting overpayments resolved. The offices that were responsible for overpayments were not able to provide helpful information when consumers called and it became a very time consuming process for benefits specialists and the project coordinator to deal with SSA in Baltimore to resolve overpayments. It was noted that the resolution process was stressful for consumers and seemed unfair. As a result, many chose to work less hours in order to be assured of keeping their benefits.

The administration was poorly done and is a reflection not on CT but on Social Security. All information had to come from Social Security and no one at Social Security talked to consumers. This puts the accountability for the program far away from the source of the program and hindered the effectiveness of it. 

When people in the local offices couldn’t be helpful because they didn’t know anything it was frustrating to people. You have people in an overpayment situation having to talk with people in a local office who acted like nothing was wrong and this set up a conflicted relationship. 

One woman was notified of an overpayment of $17,000 and was told she needed to repay it within 30 days. This sends a person into a panic. 

One woman was issued a horrendous repayment schedule. She had overpayments of $20,000-$30,000. Social Security will deduct payments from her check over the rest of her life. Just because Social Security made a mistake, it doesn’t seem fair that people should have to repay that kind of money. It’s unfair treatment. 

That overpayments happened to anyone is a big concern for me, but people with psychiatric disabilities are more hand to mouth people and most don’t take the money and save it. They have bills and if there’s money available they use it to pay them. This makes me think about Learning theory where getting punished over long period of time tends to imprint it…every month with overpayment is driven home again and again and is detrimental to this population with psychiatric disabilities. 

Social Security always resolves things but it takes so long and causes stress and anger because of the waiting. It affects client’s lives and then people want to work under the $980 and want to stay in a safe zone and work less hours. 

Some people on Social Security also participate in other programs that have asset limits. For those in the project who had to watch these limits, putting overpayments aside and saving them was an issue and put them at risk of losing necessary employment support.

If people are on Medicaid for Employed Disabled, they have a $10,000 asset limit and they can make up to $75,000 so if they get overpayments of several hundred a month they could get to $10,000 pretty quickly. This puts people in a very uncomfortable situation because for some it might mean they would lose their PCA. Some people can’t spend the money down enough and would lose benefits. It’s a real issue for many people. 

Another difficulty involved several consumers in the program who were self-employed. Social Security couldn’t determine if there was an offset because every month the wages were different. 

Calculations are done annually, but for those that were self-employed, Social Security wanted the calculations monthly. For most of these people it was difficult to keep records of their earnings. The self-employment issue generated a lot of questions. Social Security would send paperwork wanting clarification on what these people earned and people couldn’t answer. A lot of the questions about self-employment are still unresolved. 

H. Summary of Lessons Learned for BOND
Key Informants highlighted a number of lessons learned that can be framed as recommendations for BOND. They recommended doing a number of things differently to better support and facilitate the future administration of pilot projects like this one in order to achieve more effective employment outcomes for consumers. 

It was suggested that more Advisory Committee meetings would have enabled the committee to better fulfill its supportive role of assisting the project. The committee only met until the project got underway and then communication took place by email for the duration of the project. 

I think the Advisory Committee could have provided more advice. We stopped meeting and we could have met a few more times to take the temperature of the project. It still went well. 

The SSA should ensure that program rules are set from the beginning of the project and not changed numerous times after the program begins.
SSA staff in Baltimore worked hard on the project but methods were changed several different times and it made it difficult to explain procedures to consumers. Rules and regulations need to be defined up front. 

It was recommended that SSA staff in both Baltimore and local offices should be specifically assigned to the project and be trained so they can respond appropriately. 

Social Security should have a few people in Baltimore dedicated to this one project who would remain with the project for a long period of time. 

Having staff available at Social Security who know what they’re doing and to whom you can talk would be useful. 

To run this program correctly there has to be a person in each Social Security office assigned to the program. The person also needs to be well versed with the incentives and the benefits. They wouldn’t have to be proficient like a benefits specialist but they should be able to speak about the impact of work on Social Security. They had a few people in Baltimore who were informed and proficient, but they need people in every office. There are work incentive specialists in each office but they weren’t assigned to this project and because of that weren’t able to be helpful. 

Local offices didn’t know how to respond to anything to do with the project - they were kept out of the loop. Local offices should have some idea of what is going on - they knew about the project but they should have known more about particulars. 

People at Social Security get rotated often and someone would get proficient and then get moved. Lack of continuity of contacts at Social Security was a problem. Better support would equal more continuity. 

It was suggested that communication between SSA and benefits specialists needs to be more direct and effective.  Because Social Security requested a single contact person, virtually all communication between the project and Baltimore went through the Project Coordinator.  This simplified Social Security’s knowing whom to contact in Connecticut but resulted in indirect communication with Baltimore and an additional step,.  Depending on the availability of the project coordinator, communications from benefits specialists to Baltimore sometimes were delayed.   It was noted that a partnership with local Social Security offices would improve communication and create a better situation for people with disabilities who depend on SSA for support. Having continuity of contacts and the availability of knowledgeable SSA staff are essential to the success of the project and would enable issues to be more quickly resolved. 

There should be a way for counselors to contact Social Security directly rather than going through his/her project director. It seemed like that wasted precious time. Being able to communicate directly with Social Security and having a direct line of communication is important; it provides more consistency in the project. SSA kept changing the people in the Social Security office and that made it difficult to get answers and communicate effectively because the new people had to have time to come up to speed and didn’t know the answers to what they were asked until they became more familiar with the project. 

We want a partnership with the local Social Security people even if it’s to help us adapt to their ways. They might not change but if they can help us learn their ways of doing things, the system might work better for people who need it. The local people at Social Security we deal with are staff at a huge administration and it’s understandable that it’s hard to get through to them, but if we can build some bridges and forge some partnerships maybe things would go better. 

Communication from SSA notifying people about their benefits was often contradictory and confusing. Informants suggested that SSA needs to be more consistent and effective in their communication to consumers and that notification letters should be rewritten. 

If there was some way for Social Security to send a letter to communicate more effectively so people trusted the system it would help. BRS did a good job communicating. Some people that get a letter from Social Security are afraid to even open it and are paralyzed and don’t open the letter. It’s currently a pretty toxic system. You have to think about how you can build a level of trust and   that’s a cultural change within Social Security - pretty hard to accomplish.  

The idea of the project is great but Social Security needs a consistent way to handle communication and the overpayment problem.

Informants suggested that the method of calculating the offset amount should be clearer and that an automated system would enable offsets to be processed in a timelier manner instead of taking six months to a year. 

Only two people were handling the overpayments in Baltimore and they couldn’t deal with it in a timely way. Social Security didn’t put enough resources in place for a project like this. 

It would be helpful if there was a system where offset was easier to do more in real time not in future time. By real time I mean within a months time. When things take so long it becomes a jigsaw puzzle and it’s hard to figure out. Although dealing with the offset has gotten a little better, it still needs to be dealt with much more efficiently and this needs to be a first step. The timeliness of getting adjustments made is critical. 

The benefit piece of this offset was temporary. It was recommended that because it impacts peoples’ employment behavior, it should be available until retirement so that consumers would have the opportunity to earn more money over time. 

A number of people pulled back when the offset ended. If the offset had kept going, people would have earned more money for longer. 

If we had a permanent SSDI Benefits Offset folks would continue working and would be better off with a partial benefit plus their wages. Social Security would be better off because people would receive less of a benefit and pay more in Social Security tax and would be paying more into the system. It would also stop the all or none choice people have to make. 

The offset created far too much confusion, but the basic idea is terrific and I hope the effort will be improved and can be part of the SSDI program at some point.  

Limitations on the trial work period impacted enrollment resulting in the elimination of people and limited those who were able to use the offset. It was recommended that a different basic design is necessary.

BRS was very committed and this was good, but a different design of who could benefit from the project is necessary. It was confusing when it was first rolled out in terms of who was eligible and ineligible. I remember the first selection thing was confusing; eligibility would need to be clearer. It assumes people knew their status in terms of Social Security and most people are clueless about the trial work period. 

Social Security should allow those who want to use the offset to do so. In the long run, it will reduce SSDI and save money. 

Some key informants suggested it would be helpful to consider the addition of staff within BRS to explain the process and eligibility in the project and to minimize the impact on other projects and on beneficiaries outside of the project.

More staff people are needed to provide supports -- this means more benefits specialists and more funding for benefits specialists.   

This project limited the staff’s ability to reach out to other consumers outside of the project. 
Informants recommended not using the lengthy process that was set up for the project.  Instead they suggest it would be beneficial to all if people on SSDI returning to work followed income limits of the early retirement formula, an annual limit and a reduction for the year so it’s consistent for everybody. 

It’s easier to use the retirement formula and keep track of it that way…there’s already an established annual amount and method to reduce it. If trying to eliminate the all or none, SSA should use what they have already available. 

It was suggested that to be successful, SSA should phase in an offset program and keep it as simple as possible so that consumers will be more willing to participate and better able to understand the program. 

It couldn’t happen effectively all at once. Think about ways to keep it simple. A lot of our consumers have cognitive deficits that prevent them from taking risks comfortably and it’s not an easy sell when they have difficulty understanding what’s being offered. 

Having an overall goal that people can go off benefits right away is not realistic but gradually reducing benefits is good. 

Another recommendation included the possibility of opening up the threshold so consumers could maintain their insurance until they reach a higher level of salary without the fear of losing insurance. If the system changed to allow thresholds greater than 2 for 1 more people would be encouraged to participate in the program and more would benefit from it.

Information gathered during the project shows that people are scared and the threshold the government wants to give them isn’t enough because they’re afraid they’ll lose their Social Security benefits. 

Section III: Impact of Benefit Offset on Beneficiary Behavior

Use of the Offset among Treatment Participants

The 24 month follow up period after the final project enrollment ended on December 31, 2008. During that period, 42 participants in the treatment group used the Offset, which represents 33 percent of the 127 treatment group participants. An additional four treatment group participants used the offset in 2009; 36 percent of the total.

I.    Net Impact Evaluation Estimates

A.  Simple Comparisons Between Treatment and Control Groups

Tables 3a-3c show unadjusted comparisons between the Benefit Offset (Test) group and the control group for each of the three outcomes of interest at enrollment and each post-enrollment quarter. Table 3a displays the percent of each group who were employed in each quarter. Test and control groups did not differ in employment status at any of the quarters examined.
	Table 3a.  Percentage of Beneficiaries with Any Quarterly Earnings, By Group

	
	Benefit Offset Group
	Control Group
	Difference

	
	%
	N
	S.E.
	%
	N
	S.E.
	Estimate
	S.E.
	P-Value

	Enrollment
	73
	92
	3.96
	65
	82
	4.23
	8.0
	5.79
	0.167

	t+1
	71
	89
	4.04
	62
	78
	4.31
	9.0
	5.91
	0.128

	t+2
	66
	82
	4.22
	64
	80
	4.26
	2.0
	6.00
	0.739

	t+3
	64
	80
	4.28
	64
	79
	4.26
	0.0
	6.04
	1.000

	t+4
	61
	75
	4.35
	65
	80
	4.23
	-4.0
	6.07
	0.510

	t+5
	63
	78
	4.30
	63
	78
	4.28
	0.0
	6.07
	1.000

	t+6
	62
	76
	4.32
	55
	68
	4.41
	7.0
	6.18
	0.257

	t+7
	62
	75
	4.32
	55
	67
	4.41
	7.0
	6.18
	0.257

	t+8
	59
	71
	4.38
	57
	70
	4.39
	2.0
	6.20
	0.747


Table 3b shows the percent of participants earning above SGA in each quarter. Test participants were significantly more likely than control group members to work above SGA for six of the eight post-enrollment quarters, demonstrating success of the BOPD.

	Table 3b.  Percentage of Beneficiaries Earning above SGA, By Group

	
	Benefit Offset Group
	Control Group
	Difference

	
	%
	N
	S.E.
	%
	N
	S.E.
	Estimate
	S.E.
	P-Value

	Enrollment
	31
	39
	4.12
	25
	32
	3.84
	6.0
	5.63
	0.287

	t+1
	29
	36
	4.04
	24
	30
	3.79
	5.0
	5.54
	0.367

	t+2*
	34
	43
	4.22
	17
	21
	3.33
	17.0
	5.38
	0.002

	t+3*
	30
	37
	4.08
	17
	21
	3.33
	13.0
	5.27
	0.014

	t+4*
	37
	46
	4.30
	16
	20
	3.25
	21.0
	5.39
	0.000

	t+5*
	29
	35
	4.04
	15
	19
	3.17
	14.0
	5.14
	0.006

	t+6
	24
	30
	3.80
	16
	20
	3.25
	8.0
	5.01
	0.110

	t+7*
	26
	32
	3.91
	14
	17
	3.08
	12.0
	4.97
	0.016

	t+8*
	28
	34
	4.00
	16
	20
	3.25
	12.0
	5.16
	0.020


Table 3c shows the average earnings per quarter for test versus control group participants. Test participants earned more than control group members in every quarter. This difference was significant in only the second quarter post-enrollment.
	Table 3c.  Means of Quarterly Earnings, By Group

	
	Benefit Offset Group
	Control Group
	Difference

	
	Estimate
	S.E.
	Estimate
	S.E.
	Estimate
	S.E.
	P-Value

	Enrollment
	2107
	237
	1863
	224
	244
	326
	0.45

	t+1
	2219
	265
	1726
	216
	493
	342
	0.15

	t+2*
	2122
	249
	1463
	193
	659
	315
	0.04

	t+3
	2122
	258
	1593
	216
	529
	336
	0.12

	t+4
	2160
	264
	1674
	233
	486
	352
	0.17

	t+5
	2011
	251
	1764
	263
	247
	364
	0.50

	t+6
	1972
	281
	1739
	250
	233
	376
	0.54

	t+7
	2110
	262
	1669
	274
	441
	379
	0.24

	t+8
	2219
	291
	1860
	277
	359
	402
	0.37


*p < 0.05
B.  Regression Adjusted Impact Estimates

Because the control and treatment groups did not differ on any major measures at baseline, the impact estimates did not require adjustment based on demographic or other factors. Therefore, the regressions controlled only for the pre-enrollment values of each respective outcome. That is, the regression models for employment status adjusted for pre-enrollment employment status, the models for working above SGA adjusted for pre-enrollment work about SGA, and the models for earnings adjusted for pre-enrollment earnings. Summaries of the results of the adjusted regressions for the full sample follow in Tables 4a-4c and are illustrated in Figures 5-10. The table rows labeled Benefits Offset Group show the differences between test and control groups; the remaining rows are the values for the adjusted pre-enrollment quarters. Significant factors at the p < 0.05 level are marked with a * symbol. The two figures for each outcome measure show 1) the mean values of each outcome measure at each time point separately for test and control groups, and 2) the difference between the test and control groups’ mean scores at each time point. 
1.
Full Sample Estimates

Tables 4a and 4b show the odds ratios and 95% confidence intervals at each of the enrollment and eight post-enrollment quarters. The dichotomous outcomes, employment and working above SGA, require logistic regressions which generate odds ratios. Table 4a shows no significant differences in employment status between the test and control groups at enrollment or at any of the post-enrollment quarters. 

Table 4a. Estimates for Employment at each quarter, adjusted for pre quarters

	
	Odds Ratio (95% CI)

	Predictors
	0m
	Q1
	Q2
	Q3
	Q4
	Q5
	Q6
	Q7
	Q8

	Benefits Offset Grp
	1.91 
(0.82-4.47)
	1.63 
(0.83-3.19)
	0.96 
(0.52-1.80)
	0.87 
(0.48-1.59)
	0.74 
(0.42-1.33)
	0.94 
(0.53-1.65)
	1.28 
(0.74-2.20)
	1.31 
(0.75-2.30)
	1.00 
(0.58-1.72)

	Pre employ t4
	1.57 
(0.49-5.03)
	1.78 
(0.72-4.44)
	1.52 
(0.64-3.59)
	1.67 
(0.73-3.81)
	*3.21 
(1.47-7.01)
	*3.43 
(1.57-7.49)
	1.78 
(0.83-3.79)
	2.00 
(0.92-4.37)
	1.88 
(0.88-4.03)

	Pre employ t3
	0.49

(0.10-2.30)
	1.10 
(0.36-3.35)
	1.16 
(0.41-3.32)
	1.71 
(0.64-4.55)
	1.21 
(0.47-3.11)
	1.42 
(0.55-3.68)
	1.12 
(0.45-2.82)
	0.97 
(0.38-2.51)
	1.03 
(0.41-2.58)

	Pre employ t2
	4.16

(1.07-16.09)
	0.86 
(0.27-2.75)
	1.16 
(0.41-3.29)
	1.00 
(0.37-2.70)
	0.82 
(0.30-2.19)
	0.45 
(0.16-1.72)
	1.27 
(0.51-3.18)
	1.33 
(0.53-3.37)
	1.74 
(0.71-4.29)

	Pre employ t1
	*33.50

(11.88-94.49)
	*15.5 
(5.95-40.43)
	*8.70 
(3.70-20.68)
	*5.24 
(2.28-12.07)
	*3.35 
(1.46-7.71)
	*3.06 
(1.31-7.19)
	*2.35 
(1.07-5.17)
	*3.15 
(1.42-7.00)
	1.81 
(0.83-3.98)


*p < 0.05
[image: image5.emf]Full Sample Employment

73.0%

71.0%

66.0%

64.0%

61.0%

63.0%

62.0% 62.0%

59.0%

65.0%

62.0%

64.0% 64.0%

65.0%

63.0%

55.0% 55.0%

57.0%

0.0%

10.0%

20.0%

30.0%

40.0%

50.0%

60.0%

70.0%

80.0%

Enrollment

t+1 t+2 t+3 t+4 t+5 t+6 t+7 t+8

Quarter relative to enrollment

Treatment Group

Control Group


[image: image58.png]




[image: image6.emf]Percent Difference in Employment

8.0%

9.0%

2.0%

0.0%

-4.0%

0.0%

7.0% 7.0%

2.0%

-6.0%

-4.0%

-2.0%

0.0%

2.0%

4.0%

6.0%

8.0%

10.0%

Enrollment

t+1 t+2 t+3 t+4 t+5 t+6 t+7 t+8

Quarter relative to enrollment




Table 4b shows that a significantly larger proportion of the test group worked above SGA than in the control group at each of post-enrollment quarters from quarter two through quarter eight. For example, the odds ratio at quarter two indicates that test participants were 3.2 times more likely to work above SGA than control group members in that quarter.

Table 4b. Estimates for SGA rates, adjusted by pre quarters

	Odds Ratio (95% CI)

	Predictors
	0m
	Q1
	Q2
	Q3
	Q4
	Q5
	Q6
	Q7
	Q8

	Benefits Offset Grp
	1.57 
(0.75-3.29)
	1.78 
(0.88-3.61)
	*3.17 
(1.61-6.23)
	*3.20 
(1.52-6.73) 
	*4.49 
(2.22-9.09)
	*2.79 
(1.38-5.66)
	*2.11 
(1.02-4.39)
	*3.00 
(1.40-6.42)
	*2.33 
(1.17-4.63)

	Pre SGA t4
	*3.44 
(1.27-9.35)
	0.97 
(0.36-2.66)
	1.09 
(0.42-2.82)
	0.64 
(0.23-1.78)
	1.37 
(0.54-3.48)
	1.15 
(0.44-3.01)
	0.89 
(0.33-2.45)
	0.86 
(0.31-2.39)
	1.70 
(0.67-4.30)

	Pre SGA t3
	0.52 
(0.15-1.73)
	2.58 
(0.88-7.57)
	1.07 
(0.36-3.15)
	*3.35 
(1.13-9.93)
	2.04 
(0.71-5.86)
	1.40 
(0.48-4.13)
	1.27 
(0.42-3.89)
	1.31 
(0.42-4.09)
	0.80 
(0.27-2.38)

	Pre SGA t2
	*6.32 
(2.28-17.5)
	1.35 
(0.51-3.61)
	*2.90 
(1.12-7.53)
	1.27 
(0.47-3.42)
	1.18 
(0.44-3.14)
	1.09 
(0.39-2.97)
	1.28 
(0.46-3.55)
	1.72 
(0.62-4.76)
	2.44 
(0.93-6.44)

	Pre SGA t1
	*8.70 
(3.70-20.47)
	*9.14 
(3.95-21.15)
	*2.92 
(1.27-6.76)
	*5.94 
(2.49-14.16)
	*3.70 
(1.58-8.68)
	*4.78 
(2.02-11.34)
	*7.21 
(2.98-17.40)
	*5.63 
(2.31-13.7)
	*2.65 
(1.13-6.22)


*p < 0.05
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Table 4c displays results as unstandardized betas from the ordinary least square regression models used for earnings, a continuous measure. The beta is interpreted as the dollar amount difference in earnings between the test and control groups. The test group had significantly higher earnings than the control group in quarters one through four post-enrollment. In quarter one, the test group members on average earned $647 more than those in the control group. While earnings for the test group remained higher than the control group in quarters five through eight, it is not a statistically significant difference.

Table 4c. Estimates for mean earnings, adjusted by pre quarters

	Unstandardized B (SE)

	Predictors
	0m
	Q1
	Q2
	Q3
	Q4
	Q5
	Q6
	Q7
	Q8

	Benefits Offset Grp
	381 (235)
	*647 (286)
	*787 (284)
	*699 (311)
	*642 (320)
	400 (333)
	320 (347)
	601 (344)
	433 (372)

	Pre Earning t4
	0.10 (0.10)
	-0.15 (0.12)
	-0.16 (0.12)
	-0.11 (0.13)
	-0.03 (0.13)
	-0.05 (0.13)
	-0.09 (0.14)
	-0.13 (0.14)
	-0.11 (0.15)

	Pre Earning t3
	-0.01 (0.12)
	0.24 (0.15)
	0.18 (0.15)
	0.23 (0.16)
	0.06 (0.17)
	0.15 (0.17)
	0.01 (0.18)
	0.22 (0.18)
	0.01 (0.19)

	Pre Earning t2
	0.02 (0.11)
	-0.05 (0.14)
	-0.08 (0.14)
	-0.20 (0.15)
	-0.10 (0.15)
	-0.05 (0.16)
	0.17 (0.17)
	0.01 (0.16)
	0.28 (0.18)

	Pre Earning t1
	*0.81 (0.08)
	*0.68 (0.09)
	*0.54 (0.09)
	*0.57 (0.10)
	*0.61 (0.11)
	*0.56 (0.11)
	*0.48 (0.11)
	*0.55 (0.11)
	*0.43 (0.12)


*p < 0.05
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2.
Subgroup Estimates

Table 5 displays summary regression results for each of the subgroups of interest, for each of the three outcomes: percent employed, percent working above SGA, and average earnings. Following the summary table, Figures 11 through 38 illustrate the significant findings for these subgroups. For each statistically significant subgroup difference, one figure illustrates the test vs. control group results at each quarter post enrollment. A second figure shows the difference between the subgroup results and the full sample results; subgroup test versus control group differences are shown in the shaded columns and full sample test versus control group differences are shown in the solid color columns.

Employment rate - Similar to the full sample results, none of the subgroup comparisons showed an increased employment rate for treatment over control group participants with one minor exception. In Quarter 7 only men in the treatment group were significantly more likely to be working than men in the control group.

Percentage working above SGA – Also comparable to the full sample results, test participants in all of the subgroups were more likely to be working above SGA in Quarters 2 through 8 (except Q6) than control group members. In scattered quarters, statistical significance drops off for some subgroups (eg, baseline earners, females and TWP complete in Q8, males and TWP complete in Q5). These changes are likely attributable to the reduced sample size which requires a larger effect size to reach statistical significance. However, there appears to be a true difference in the patterns for the younger versus older age groups. Among the under 45 year olds, test group participants were significantly more likely than controls to work above SGA only in Quarters 2, 4, and 5. By contrast, test participants 45 and older had significantly higher SGA rates than controls in all post-enrollment quarters except Quarters 1 and 6. The BOPD was consistently most effective for participants age 45 or older.
Average earnings – The average earnings of the age 45 and older test group were significantly higher than the control group in Quarters 2 through 7 (except Q5). These results are stronger even than for the full sample, despite the decreased sample size. Again, the older participants clearly took better advantage of the opportunities to increase earnings offered by the BOPD. None of the other subgroups performed as well as the full sample, with Buy-in, males, females, and TWP completed test participants having higher earnings than control groups in only 1 or 2 of the 8 post-enrollment quarters. Among those under 45, there were no differences between test and control groups in any quarter.
Table 5. Subgroup Summary table

	Benefit Offset Group
	Odds Ratio (95% Confidence Intervals)

	Employment %

	
	0m
	Q1
	Q2
	Q3
	Q4
	Q5
	Q6
	Q7
	Q8

	Medicaid Buy-in
	1.95
(0.66 to 5.72)
	2.22
 (0.97-5.11)
	1.36
(0.64-2.87)
	1.03
(0.50-2.12)
	0.83
(0.41-1.69)
	0.97
(0.48-1.97)
	1.31
(0.68-2.52)
	1.29
(0.66-2.52)
	1.07
(0.56-2.08)

	Age 44 and under
	3.14
(0.76-12.95)
	2.05
 (0.70-6.04)
	1.10
(0.35-3.48)
	0.86
(0.30-2.48)
	0.37
(0.12-1.12)
	0.90
(0.33-2.46)
	0.80
(0.30-2.14)
	1.15
(0.41-3.25)
	1.77
(0.65-4.81)

	Age 45 and up
	2.19
(0.67-7.17)
	1.76
 (0.70-4.43)
	1.23
(0.55-2.73)
	1.03
(0.48-2.22)
	1.18
(0.57-2.46)
	0.98
(0.49-2.00)
	1.58
(0.80-3.13)
	1.38
(0.69-2.76)
	0.80
(0.40-1.58)

	Males
	1.77
(0.44-7.11)
	1.93
 (0.70-5.29)
	0.97
(0.40-2.37)
	1.86
(0.79-4.37)
	1.39
(0.58-3.30)
	1.26
(0.53-2.97)
	2.08
(0.90-4.82)
	*3.37
(1.36-8.37)
	1.48
(0.63-3.45)

	Females
	2.38
(0.71-7.99)
	1.40
 (0.56-3.51)
	1.03
(0.41-2.58)
	0.45
(0.18-1.11)
	0.48
(0.21-1.09)
	0.78
(0.36-1.68)
	0.91
(0.44-1.88)
	0.70
(0.33-1.47)
	0.76
(0.37-1.57)

	TWP completed
	0.96

(0.27-3.36)
	1.17

(0.44-3.12)
	0.73

(0.30-1.79)
	1.08

(0.46-2.55)
	0.88

(0.39-2.10)
	1.06

(0.48-2.39)
	1.68

(0.78-3.60)
	1.92

(0.88-4.19)
	1.49

(0.70-3.19)

	Baseline earners
	0.87
(0.22 to 3.53)
	1.16
 (0.44-3.03)
	0.69
(0.28-1.69)
	0.88
(0.39-1.99)
	0.70
(0.32-1.53)
	0.83
(0.39-1.76)
	1.36
(0.68-2.72)
	1.67
(0.82-3.40)
	1.38
(0.69-2.73)

	Over SGA %

	
	0m
	Q1
	Q2
	Q3
	Q4
	Q5
	Q6
	Q7
	Q8

	Medicaid Buy-in
	1.45

(0.64-3.31)
	1.87

(0.86-4.06)
	*3.60

(1.70-7.61) 
	*3.13

(1.40-7.03)
	*4.33

(1.99-9.42)
	*2.83

(1.28-6.24)
	1.67

(0.73-3.82)
	*2.73

(1.12-6.64)
	*2.63

(1.12-6.17)

	Age 44 and under
	1.32

(0.46-3.82)
	2.64

(0.86-8.09)
	*3.03

(1.14-8.01) 
	2.58

(0.87-7.60)
	*3.76

(1.40-10.09)
	*3.22

(1.19-8.77)
	1.16

(0.41-3.32)
	1.91

(0.67-5.50)
	1.46

(0.55-3.83)

	Age 45 and up
	1.77

(0.61-5.13)
	1.22

(0.47-3.11)
	*4.05

(1.43-11.46) 
	*4.18

(1.40-12.49)
	*5.80

(2.03-16.61)
	2.56

(0.91-7.27)
	*4.09

(1.34-12.56)
	*4.64

(1.46-14.70)
	*3.91

(1.38-11.09)

	Males
	1.39

(0.45-4.26)
	3.21

(0.87-11.92)
	*5.76

(1.76-18.87) 
	*5.18

(1.37-19.61)
	*4.30

(1.48-12.48)
	2.62

(0.87-7.91)
	2.25

(0.73-7.09)
	*4.20

(1.11-15.96)
	*4.39

(1.26-15.39)

	Females
	1.66

(0.60-4.57)
	1.39

(0.58-3.34)
	2.20

(0.93-5.24) 
	*2.70

(1.05-6.95)
	*4.84

(1.83-12.76)
	*2.80

(1.10-7.11)
	2.20

(0.82-5.93)
	*2.73

(1.03-7.29)
	1.79

(0.74-4.33)

	TWP completed
	1.41

(0.56-3.55)
	1.78

(0.74-4.31)
	*3.68

(1.54-8.78)
	*2.87

(1.16-7.07)
	*4.36

(1.75-10.83)
	2.24

(0.91-5.48)
	1.42

(0.54-3.72)
	*2.82

(1.06-7.52)
	2.36

(0.99-5.62)

	Baseline earners
	1.51

(0.69-3.33)
	1.88

(0.88-4.03)
	*3.49

(1.67-7.31)
	*2.90

(1.30-6.46)
	*4.77

(2.18-10.42)
	*3.28

(1.48-7.25)
	2.01

(0.92-4.36)
	*3.19

(1.38-7.40)
	2.00

(0.93-4.30)

	
	Unstandardized B (Standard Errors)

	Earnings Avg

	
	0m
	Q1
	Q2
	Q3
	Q4
	Q5
	Q6
	Q7
	Q8

	Medicaid Buy-in
	216 (215)
	524 (337)
	*773 (305)
	637 (366)
	395 (355)
	334 (396)
	160 (364)
	503 (410)
	203 (406)

	Age 44 and under
	614 (510)
	703 (516)
	864 (566)
	698 (635)
	717 (662)
	330 (659)
	-674 (600)
	-108 (634)
	133 (664)

	Age 45 and up
	323 (222)
	651 (342)
	*864 (286)
	*824 (314)
	*740 (321)
	583 (355)
	*997 (416)
	*1119 (399)
	739 (447)

	Males
	-8.5 (284)
	445 (290)
	*911 (330)
	605 (399)
	481 (414)
	343 (532)
	780 (569)
	386 (628)
	692 (594)

	Females
	719 (343)
	865 (442)
	772 (431)
	*894 (444)
	*896 (452)
	486 (422)
	279 (374)
	461 (418)
	287 (473)

	TWP completed
	195 (293)
	466 (402)
	*761 (363)
	658 (424)
	366 (417)
	232 (485)
	394 (509)
	786 (524)
	272 (524)

	Baseline earners
	604 (336)
	*927 (413)
	*1043 (400)
	*860 (432)
	849 (455)
	574 (484)
	468 
(507)
	890 (497)
	490 (529)


All regressions are adjusted for 4 pre quarters

* p < 0.05


a. Baseline Medicaid Buy-In Participants
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[image: image14.emf]Buy In vs Full Sample Average Earnings Difference

$423

$671

$860

$656

$473

$394

$265

$570

$360

$244

$493

$659

$529

$486

$247

$233

$441

$359

$0

$100

$200

$300

$400

$500

$600

$700

$800

$900

$1,000

Enrollment t+1 t+2 t+3 t+4 t+5 t+6 t+7 t+8

Quarter relative to enrollment

Buy in

Full Sample

*




b. Ages 44 and under

[image: image15.emf]Age 44 and under working above SGA
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[image: image16.emf]Age 44 and under vs Full Sample percent difference working above SGA
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c. Ages 45 and older
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d. Male
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[image: image22.emf]Males vs Full Sample Percent Difference in Employment
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[image: image24.emf]Males vs Full Sample difference working above SGA
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[image: image25.emf]Males' Average Earnings
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[image: image26.emf]Males' vs Full Sample Average Earnings Difference
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e. Female
[image: image27.emf]Females working above SGA
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[image: image28.emf]Females vs Full Sample percent difference working above SGA
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[image: image29.emf]Females' Average Earnings
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[image: image30.emf]Females vs Full Sample Average Earnings Difference

$572

$686

$666

$705

$724

$310

$230

$391

$272

$244

$493

$659

$529

$486

$247

$233

$441

$359

$0

$100

$200

$300

$400

$500

$600

$700

$800

Enrollment t+1 t+2 t+3 t+4 t+5 t+6 t+7 t+8

Quarter relative to enrollment

Females

Full Sample

*

*




f. Baseline TWP completed

[image: image31.emf]TWP working above SGA
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[image: image32.emf]TWP vs Full Sample percent difference working above SGA
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[image: image33.emf]TWP Average Earnings
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[image: image34.emf]TWP vs Full Sample Average Earnings Difference
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g. Baseline Earners

[image: image35.emf]Baseline earners working above SGA
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[image: image36.emf]Baseline Earners vs Full Sample percent difference working above SGA
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[image: image37.emf]Baseline Earners' Average Earnings
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[image: image38.emf]Baseline Earners vs Full Sample Average Earning Difference
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3.   State-Specific Analysis

a. Quantitative

Self report data

Demographics

Demographics for the group at baseline were similar between the treatment and control groups with no significant differences between them.  The overall demographics for the group at baseline (n=253) are represented in the following figure (Figure 39).
Figure 39. Overall demographics at baseline (n=253)
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Gender _____________

  Female

  Male

Marital Status_________

  Married

  Divorced/Separated

  Single

Education ___________

  High school or less

  Some college

  College degree or more

Race _______________

  Caucasian

  African American

  Other

Living ______________

  Live alone

  Live with spouse

  Live with relatives

  Other

Employment __________

  Working

  Not working

Insurance ___________

  Medicaid

  Medicare

  Other

Disability_____________

  Physical

  Intellectual

  Mental

  Hearing

  Vision


ADL and IADL scores

Activities of Daily Living (ADLs) and Instrumental Activities of Daily Living (IADL) indicate participants’ ability to function in their environment. ADLs include the following six activities: dressing, bathing, grooming, using the toilet, eating, and transferring between bed and chair. IADLs include doing household chores, taking medications, using the telephone, grocery shopping, cooking, and managing money. There were no significant differences between treatment and control groups in terms of the mean summary score for either ADLs or IADLs.  With a possible maximum score of 12 for each scale indicating that the person needed help with either ADLs or IADLs, both groups were well below, with mean summary scores for the ADL scale at less than .21 and mean summary scores for the IADL scale at less than 1.25 for all three time periods.

Physical health
To assess physical health, respondents were asked to rate their health as either excellent, good, fair, or poor.  Reported physical health did not differ significantly between groups at baseline, 12 months, or 24 months.  At each time point, approximately half of each group rated their health as excellent or good, while half reported fair or poor health.   When examined by group over time, no significant differences were seen between each group over time or within each group over time.
Emotional difficulties
Two questions assessed emotional difficulties.  The first asked respondents how often they had been bothered by emotional problems over the past four weeks, using five answer categories ranging from “not at all” to “extremely.”  A second question asked how much personal or emotional problems interfered with the individual’s usual daily activities, using five answer categories ranging from interfering “not at all” to “could not do activities.”  Although variations existed, there were no significant differences between the treatment and control groups for either question at baseline, 12 months, or 24 months.  Fifty percent or more of each group indicated that they were at least moderately bothered by emotional problems at each time point.  Fewer respondents from either group indicated that emotional problems interfered with their daily activities, as more than half of each group said emotional problems interfered “very little” or “not at all” with their daily activities.  

Benefits counseling  

For people who were enrolled in the BOPD, the first part of the process entailed spending some time with a benefits specialist discussing possible future work plans.  The benefits specialist would also determine the client’s motivation and his or her level of understanding of benefits both before and after the benefits counseling session.

Consumer motivation

The benefits specialist estimated the level of motivation for each participant to earn more money based on a scale of zero to ten, with ten being extremely motivated and zero being not at all motivated.  Only five percent of the participants were perceived by the benefits specialist as minimally motivated, scoring anywhere between zero and three; 21 percent of the participants were considered moderately motivated scoring between four and six on the scale; the vast majority of participants (74%) were deemed highly motivated scoring anywhere between seven and ten on the scale.  The mean on this scale is 7.56 (std. dev. = 2.172, range 0 – 10).  The results are presented in the following figure (Figure 40). 

Figure 40. How motivated is this person to earn more money?
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Likelihood of succeeding

The benefits specialist had high expectations for most of the participants where he or she indicated that 96 percent of the participants wanted to earn more money than they were currently making, and of those, 82 percent were either very likely or somewhat likely to reach that employment goal within the next 12 months.  Based on their meeting with the client, the benefits specialist indicated that slightly more than half (54%) of the participants wanted to increase their hours.  Of those whose goal it was to increase hours, 80 percent were given the probability of this happening as either very likely or somewhat likely.  The same holds true of notifying their employer that they could work more hours.  Sixty-nine percent (n=140) of those who wanted to tell their employer that they could work more hours or earn more money were rated very or somewhat likely to do this within the next 12 months.  Only 25 percent of the group had been perceived by the benefits specialist to have the desire to change their job, but for those who deemed changing their job as one of their employment goals, 81 percent were given the probability of achieving this goal as either very likely or somewhat likely.  The benefits specialist identified thirty-nine percent of those participating whose employment goal was to add another job, or, if they were not currently working, to gain employment.  Of those who wanted to add a job or get a job, 82 percent were given the probability of achieving that goal as either very likely or somewhat likely.  Overall, the benefits specialist determined that 77 percent of the group was either very likely or somewhat likely to achieve his or her employment goals over the next 12 months.

Figure 41. Benefits specialist’s rating of how likely the participants are to do the following in the next 12 months
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According to the benefits specialists, less than one percent of those enrolled in the program earned money by working under the table (n=2).

Differences by treatment/control group

The benefits specialists expected the treatment group participants to be more successful in achieving their goals than the control group.  There were significant differences in the benefits specialist’s expectations for treatment group and control group in having plans to earn more money (p=.000), add more hours (p=.000), tell their employer (p=.000), or add another job (p=.008).  To compare the test and control groups, the percentage of those whom the benefits specialist anticipated would achieve their goals (either very likely or somewhat likely) are represented in the following chart (Figure 42 ).

Figure 42. Benefits specialists expectations of participants to be very likely or somewhat likely to reach goals – by treatment/control group
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Finally the benefits specialist attempted to determine how likely any participant might be in achieving their employment goals.  The benefits specialist deemed over three-fourths (77%) either somewhat or very likely to achieve their overall employment goals.  Here the differences were significant regarding variations between the treatment and control group (p<.005).  Ninety percent of the treatment group were considered likely (somewhat or very) to achieve their employment goals compared to only 70 percent of the control group.

Consumer experience

At baseline, 93 percent of the treatment group indicated that the benefits counseling session was either very important or somewhat important compared to only 78 percent of the control group (p=.001).  In addition, 95 percent of  the treatment group participants indicated that the personal encouragement that they received from the benefits specialist was either very important or somewhat important compared to only 85 percent of the control group (p=.006).  Both groups agreed that the benefits specialist had addressed all of their questions or concerns (98% for each group) and that they fully understood the BOPD (95% for treatment; 90% for control).  Eighty-three percent of each group acknowledged that the benefits specialist provided them with new information about Social Security and other resources that were available to them.

Employment Supports

Personal supports

An additional question was asked of the participants to verify the importance of various personal supports, supports deemed to be important for that person to either help them find a job or stay at their job.  These supports included family and friends, affordable housing, transportation, assistive devices, health insurance, job coach, control over the pace or scheduling of work activities, benefits, supportive employer and supportive co-workers.  In each case, participants were asked if the particular support was very important, somewhat important, or not important for them with regard to their current or most recent job.  The results shown in the following figure represent the responses at baseline only and represent the supports that were deemed as “very important” by respondents.  There were no significant differences between treatment and control groups.

Figure 43. Six top personal supports ranked as very important by participants – at baseline
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Programmatic supports

At the end of each interview, respondents indicated their utilization of various employment supports.  At baseline, participants indicated whether they had ever used any of these supports, and at the yearly follow ups, participants reported whether they had used any of these employment supports for the past 12 months prior to the interview.  The list included 24 state programs which are related to employment of people with disabilities.  The Bureau of Rehabilitation Services (BRS) was number one in terms of the most utilized employment support from baseline all the way through to 24 months.  At baseline, 79 percent of the participants were participating in BRS, at 1 year that number dropped to 58 percent and at 2 years that dropped to 41 percent.  This was the total for both treatment and control groups.  However what was statistically significant  was the fact that at 24 months, the treatment group were far more likely to be still utilizing the services of BRS with 52 percent of the treatment group utilizing their services compared to only 29 percent of the control group (p=.001).

The second most utilized employment support which was consistent throughout the interviews was Medicaid for Employed Disabled.  At baseline, 60 percent of the participants were in that program, after one year, 52 percent were still participating, and at 2 years, 42 percent were participating in that program with no significant differences between the treatment and control groups.

At baseline, the Ticket to Work program was ranked third most utilized employment support with 34 percent of the participating indicating that they were in that program, whereas at 1 year and 2 years, the community action agencies ranked third in utilization (27% and 18% respectively).  The results are represented in the following figure (Figure 44).

Figure 44. Seven most utilized programmatic supports
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Employment status

The number of participants who were employed in any given time period remained fairly consistent throughout the entire two years of the program.  Seventy-four percent of the treatment group were working at baseline compared to 73 percent of the control group.  After 24 months, 66 percent of the treatment group were working compared to 65 percent of the control.  As shown in the following figure, there was only slight fluctuation in this number over the 24-month period.

Figure 45. Percent of participants working over time
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Only five percent of all participants (n=14) indicated that they were self-employed.  Also less than four percent of all participants acknowledged that they earned money by working under the table.  This figure was fairly consistent at all time periods.

Employment goals

At baseline, participants were asked about their employment goals, specifically if they planned to earn more money, work more hours, tell their employer that they could earn more money, add (if working) or get (if not working) a job, or change their job (multiple responses possible).  Any participant who said that a specific option was part of their employment goal or something that he or she wanted to achieve was then asked to indicate the likelihood of achieving the goal within the next 12 months:  very likely, somewhat likely, not too likely, or not at all likely.  The baseline measure (anticipated) in the following figures represents those who said that it would be very likely for them to achieve that goal within the next 12 months.  In the follow up interviews, all of the participants were asked whether they actually had earned more money (at least $100 more per month), worked more hours, told their employer that they could work more hours or earn more money, changed their job, or added another job (for those who were already working) or got a job (for those who were not working at baseline) since the last interview.  For the sake of simplicity, the results from the entire first year are represented in the figures, for example, anyone who had an increase in wages or hours in any of the quarters of the first year of interviews was considered to have achieved that goal within the first year. The second year interview results represent anyone who had achieved each of the goals during the previous year.  So it is possible that someone who had earned more money in the first year was also able to earn more money in the following year, while it may also represent someone who had not achieved this goal until the second year of the program.  In summary, for the following group of figures (Fig 46 – 50), the percent at baseline (anticipated) represents those individuals who had indicated that it was very likely that they would achieve the particular goal within the next 12 months; the one year results represent anyone in the entire group of participants who achieved the particular goal at any point within the first year of the program; the two year results represent anyone in the entire group of participants who had achieved the particular goal within the second year of the program.    

For those who wanted to earn more money, 40 percent of treatment group and 29 percent of the control group felt that they would very likely achieve this goal.  At follow up interviews, all of the participants reported whether their income had increased or decreased by at least $100 per month or whether their income had remained the same.  At the end of the first year, 51 percent of the treatment group had earned more money compared to only 35 percent of the control group (p=.011).  And at the two year point, 33 percent of the treatment group said that they earned more money in the previous year compared to 26 percent of the control.

Figure 46. Anticipated likelihood and actuality of earning more money over time
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Twenty-seven percent of the treatment group and 23 percent of the control group whose goal it was to add more hours thought that it was very likely that they would do this in the next 12 months.  After one year, all of the participants responded to the question as to whether they were working more hours.  Fifty-two percent of the treatment group had added more hours compared to 29 percent of the treatment group, and this difference was significant (p=.000).  At the end of the second year, 31 percent of all the treatment group and 23 percent of all the control group had added additional hours in that previous year.

Figure 47. Anticipated likelihood and actuality of adding more hours over time 
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Other goals for the participants included telling their employer that they could earn more money or work more hours.  For those who indicated that telling their employer was a goal, 52 percent of the treatment group and 35 percent of the control group anticipated that it would be very likely that they would do this.  Differences between treatment and control groups were statistically significant at baseline (p=.019) and at the 1 year (p=.000) point where 90 percent of the treatment group actually told their employer that they could earn more money, compared to only 69 percent of the control group.

Figure 48. Plans to tell employer can earn more money or work more hours
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Plans to change jobs was not an anticipated goal for many participants.  At baseline, only 30 percent of the treatment group and 39 percent of the control group indicated that it was very likely that they would change jobs.  At the end of the first year, 20 percent of the treatment group and 28 percent of the control group had changed jobs.  By the end of two years, this employment goal more closely approximated the anticipated likelihood.  Thirty-seven percent of the treatment group and 32 percent of the control group had changed jobs in the second year of the program.

Figure 49. Plans to change jobs
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At baseline 70.2 percent of the treatment group and 30 percent of the control indicated that they were very likely to either add another job, if they were already working, or to get a job, if they were not working.  Over the first year, all participants were asked if they had added a job.  In the first year, 30 percent of the treatment group said that they had accomplished this goal compared to 22 percent of the control group.  At the end of the second year, 17 percent each of both the treatment and control groups either added another job or got a job during the previous year.

Figure 50. Plans to add another job
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Success in reaching goals

At baseline, participants were asked how likely it would be that they would successfully reach their employment goals over the next 12 months.  At 12 and 24 months they were asked how successful they actually were in reaching these goals.  At both 12 and 24 months, their original goals, whether earning more money or adding more hours, were reiterated for their benefit.   The results of those who thought that they would be very likely or somewhat likely to reach their employment goals (at baseline) and very successful or somewhat successful in reaching their employment goals (12 and 24 months) are shown in the following figure.  At baseline, nearly half (42%) of the treatment group thought they would be very likely or somewhat likely to reach their goals; only 30 percent of the control group felt that confident.  After 12 months, 56 percent of the treatment group indicated that they were very or somewhat successful in reaching their goals compared to only 44 percent of the control group.  At 24 months, 62 percent of the treatment group thought that they were very successful or somewhat successful in reaching their employment goals in the previous year compared to 49 percent of the control group.  Differences between treatment group and control group were significant only at baseline (p=.000); at 1 year p=.044; and, at 2 years, p=.040.
Figure 51. Success in reaching employment goals
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Job variables

Current (or most recent) job

At baseline, all participants were asked about their current job or their most recent job if they were not currently working.  The largest percent of participants (40%) worked in service or maintenance, including child care, cafeteria or restaurant workers, truck drivers or janitors.  Eighteen percent of the participants worked in a technical or paraprofessional position including drafters, teachers’ aides and nurses’ aides.  Fourteen percent of the participants were employed in secretarial or clerical positions including administrative assistants, bookkeepers, and tellers.  Twelve percent of the participants were professionals such as teachers, nurses, programmers, doctors or engineers.  Eleven percent of the group were involved in sales or related work including cashiers, telemarketers, real estate sales, or clerks.  Only three percent worked at a skilled craft such as mechanics, assemblers, carpenters or electricians.  Two percent (n=5) were in executive or administrative positions.  Another two percent of the participants were in farming positions and one of the participants worked in a sheltered workshop.

Previous work – prior to disability

Ninety percent of the participants indicated that they had worked before they acquired a disability.  Previous jobs included executive positions (6%), professional (27%), secretarial or clerical (16%), technical or paraprofessional (13%), skilled craft like mechanics, carpenters, electricians (10%), service or maintenance (23%), sales and related work (2%) and farming or related work (2%).

Differences between former job status and current job status were notable in certain classifications.  For example, only 23 percent of the former jobs had been in service whereas now service jobs represented the employment of 40 percent of the participants.  Twenty-seven percent of the participants’ former jobs had been in a professional field, like teaching, nursing, doctors, or engineers, whereas only 12 percent of the participants were in such fields now.  Sales positions had been held by only two percent of the participants before they were disabled, and now sales positions represented the employment arena of 11 percent of the participants.  Also former positions included ten percent of the participants in the field of skilled craft, and now only three percent of the participants were engaged in such fields.

Figure 52.  Type of job before and after disability
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Talents and abilities

At each time period, respondents were asked how much of their talents and abilities were employed in their current job, most, some or practically none.  At baseline, 47 percent of the treatment group and 54 percent of the control group indicated that they used most of their talents and abilities for their job.  At 12 months, the figure went up for the treatment group (51%) but down for the control group (49%).  By 24 months, 61 percent of the treatment indicated that they use most of their talents and abilities at their job compared to 56 percent of the control group.
Effect on SSDI and other benefits

At each interview, participants indicated whether or not their SSDI check had changed since the previous interview because of a change in earnings.  While less than 20 percent had experienced a change in their SSDI, the differences between treatment and control groups showed no significance until the 2 year point (p=.043).

Figure 53. Has the amount of your SSDI changed because your earnings changed?
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For the majority of participants (71 % for treatment and 64% for control) who did experience a change in their SSDI, the change did not occur until over two months after their change in earnings.  Eighty percent of the treatment group claimed to have received an overpayment in their SSDI as a result of this delay.  

Now I have to pay it back . But I'm paying it back at $50 per month which is not too bad. – treatment group participant
They said I owed them $20,000.  My check went from $900+ a month to less $300 a month without warning. – control group participant.

Some of the participants who reported a change in their earnings also indicated that some of the other benefits they receive had changed as a result of this.  There were no significant differences between the two groups.

Figure 54. Did your change in earnings affect any of the other benefits that you receive?
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My food stamps went from $152 to $10 when I started my part time job. – control group participant

Lost energy assistance and housing assistance.  However, still receiving some housing assistance indirectly through landlord's participation in tax reduction program. – control group participant  

While I had to the job, I had to pay for Dept. of SS (Medicaid) -  - and my Medicare - and I am still trying to get that straightened out because I am in the Test Group.  And so far they are still taking out for Medicare and Medicaid even though I have lost my job. – treatment group participant

My housing sky-rocked – the apartment I have is $1000/ month-  and I'm paying for $500 per month - before I was only paying about one-third before I took on this job. - That is why I will be moving soon. – control group participant
Now that I'm working full-time and off SSDI, I am eligible for medical/dental insurance through the company I work for.  – treatment group participant

Employment motivation and work incentives

Summary scores from two standardized scales were used to assess respondents’ motivation to work (Motivation to Work scale, Cook et al., 2002; Dixon et al., 2001) and their experience of any barriers to employment resulting from SSA disability benefits regulations (Work Incentives scale, Hanes, Edlund, & Maher, 2002).  

The Motivation to Work scale measures a respondent’s motivation to work based on their responses to thirteen statements that reflect how people think about work, using a four point scale, from strongly agree to strongly disagree.  When summed, higher scores represent a greater motivation to work (see Appendix A for the full scale).  

The motivation to work summary scores did not significantly differ between the treatment and control groups at each discrete time point: baseline, 12 months, or 24 months.  Summary scores from each time point ranged from 38.8 to 40.2, with a standard deviation range of 4.1 to 5.2.  There were significant changes between each group over time, as the treatment group reported a decrease in their motivation to work from baseline to 24 months (p<.05).  Significant differences were also shown within each group over time.  The treatment group began the study at baseline more motivated to work, but by year two, the control group had surpassed them, and indicated a greater level of motivation to work (p<.05).  

Figure 55. Motivation to work
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The Work Incentives scale measures perceived barriers to work resulting from SSA disability benefits procedures and policies.  Ten statements and four response options, ranging from strongly agree to strongly disagree, were used to create a four point summary scale.  Higher scores indicate a greater awareness of and trust in the workings of Social Security, and a clearer understanding of their benefits as related to their working, while lower scores indicate more perceived barriers to work.

Significant differences in the Work Incentives scale were shown at baseline, when the control group reported significantly less awareness and trust in SSA, which translates into more barriers to work (p<.05).  There were also significant changes between each group over time.  Both groups indicated a decrease in trust of SSA from baseline to 24 months (p<.001).  However, there were no significant differences within each group over time.  

Figure 56. Work Incentives Scale
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b. Qualitative – findings from the Key Informant Interviews
Impacts of benefit offset on beneficiary behavior

Key informants enumerated a number of impacts of the program on beneficiary behavior. The project provided an opportunity for eligible people to try out working at higher income levels and some who had the offset increased their earnings as a result. 

It provided an opportunity, whether or not they used it, and those who used it earned a higher income. 

I saw more people willing to go to work and more people earning over the limit. More people were encouraged and felt Social Security was making an effort. 

The project allowed people to do the amount of work they want to and increase and grow with their career and not be held back because they need to keep benefits and keep wages low. 

There were a significant number of people that used the offset and increased their earnings. These people still felt safe and it encouraged them to earn more than they normally would have under traditional Social Security rules. 

The project demonstrated that people would like to earn more money without being afraid of losing their benefits. Some who participated in the project were able to get off benefits and be more self-supporting and sufficient.

By going into the program, individual participants had confidence that they wouldn’t lose their benefits. This was spelled out clearly and accomplished properly. 

A few people went well above the substantial gain activity level so they could work extra hours and get extra money in their pocket and this is pushing people toward self-sufficiency and allowing them to be more self-supporting. 

A young woman, who is receiving an offset SSDI because she’s earning above SGA, is buying her first home. This wouldn’t have happened if she hadn’t been able to earn more wages.

One woman was afraid to work even part time because she earned a lot per hour as a nurse and was afraid of going over SGA. Over many months, this person ended up working full time and earned more than $75,000. Her health is better now and she feels better about herself. For the past year she has been off of benefits. 

Some people have gone on to earn enough money so they don’t get an offset check. It has given a few people the confidence they need to get off benefits and to move forward with their career.  

One man in the project was concerned about making over the SGA at a part time job. He was in the offset and 6-7 months later took a full time job because he felt confident about the benefit situation. This was a person who wanted to get off Social Security benefits but just wasn’t sure he could do it. He was able to deal with the emotional concerns and stress that he wasn’t sure he could handle and now he’s no longer getting Social Security benefits. He’s beyond the offset. He’s doing well now and was just accepted into one of Fordham’s master’s level programs. 

A few BOPD participants were able to do things that would not have been possible without the project.

People told me how thrilled they were to have the project -- there was one person whose son was going to college and the offset made it possible for him to contribute significantly to his son’s education. It made such a difference in his life in terms of how good he felt about being able to help his son. 
All people involved in the project, whether treatment or control, had a good connection with benefits specialists and learned how the offset worked. They all were also provided with other benefits and resources that they were eligible for.  

We had a strong foundation in place for the project with our benefits specialists and in the project we built on that foundation. That made all the difference. 
People understood they could earn more and still keep their partial SSDI benefit. Even people in the control group got the benefit of understanding about other supports such as Medicaid for the Employed Disabled or about subsidized housing. People in both test and control groups got supportive information and better information on benefits because of benefits counseling. They learned that they might even earn more money because they understand about the limit and that the limit of income they could earn changes each year and that they could continue to keep their benefits. 

Section IV: Summary and Conclusions

I.    
Summarize findings and lessons learned for BOND and future policy

Impacts of Offset Provisions
Employment rate, SGA rate, and average earnings
Given the opportunity of an SSDI benefit offset for earnings above SGA, 33% of the treatment group utilized the provision and started an offset before 1/1/2009, which was approximately 2 years post-enrollment for the majority of enrollees. That percentage increased to 36% during the first three quarters of 2009, showing that the program is continuing to help participants increase their income.
Of the various outcome measures examined, SGA rate appeared to be the most sensitive or most responsive to offset treatment effects, which is consistent with the hypothesis that the primary effect of removing the cash cliff of SSDI would be to reduce the “parking” of beneficiary earnings below SGA, rather than prompting non-working beneficiaries to enter the labor market.
For the full sample of enrollees, there was a significant effect of the offset intervention on SGA rate in all of the post enrollment quarters from quarter 2 through quarter 8, the last quarter of data examined. 

There were also significant effects for the full sample on average earnings, with the offset group earning significantly more on average than the control group in quarters 1 through 4. The significant difference did not hold in the second year post-enrollment, however.

There were no significant effects on employment rate in any of the 8 post-enrollment quarters. This finding applies to the full sample, as well as to all of the subgroups examined.

Overall, the subgroup analyses findings were less robust than for the full sample, although several of the subgroups had comparable results to the full sample. The relatively small sample sizes of the subgroups likely explain this trend.

Baseline earner results closely mirrored results of the full sample on all three outcomes, likely because baseline earners made up more than two thirds of the CT sample due to the initial sample design. 

The Buy-In subgroup also looked very similar to the full sample on the percent who worked above SGA, but those in the offset group had higher average earners than the control group in only the first post-enrollment quarter. 

Neither men nor women had consistently better outcomes, but there were more significant differences in both working above SGA and average earnings within the older subgroup than the younger group. Findings were overall weaker for those who completed TWP before enrollment than for the full sample.

Self-report survey data
The repeated annual survey data resulted in some notable findings.

· Positive View of Benefits Counseling:  Almost all test and control group participants rated the Benefits Counseling they received extremely positively, and test group ratings were significantly higher than the control group

· Personal Supports:  BOPD participants noted a number of personal supports that were key for them in finding and keeping a job, in particular in order of importance: transportation, affordable health insurance, a supportive employer, affordable housing, control over the pace of work, and supportive co-workers.

· Work Incentives:  BOPD participants also noted a few work incentives they used at each time point, in order of frequency: vocational rehabilitation (VR), the CT Medicaid Buy-In program, and Ticket to Work. Test participants were significantly more likely to still be involved with VR at 1 and 2 years post-enrollment, compared to control group members.

· Expectations:  The test group had both higher expectations of earning more money and increasing their work hours, and were more likely to report having achieved these outcomes in the 1 and 2 year surveys, than the control group.

· Self-Assessment of Overall Success:  The treatment group rated their own overall success at reaching their employment goals significantly higher than the control group 1 and 2 years post-enrollment.

· Change in SSDI Benefit:  The treatment group reported a significantly larger change in their SSDI benefit at the 2 year point, compared to the control group.

· Awareness and Trust:  Awareness and trust in SSA programs and policies decreased significantly from baseline to 2 years for both test and control group participants; there was no difference between the two groups.

· Other Factors:  There were no significant differences over time or between test and control groups at any one time for work motivation, physical functioning, subjective health, or emotional difficulties
II.
Conclusions

Overall systems change is necessary to increase employment for beneficiaries.

· Removal of the “Cash Cliff” - Most people receiving disability benefits return to employment in steps.  These steps typically take much longer than the 12 month protections of the trial work period and grace period under current SSA rules.  Beneficiaries want to know how they will do best financially and for many, that ends up for a time being a combination of work below SGA and continuing to collect their SSDI, which is their full amount under the current system.  Benefits Offset is a win-win for beneficiaries and Social Security.  The offset allows consumers to minimize risk while maximizing income, with continued attachment to the ability to collect benefits.  Our findings demonstrate that significant numbers of beneficiaries on DI will increase earnings, thus reducing the monies being paid out by Social Security in benefits.  For many beneficiaries with cyclical disabilities, the flexibility offered by the offset will encourage them to maximize earnings under a supportive and responsive system.

· Definition of Disability - Most people applying for Social Security disability benefits believe that they can not be working at all and get on DI benefits.  They do not understand that it’s possible to work below SGA and still be determined eligible for benefits.  Lawyers often advise applicants to stop working, the implication being that they are likely to get on benefits if they cannot do any work.  The public perception is that you will have to prove that you are unable to work to get on benefits.  There is an inherent contradiction in asking people to prove that they cannot work and then, once they get their benefits, suggesting that they should go to work.  People think that they will lose those benefits if they can do any amount of work.  There are some people who will research through materials like the SSA website and may then go on to VR and/or benefits counseling.  Many people will not take those steps on their own and will not risk losing their benefits by going to work.   If Social Security were to change the definition of disability in a way that allows for at least some amount of work, the work incentives would not seem so contradictory to the initial process of proving that one can’t work to get on the benefits.  
Program design needs to maximize participation, while minimizing threats to beneficiaries.  

· Minimizing Overpayments - It is essential that benefit adjustments are completed in a timely manner.  If people perceive that they are being penalized due to large overpayments, they will be unlikely to participate.  Word-of-mouth is a wonderful marketing tool.  Information shared by recipients who have a positive experience will encourage others to use the offset.  Likewise, negative experiences will be shared and discourage others from using the offset.  Social Security may want to consider a larger administrative waiver amount than the current $1,000 for those using the offset.  

In order for the system to operate efficiently, there must be a system in place to respond to changes in beneficiary circumstances and act on those changes in a timely and efficient manner.  Connecticut staff spent considerable time assisting participants in accumulating information about wages and reporting them correctly.  It is essential that BOND have a wage reporting system that is simple to understand and allows for the issuance of a benefit that reflects current circumstances.  In addition, local SSA staff should be available and accessible to participants to trouble shoot  problems and expedite them quickly to avoid an excessive number of underpayments and overpayments.  

· Restricted Eligibility – BOND should not restrict eligibility as was done with the 72 month window in the BOPD.  People with a significant work history who are most likely to increase earnings and use the offset are excluded from participation.  Many more beneficiaries will use the offset when this group is included, saving Social Security significantly more money.  

Access to services and supports is a critical component of a successful SSA return-to-work program effort

· Benefits Counseling - Beneficiaries need to understand their total financial picture.  They want to know how they can do best financially based on earned and unearned income and benefits other than SSDI that they receive.  Benefits specialists in Connecticut have extensive training on asset building strategies, other resources to assist people in stretching the dollars that they have, as well as training on SSDI work incentives/rules.  They provide follow along services, answer questions and offer supports to encourage beneficiaries to work and to increase earnings based on an understanding of how they can increase self sufficiency. Trusting relationships are established that allow for those on benefits to understand the risks involved in working or earning more money.  Often, it is clear that they will be better off but would not realize that without good information being available.  Benefits counseling services are critical for the successful implementation of a benefit offset program.

· Employment Supports:  Beneficiaries may need a wide range of supports to be successful in obtaining or maintaining employment.  Any return to work program effort on the part of SSA needs to provide seamless access to existing supports within a state.  
· Medical Insurance - It is very important that beneficiaries be able to maintain or obtain medical insurance.  Because many people on benefits work part time, they are less likely to get medical benefits through an employer.  Even those who work full time may find that their employer either doesn’t offer any insurance or what is offered is costly and provides very limited benefits.  Medicare and Medicaid are both important to beneficiaries.  Continued attachment to Medicare over a period of years minimizes the risk that ongoing medical expenses or a sudden major medical need will leave the individual with inadequate monies to meet their financial needs.  Medicaid Buy-In programs are also essential for many.  Generous programs, like the one in Connecticut, will encourage people to earn at a higher level.  Beneficiaries will make decisions on earnings based on whatever income and asset limits they are given.  If the Medicaid Buy-In is restrictive, most beneficiaries will choose to stay under those limits and maintain medical coverage.  This is especially important for those using waiver programs who may need personal assistance services or other specialized services for head injury, developmental disability, etc.  

A.  Key Lessons 

B.  Key Policy Implications

Key informants indicated that Social Security needs to be more aggressive in pursuing policy change. The question, “What do you do for work?” is demoralizing for people with disabilities who aren’t working because they are afraid they’ll lose their medical benefits. Social Security should reevaluate the medical necessity policy and provide the supports people with disabilities need in order to work.  

The problem is Social Security isn’t aggressively pursuing policy change because they feel they’ll get soaked. They think people want to be disabled. We’ve seen evidence that people with disabilities really do increase their work and that it works best when someone with a long term disability has the opportunity and security of doing it gradually. 

Social Security needs to stop a system that’s designed to catch people cheating and instead focus on recovery - - they have contradictory aims. They need to provide supports and need a fundamental policy shift in order to do so. 

Social Security needs to be on top of the research and use the results to improve the process. Hopefully they’ll look at it and use the information. 

C.  Areas for Future Research, Recommendations for Future SSA Pilot Projects

The Connecticut pilot did a process and outcomes evaluation and has been able to demonstrate what kind of outreach strategies worked, what messages were important and what information beneficiaries needed to make decisions. It also showed what systems SSA needs to have in place to support this kind of a demonstration. Connecticut’s experience is invaluable in being able to inform the national demonstration. 
Key informants were pleased with Connecticut’s contribution to this pilot program.
We were able to let them know that their original design was too big. We were able to say this is what happened with our beneficiaries. They now have evidence they didn’t have before.  

We were able to get information on the biggest indicator--did people earn more money?  

Although there were a number of difficulties with the project, key informants agree that most consumers appreciated the opportunity provided by the BOPD to work more hours, earn more income, and not be concerned about losing benefits.

The offset was positive overall in spite of the obstacles. Over time those things will work themselves out. Most consumers are happy about the project and many mentioned they’d rather have the problems than the current system because they were able to earn more. 

In the future, key informants would like to see the establishment of a permanent benefit offset system. With a permanent system, better employment outcomes including wages, benefits, hours worked, and job retention would all increase. Consumers wouldn’t be tempted to turn down a raise because they’re afraid they’ll earn more money and then lose benefits. A permanent program would also help develop a better and more diverse workforce that includes people with disabilities. It would mean more inclusion, better community inclusion, and employers being more comfortable in hiring people with disabilities. It would eliminate the cash cliff and the precipitous drop when consumers hit a certain income. It would also provide an easier transition up the career ladder and enable people with disabilities to enjoy increased quality of life. 

With a permanent system, people will think differently about what they want vocationally and it may be in steps to test it out but they’ll see a long term benefit. 

Social Security will see more people earning more money and going off Social Security if the offset is made a long term rule. Many people want to go off of benefits but they want insurance that they won’t lose benefits right away. It will be positive for Social Security and will allow them to have more money in their system if this becomes a permanent rule. 

If the rules for those receiving Social Security Disability Insurance changed, that would be an accomplishment. If people had the opportunity to have their benefit gradually reduced rather than abruptly stopped then people would work more because it wouldn’t be an all or none situation. 

It would be wonderful even if it only helped a small number. It would move them off of dependency on Social Security benefits over time. It would begin to change how people see their Social Security and people could think from the get go how they could work their way off it. They could get away from the current mentality that it’s all or nothing. 

Consumers could incrementally increase wages up the career ladder and more people with disabilities could be working at higher levels. 

More people will work and earn more money and have better qualify of life. A permanent SSDI Benefits Offset would contribute more to society and help people using the offset to have more self esteem. More will have careers and feel more secure that if they need Social Security it’s there for them. They would have a safety net there if they need it and that makes a huge difference for people. 
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Appendix A.

Participant and Benefits Specialist survey forms
Total number in randomized dataset = 8787





Potential participants sent letters of invitations = 6726





No letter of invitation sent = 2061





No response = 5839





Called CTW Center = 887





No, not interested in meeting with benefits specialist = 95





Yes, interested in meeting with benefits specialist about BOPD = 792





No response to benefits specialist when contacted = 137





Declined participation in BOPD = 121





Interested, but ineligible for BOPD = 269





Eligible, consented, and enrolled in BOPD = 265





Control group = 138





Treatment group = 127





Figure 2. Enrollment process
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� Portions of this report section are identical to Vermont’s report, as SSA asked all four demonstration states to utilize the same data sources and methods of evaluation. Vermont shared a draft of their report with the other states and CT’s report has included the relevant portions here. 


� See Appendix A for all evaluation instruments.
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