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Executive Summary

The Wisconsin SSDI Employment Pilot (SSDI-EP) has been one of four small
state based projects authorized by the United States Social Security Administration
(SSA) to begin testing a proposed benefit offset feature for the Social Security Disability
Insurance (SSDI) program. The main purpose of the pilots was to inform the design of a
national demonstration of the benefit offset feature by providing SSA with information
about implementation and preliminary findings about whether a SSDI benefit offset
would result in desired increases in employment related outcomes. The SSDI-EP was
organized and operated through the Pathways Projects.

SSDI is one of the Title Il programs of the Social Security Act. The main purpose
of SSDI is to provide income support to disabled workers and, under some
circumstances, their spouses and dependents. SSDI eligibility also establishes eligibility
for Medicare after a two years waiting period. Access to SSDI requires that an individual
have a medically determinable impairment that makes that individual incapable of
performing substantial gainful work. In practical terms, this means that a claimant must
not be able to earn at or above what SSA calls the Substantial Gainful Activity (SGA)
level at any job in the national economy.*

However, Congress and SSA have increasingly encouraged those attached to
the SSDI program (“beneficiaries”) to work after entering the program. Initially, the
purpose was to encourage some to leave benefit status. More recently, greater focus
has been put on encouraging work effort without any expectation that beneficiaries
would frequently leave the program. The hope has been that SSA would still be able to
lower program outlays and that beneficiaries would reap a portion of the material and
personal rewards associated with work. Given that SSA’s disability definition would
seem to preclude work at a “substantial level,” Congress and SSA have faced the
challenge of how to encourage work without changing the very basis of program
eligibility. Moreover, even ignoring this seeming contradiction, the SSDI program
includes a powerful disincentive to SGA earnings. Under current law, the SSDI benefit
payment iszreduced to zero dollars when monthly earnings exceed SGA, the so-called
“cash cliff.”

The purpose of a benefit offset feature is to mitigate this disincentive and, as a
result, to encourage SSDI beneficiaries to become employed and, once employed, to
increase their earnings above the Substantial Gainful Activity (SGA) level. The version of
the offset tested through the SSDI-EP and the other three pilots provided for a one dollar
decline in the benefit level for each two dollars of earnings above the SGA level.

SSA specified that all of the benefit offset pilots utilize random assignment and
that participants be volunteers. The SSDI-EP enrolled 529 participants between August

! The 2009 SGA level was $980 per month, though the SGA level is always somewhat higher for
those disabled because of a visual impairment. SGA, like SSDI benefits themselves, is indexed.

% In current law there is one exception to the complete loss of cash benefits when earnings go
above SGA. SSDI benefits are unaffected by earnings during the nine month Trial Work Period
(TWP).



2005 and October 2006; 496 of these individuals proved fully eligible to participate. The
pilot continued full operations through December 2008, though follow-up activities will
continue for some time to come. For several reasons, principally SSA mandated
eligibility rules, the voluntary nature of participation, and how the pilot recruited
participants, SSDI-EP enrollees were not a representative sample of the adult SSDI
beneficiary population who, presumably, would be qualified to use a benefit offset
provision should one be added to the Social Security Act. This fact did not negatively
affect what could be learned from studying implementation. As the SSDI-EP sample
included an unusually large proportion of beneficiaries already engaged in work, the
SSDI-EP sample offered an opportunity to examine the effects of the offset and pilot
provided support services on a subgroup that might be especially motivated to use the
offset.

This report presents findings from both a process evaluation and the analysis of
participant employment related outcomes. In brief, the SSDI-EP was able to organize
and implement its activities much as had been planned, though not without some
shortcomings. However, there were far more serious implementation problems at the
Social Security Administration. These implementation problems tended to reinforce
concerns about whether treatment group participants, especially those who had used the
offset, would have a smooth transition back to regular program rules. In particular,
concern has been raised as to how work performed above the SGA level during the pilot
would affect the outcome of future continuing disability reviews.

The impact evaluation focused on whether the employment rates, average
earnings, or the proportion of those with earnings above SGA of those assigned to the
treatment group would increase relative to those assigned to the control group. In brief,
there were no significant differences in employment outcomes over the two years
following entry into the project. Nonetheless, both the treatment and control groups
achieved some gains in aggregate employment outcomes. These were strongly
associated with the amount and continuity of work incentive benefits counseling received
after entering the project.

SSDI-EP structure and operations

The SSDI-EP was operated by the Pathways Projects, a collaborative entity
housed in the Wisconsin Department of Health Services (DHS), which also includes
partners from the University of Wisconsin-Madison and the University of Wisconsin-
Stout. Pathways is best viewed as an entity with the mission of developing and then
disseminating best practice for encouraging employment and better outcomes from
employment for persons with serious disabilities. As a consequence, Pathways had a
somewhat different perspective on the project than SSA. There was a greater focus on
the offset as one tool amidst holistic efforts to achieve better employment outcomes,
irrespective of whether those efforts resulted in SGA earnings.®

SSA chose the specific features of the benefit offset, established the eligibility
rules, and determined how the offset itself would be administered. These features were
essentially the same across all four pilots. Each state, however, was given substantial

% pathways is housed in its state Medicaid agency. It has been deeply involved in the design and
evaluation of Wisconsin’s Medicaid Buy-in program. Pathways coordinates efforts under the
state’s very large Medicaid Infrastructure Grant.
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discretion to decide how the pilot would be organized and how activities such as
recruitment, enrollment, service provision, and evaluation would be carried out.

SSA restricted participation to working age SSDI beneficiaries who did not also
have SSI eligibility, who qualified for their benefit based solely on their own earnings
records, and who were not more than seventy-two months past the completion of a Trial
Work Period (TWP). Only those assigned to the treatment group would have the
opportunity to use the offset and to be exempt from medical Continuing Disability
Reviews (CDRs) for as long as they remained in the pilot.

Nonetheless, those assigned to the treatment group would not automatically get
to use the benefit offset. The TWP would need to be completed first. Also, the offset
would only be applied during those months when a beneficiary had earnings above the
SGA level. Those in the treatment group effectively had their Extended Periods of
Eligibility (when beneficiaries receive their full SSDI benefit when earnings fall under
SGA) increased from thirty-six to seventy-two months. However, the EPE extension
would be referenced to the TWP completion date, not the pilot enrollment date. Thus,
while the maximum duration of offset use was seventy-two months, a member of the
treatment group could have entered the SSDI-EP with as little as one month to use the
benefit offset. Additionally, SSA made a critical change to the rules for offset use very
late in the project. Only treatment group members who completed their TWP by the end
of December 2008 would be allowed to use the offset; everyone else in the treatment
group would be returned to regular program rules at the start of 2009. Those in the
treatment group had enrolled with the understanding that they could use the offset
whenever they completed their TWP, regardless of whether the active phase of the pilot
had ended.

For the most part, Pathways organized the SSDI-EP similarly to the pilots outside
Wisconsin. The SSDI-EP did not explicitly limit participation to participants who had
completed or entered a TWP. In common with the other pilots, the SSDI-EP would
provide access to work incentive benefits counseling and would do so irrespective of
whether the participant was assigned to treatment or control. Pathways staff viewed
benefits counseling as essential because it would provide individuals with accurate
information about both opportunities and dangers, including how opportunities might be
exploited and how dangers might be avoided or mitigated. Though Pathways staff felt
that those using the offset would generally need benefits counseling services, so too
would any SSDI beneficiary interested in becoming employed or increasing his earnings.
This principle of equal access would apply to any service provided through the SSDI-EP.
Indeed, it was thought that providing “equal access” would allow a better test of the
offset because, theoretically, that would avoid any possibility of conflating the offset’s
impact with that of benefits counseling or any other pilot provided services.

Among the four pilots, the SSDI-EP was distinctive in using a network of (largely)
non-profit entities to work directly with participants. Based on past experience, Pathways
staff thought it important to organize the pilot to enroll and serve participants on as local
a basis as practicable. Pathways staff also felt that a decentralized delivery system
would better model the context in which a statutory offset would have to be used. Given
Pathways did not have any significant local presence for identifying and serving
participants nor the resources to create one, it decided to use existing community based
capacity to conduct recruitment and enrollment, provide or arrange for services, and
collect participant information to both administer the offset and for evaluation purposes.
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Twenty-one “provider agencies” enrolled participants; twenty of these have remained
involved in the effort. Thus, Pathways was able to meet SSA’s requirement that the pilot
would be available to beneficiaries throughout the state.

During the pilot, the SSDI-EP central office’s main role was to supply provider
agency staff with needed training and technical assistance, to monitor compliance with
pilot rules, and to serve as an intermediary between the SSA Office of Central
Operations (OCO) and the provider agencies and patrticipants. This final role became
increasingly important over time due to the unforeseen challenges of offset
administration.

Evaluation approach

As noted, this report presents findings from both a process and outcomes
evaluation. The two are related. In the absence of evidence of adequate implementation,
it is impossible to attribute results, good or poor, to the intervention. Good information
about the intervention can also give insight into observed results and provide a firm
basis for improving policy and program in the future.

In general, process evaluation activities sought to both describe the project and
to account for change in it over time. We sought to understand how different
stakeholders viewed or experienced the pilot, giving the most attention to participants,
provider agency staff, and pilot staff housed at Pathways. We utilized multiple data
sources including written records and communications, encounter data collected through
the provider agencies, interviews, surveys, and focus groups. Additionally, as the
evaluation team was located at the pilot’s central office, these data were augmented by
our experiences as participant-observers. No single method was used to analyze data;
in general we strived to work in conformance with recognized principles of historical and
social science research.

Evaluation of participant outcomes was guided both by our understanding of an
admittedly implicit intervention theory and our interest in whether and how pilot
participation facilitated better employment outcomes, irrespective of actual use of the
offset provision. The offset was expected to work because it substantially reduced the
marginal tax rate at SGA and above from 100% to 50%.* Beyond this, experiencing the
offset or hearing about the positive experience of others was hypothesized to reduce
beneficiaries’ fear that work activity would result in the loss of income, threaten SSDI
eligibility, or that for vital health care programs such as Medicare or Medicaid. Thus, the
offset would also motivate improvements in employment outcomes through this second
indirect path. In addition, benefits counseling was hypothesized to have a separate
impact on fear reduction that might lead to improved outcomes for those in the control
group and for treatment group members who did not use the offset as well as serve to
reinforce the offset’s positive outcomes.

The evaluation concentrated on comparing the full treatment group and control
group to each other. In a few cases, comparisons were limited to examining differences
between those who had completed their TWP. Most analyses were designed to compare
outcomes over a time period relative to each participant’s entry into the pilot. The main

* Of course, once earnings were sufficiently high to “zero out” the amount of the offset user’s full
SSDI payment, the marginal tax rate on the benefit would be 0%.
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period examined began four calendar quarters before the quarter in which the participant
enrolled and concluded with the eighth quarter following the enroliment quarter for a total
of thirteen quarters.

SSA asked for a range of subgroup analyses based largely on demographic
characteristics and pre-enrollment employment outcomes or program participation. In
addition to these, we added our own subgroup analyses, including some focused on the
effects of benefits counseling, Medicaid Buy-in use and participant attitudes.

SSA was most interested in examining three types of outcomes: employment
rates, mean earnings and the proportions earning at least SGA. The primary outcome
measures used in this paper are all constructed from Wisconsin Unemployment
Insurance system records and thus reflect the strengths and limitations of such data. As
these records are organized on a calendar quarter basis, so are most of our analyses.”
All monetary amounts are inflation adjusted using the Consumer Price Index for Urban
Consumers (CPI-U). We also examined additional outcomes including changes in
participant attitudes and a proxy for individual income. We consider this last outcome
especially important. It is our belief that from a participant’s perspective there isn't much
value in increasing earnings unless there is also an increase in income. After all, isn't
that the point of reducing a marginal tax rate?

Readers will note that two different modeling approaches are used to analyze
outcomes. One was mandated by SSA; the other approach reflects are own priorities. In
our own case and, we believe, SSA'’s, the choice made reflects the relatively small
number of cases available for analyses. SSA’s approach was to specify and run
separate regression models for each of nine calendar quarters beginning with the
guarter in which the participant enrolled. Unfortunately, this approach does not support
direct analysis of trends over time and greatly limits the use of control variables. As an
alternative we used MANOVA (Mixed Model Analysis of Variance). This procedure
allowed us to examine trends and to utilize more control variables, despite our relatively
small sample size. However there is no free lunch; MANOVA has its own set of
limitations that will be identified in the report.

This evaluation was designed and conducted solely by the authors with no direct
involvement by Pathways management or the staff involved in implementing the
operational aspects of the SSDI-EP. A document they provided summarizing their
perceptions about the pilot, its accomplishments, and lessons learned can be found at
the start of Section Four of this report.

Selected process findings

e The SSDI-EP was able to mobilize a network of partners to implement a benefit
offset pilot on a statewide basis. The SSDI-EP provided the training, technical
assistance, and program monitoring capacity that allowed a highly decentralized
program to operate much as planned.

e This network, as desired, closely modeled Pathways’ goal of operating the pilot in
a context that would closely resemble that in Wisconsin should a statutory SSDI

® SGA is an inherently monthly amount. As Ul earnings are quarterly, we use three times SGA as
a proxy for having SGA earnings in a calendar quarter.
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benefit offset become available in the not distant future. Though similar to that of
other states in that service provision is decentralized and funded through multiple
public agencies, Wisconsin is distinctive in having an unusually large number of
benefits counselors and a well developed training and technical support system
to sustain benefits counseling and other employment related services.

The SSDI-EP was able to use its technical assistance structure to meet
unanticipated needs or to perform anticipated tasks at much higher levels of
demand than originally expected. In particular, central office staff members were
able to meet major challenges involved in ensuring successful completion of a
large number of work reviews and responding to problems, such as delayed or
inaccurate checks and/or resolving large overpayments.

The SSDI-EP was able to insure the delivery of benefits counseling services at
most provider agencies through most of the pilot. Still, about 22% of participants
received no benefits counseling services after enrolling in the pilot. These
individuals were disproportionately from the control group.

Though great efforts were made to insure that benefits counselors were well
trained and had access to good technical assistance, roughly a third of
participants indicated through surveys that they had not received benefits
counseling services that fit their needs. It is possible that negative assessments
were related to the quantity of services received. The average number of hours
of benefits counseling a participant received over the period starting with the
enrollment quarter and ending with the eighth quarter thereafter (Q0-Q8) totaled
less than eight hours.

Nonetheless, in both surveys and focus groups, virtually all participants
characterized benefits counseling as an important, even critical service. There
was consensus that a statutory offset should not be implemented without the
ready availability of benefits counseling services.

Both staff and participants expressed substantial concern about the ability to
obtain needed employment related services, especially given Order of Selection
closures at Wisconsin’s Vocational Rehabilitation (VR) agency.

There was close to unanimity among participants, pilot staff, key informants, and
SSA itself, that the offset was poorly administered.

Many of the problems in offset administration had roots in other processes either
set up specifically for the pilots or moved to OCO for the duration of the pilots. An
example of the first class of problems was SSA'’s choice of using annual earnings
estimates as the main source of information for determining the amount of SSDI
checks once a treatment group member entered offset status. It proved difficult
for treatment group members, even with the aid of benefits counselors, to
complete estimates accurately and to know when and how to update them.

OCO processes for performing activities normally done through SSA field offices
often led to delays and frustration beyond those normally experienced by
beneficiaries. In particular, already stressful and occasionally problematic
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activities such as reporting of earnings, associated reconciliation of SSDI
payments, and work reviews were made more difficult because they were
performed by initially inexperienced, largely inaccessible, and at times
overworked staff at OCO.

SSA letters to those in the treatment group appear to have been written to meet
the agency’s legal needs or to address fears of potential litigation. Both
participants and staff reported that the letters were difficult to understand, often
contained inaccuracies, and tended to reinforce existing fears.

Most provider agencies did a reasonably good job of maintaining contact with
participants over as much as a three and one-half year period. Severe problems
were concentrated at only a few agencies. Still, there was a tendency to remain
in better contact with participants assigned to treatment group.

Attrition from the project was relatively modest, but voluntary withdrawals were
concentrated in the control group.

Selected impact findings

Only 21% of those in the treatment group had used the offset provision through
mid-year 2009.

There were no statistically significant differences between the employment
outcomes trends for those in the treatment group compared to those for control
group members during the primary post-entry analysis period of Q0-Q8.

Participants in both study assignment groups achieved some gains in Ul
employment rates, average quarterly Ul earnings, and the proportion of those
with quarterly earnings at least three times the SGA level during the Q0-Q8
period. For example, those in the treatment group posted a three percentage
point increase in their employment rate, a 21% increase in mean earnings, and a
three percentage point increase in the proportion of those with earnings
comparable with or exceeding the SGA level. The control group results were
slightly less positive, but the differences were not statistically significant.

Participants achieved much larger percentage gains in employment outcomes in
the year prior to entering the pilot than in the two years following entry.

There were decreases in the mean value of the income proxy variable (quarterly
earnings plus the sum of SSDI payments in that quarter) over the Q0-Q8 period
(2.5% for treatment and 4% for control). This is a highly undesirable result, given
the substantial increases in average earnings (roughly 20% for both groups) over
the same period. A main purpose of the offset feature and, for that matter, pilot
services was to make it easier to convert earnings gains into higher incomes.

Receipt of benefits counseling is strongly associated with increases in
employment outcomes, especially earnings, in even relatively small dosages.
Earnings growth in the Q0-Q8 period for those getting four to eight hours of
benefits counseling was 37%; those getting more than eight hours witnessed a
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30% increase. By contrast, Q0-Q8 earnings increased 7% for those who received
less than four hours of benefits counseling and declined 7% for participants who
received no benefits counseling following SSDI-EP enrollment.

There is also evidence that receiving benefits counseling in multiple time periods
rather than in a single time period was associated with stronger employment
outcomes. Participants getting benefits counseling during four or more quarters
during the Q0-Q8 period had Q8 earnings at least $700 more than participants in
groups that received benefits counseling in three or fewer quarters or did not
receive any benefits counseling.

Those in the treatment group were significantly more likely to complete a trial
work period after entering the pilot than those in the control group (27% versus
19%). This difference is especially noteworthy given the relatively small
proportions of participants (3%) in TWP when they entered the pilot. It also
suggests the possibility that the offset feature provides an incentive for TWP
completion, an incentive likely to be stronger if the offset were not time limited.

Earnings and income gains were strongly associated with completing a TWP,
irrespective of study group assignment. However, gains in the treatment group
were concentrated among those TWP completers who went on to make some
use of the offset.

Participation in the Wisconsin Medicaid Buy-in was associated with lower
earnings and a reduction in the proportion of those earning three times SGA over
the Q0-Q8 period. This finding appears related to the Wisconsin Buy-in premium
structure.

Nonetheless, those participating in the Medicaid Buy-in tended to suffer smaller
reductions in income as their earnings increased. Treatment group members
using the Buy-in actually posted increased income over the Q0-Q8 period.
However, even in this case only a small proportion of increased earnings were
converted into income.

Survey results showed high levels of concern that work activity would either
reduce SSDI benefits or threaten eligibility for SSDI, Medicare and/or Medicaid.
Over the following two years fear levels for control group members increased.
Meanwhile, response distributions for treatment group members tended to
remain about the same.

The interactions between benefits counseling, attitudinal change, and achieving
better employment outcomes appear complex and, for those in the treatment
group, counterintuitive. Those in the treatment group with higher levels of fear
entering the pilot or who had increased fear over time had better outcome
trajectories than those with the lowest levels of fear or who appeared to have
become less fearful over time. These findings suggest the possibility that
benefits counseling may not always need to reduce fears in order to be effective
in supporting better employment outcomes.



XVii

The MANOVA results were congruent with findings from previous studies that
those who work and have relatively high employment outcomes after entering a
disability program are likely to continue doing so. Covariates such as Ul earnings
in the year prior to entering the SSDI-EP explained far more of the variance in
the models (sometimes as much as half) then the statistically significant
indicators of benefits counseling, fear of benefit loss, or self-efficacy.



XVili

Project Timeline

June 2000 — Wisconsin submits SSDI
offset proposal to SSA for SPI project.
Request never approved.

1998

A

November 2003 — SSA declines
subsequent unsolicited proposal but
indicates that SSDI offset will be piloted.

A 4

A 4

June 1998 — Wisconsin includes SSDI
benefit offset feature in its State
Partnership Initiative (SPI) proposal.

July 2002 — Wisconsin and other states
submit initial unsolicited proposal for SSDI
offset pilot

March through June 2005 — Wisconsin
identifies provider agencies for the SSDI-
EP.

A

August 2005 — First participant enrolls.

A

A 4

March 2005 — Wisconsin, along with Utah,
Connecticut, and Vermont, is awarded
contract to conduct SSDI offset pilot.

October 2006 — SSDI-EP enrollment
period ends.

A

A 4

July 2005 — SSDI-EP “kick-off,” training
and recruitment activities begin in earnest.

A

January through April 2009 — Intensive
phase-out activities at provider agencies

A 4

May through July 2006 - DHS sends
outreach mailings to Wisconsin MAPP and
VR consumers.

A 4

December 2008 — Active phase of SSDI-
EP ends. Treatment group members who
did not complete TWP are returned to
regular program rules

December 2014 — Last month any SSDI-
EP participant might use the offset

A

A

2015

A 4

Winter 2011 — Start of enrollment in
Benefit Offset National Demonstration




SECTION ONE: INTRODUCTION AND PROJECT DESIGN

Most public policies seek to achieve multiple goals. In virtually all cases there will
be tradeoffs, some diminishment in the ability to maximize the attainment of every goal.
Sometimes these tradeoffs are modest, sometimes severe. These tradeoffs are most
likely to be severe when policy seeks to achieve contradictory purposes.

In the United States, such is the case for national programs providing income
support and/or health care for persons having severe disabilities. Eligibility for such
programs was and largely remains based on the premise that program beneficiaries are
unable to work, at least to an extent that would permit full or nearly full economic self-
sufficiency. As a consequence, most efforts to encourage persons using such programs
to work have been set up largely to encourage eventual separation from the benefit
programs.

Over the last decade, federal policy makers have become progressively more
interested in encouraging program beneficiaries to reduce their reliance on disability
benefit programs without necessarily expecting them to leave the programs. This shift in
emphasis coincided with changes in societal needs and attitudes, but also with
intensified efforts by people with disabilities and their allies to push for policy changes
more consistent with fuller social, economic and political inclusion. Not coincidentally,
there have been ongoing changes in technology and medical care that have greatly
increased the practicality of fuller inclusion, including labor force participation.

Thus, federal policies that provide income support and health care for persons
with severe disabilities now incorporate contradictory principles. Increasing emphasis is
placed on encouraging a level of work activity consistent with at least partial self-
sufficiency. Nonetheless, initial program eligibility and, for the most part, continued
attachment still depends on the incapacity to work. The rules governing eligibility are
deeply embedded in statute, program regulations, and agency practice. These can be
viewed as an essential structural feature of each of the disability benefit programs. By
contrast, the rules and supports intended to encourage gainful work are better viewed as
epiphenomena. Though not without importance, they are largely attempts to lessen the
negative impact of the programs’ structural features on work activity. Consequentially,
program beneficiaries who make significant progress toward achieving economic self-
sufficiency often feel they risk separation from needed benefits, either in the present or
the future. Their concerns are justified.

Though there are tensions between eligibility rules and work incentives across all
the federal income support and health care programs targeted to those with disabilities,
the tradeoffs associated with the Social Security Disability Insurance (SSDI) program are
extreme.® These will be described in greater detail later in this report. However the
central contradiction is as follows: SSDI beneficiaries who earn above a certain amount
immediately lose their entire cash benefit. Work activity, including activity that produced

® For adults who have not reached the full Social Security retirement age, eligibility for Social
Security disability benefits are directly tied to inability to engage in what is called substantial
gainful work activity because of a medically determinable physical or mental impairment. SSDI
benefits result from having earnings above a certain threshold for a minimum amount of time (the
amount is age dependant). However, in some cases, benefits may go to a person with a disability
based on the earnings record of a parent or a spouse.



earnings below the amount that terminates the cash benefit, may be used as evidence to
sever eligibility for SSDI and eventually to end access to health care through the
Medicare program.

Federal policy makers have been seeking ways to ameliorate the tradeoffs found
in the SSDI program. In particular, Congress has directed the Social Security
Administration (SSA) to test a cash benefit offset for the SSDI program. As
conceptualized by SSA, the offset involves a gradual reduction in the SSDI benefit level
as earnings increase and protection from losing SSDI eligibility because of a relatively
“high” level of work activity. Prior to designing and implementing a congressionally
mandated test of a cash benefit offset, SSA decided to pilot the effort in four states.
SSA's purpose was to gain information that could inform the design of a larger national
demonstration. Wisconsin was chosen as one of the pilot states. This report describes
the Wisconsin pilot and its outcomes. It seeks to explain why those outcomes occurred
and to explore what implications the pilot has for improving the national demonstration
and public benefit programs such as SSDI.



CHAPTER I: INTRODUCTION

The Wisconsin SSDI Employment Pilot (SSDI-EP) was one of four pilot projects
that the Social Security Administration authorized and funded to do preliminary testing of
a benefit offset provision for the Social Security Disability Income (SSDI) program. In
brief, the benefit offset provision involved a 50% reduction in the size of a beneficiary’s
monthly SSDI payment for every dollar of earnings above the Substantial Gainful Activity
(SGA) level.” The offset was intended to provide a financial incentive to encourage
better employment outcomes.

The SSDI-EP was operated through the Pathways Projects (Pathways for short).
Pathways can be viewed as a collaborative involving three entities: the Office of
Independence and Employment (OIE) in the Wisconsin Department of Health Services
(DHS), the Stout Vocational Rehabilitation Institute (SVRI) at the University of Wisconsin
— Stout and the Waisman Center at the University of Wisconsin — Madison.® OIE has
been the dominant partner in Pathways. OIE/DHS was the party that entered into
contracts with SSA to operate the pilot. OIE/DHS also holds the state’s Medicaid
Infrastructure Grant (MIG) which has been the principal source of Pathways funding in
recent years. MIG funding, staff, and activities provided substantial support for the pilot.®

Pathways itself could be viewed as part of a broader network that had been
concerned with issues of disability and work for more than a decade prior to the start of
the SSDI-EP. Without attempting an exhaustive listing, network participants included
various offices within DHS, the Division of Vocational Rehabilitation, other state and
local government agencies, local SSA staff, a range of private community service and
rehabilitation agencies, advocacy groups, consumers, and their families, and friends.
Like many networks, the strength of both bilateral and group relationships has varied
across issues and over time.

While SSA directed that the basic intervention approach and eligibility rules were
essentially common across the four pilots, the SSDI-EP was different from the other

" The SGA level is the method SSA uses to effect the statutory requirement that disability benefits
be restricted to persons (of working age) not able to engage in substantial gainful work activity.
Persons who apply for Social Security disability benefits but have monthly earnings at the SGA
level will not be granted eligibility, irrespective of the severity of their medically determinable
impairment. This standard is also applied in Wisconsin to Medicaid eligibility for reason of
disability with the exception of the state’s Medicaid Buy-in for disabled workers. In the case of the
SSDI program, earnings above SGA are (after the Trial Work Period) incompatible with receiving
a cash benefit. Earnings above SGA after the Trial Work Period may also result in removal from
the program, depending on whether the work performed to obtain the earnings is viewed as
evidence of medical improvement, that is, of the beneficiary’s capacity to engage in substantial
gainful work activity.

8 Prior to July 1, 2008, the Wisconsin Department of Health Services (DHS) was called the
Department of Health and Family Services (DHFS).

® The Medicaid Infrastructure Grant (MIG) is authorized by the Ticket to Work and Work
Incentives Improvement Act of 1999. Administered by the Centers for Medicare and Medicaid
Services (CMS), the main purpose of the MIG is to support state efforts to improve the overall
system that can help Medicaid recipients by reason of disability, especially those who participate
or may some day participate in Medicaid Buy-ins, return to work and, when possible, improve
their employment related outcomes.



three pilots in having substantially more decentralized enrollment, service provision, and
data collection processes. SSA also required that the pilots produce or arrange for both
process and outcome evaluations, with the outcome evaluations utilizing experimental
designs. Consequently, participants were randomly assigned to either a treatment group
or a control group.

The SSDI-EP began enrolling participants in August 2005, about the same time
as the other three pilots. We view the SSDI-EP’s nominal end date as December 31,
2008. Though various phase out activities continued after that date and may do so for
several years to come, SSA, in effect, ended the “active phase” of the pilots by requiring
that all treatment group members who had not completed their Trial Work Period (TWP)
be returned to standard program rules.'® Those treatment group members who had
completed their TWP would still be allowed to utilize the offset until their completion of
an extended seventy-two month Extended Period of Eligibility.

A. Statement of Problem

In a narrow sense, the problem that a SSDI cash benefit offset is expected to
address is straightforward. Current program rules, especially those pertaining to the
thirty-six month Extended Period of Eligibility (EPE) produce a strong disincentive to
work, especially to have monthly earnings above the SGA level.'* Following the Trial
Work Period (TWP), monthly earnings above the Substantial Gainful Activity (SGA) level
result in the complete loss of the SSDI cash benefit, produce evidence that can lead to
the loss of program eligibility, and, over a longer period, the loss of Medicare eligibility.
The disincentive effects of SSDI rules would be troublesome irrespective of whether the
primary goal of having work incentives is to encourage beneficiaries to attempt work in
expectation of leaving SSDI permanently or simply to reduce dependence on and thus
the cost of benefits. In either case, the potential reductions in program size and cost
would not be realized nor would the economic benefits to beneficiaries, whether
continuing or former.

To provide a concrete example, let us consider the situation of a beneficiary
named “Joe.” To keep the example simple, we’'ll assume that Joe has completed his
Trial Work Period, does not participate in any benefit programs other than SSDI and

1% The Trial Work Period (TWP) is a standard SSDI provision that allows beneficiaries to earn
above SGA for up to nine months over a five year period without losing any of their cash benefit.
Although beneficiaries cannot lose their eligibility due to above SGA earnings during the TWP, it
is possible that the work activity that generated those earnings can be used to assess medical
improvement and thus continued eligibility. We do not have credible information about how
frequently SSDI eligibility is lost due to work activity performed during TWP. We do know that it
has been a concern for both pilot program staff and pilot participants and have seen some
evidence that SSDI beneficiaries deliberately limit their earnings to levels well below SGA or even
the substantially lower amount (approximately 70% of SGA) that signifies use of a TWP month.
We would also note that uncertainty about the impact of “protected” SGA work activity is part of
the environment of other “return to work” programs, for example Medicaid Buy-ins.

" The Extended Period of Eligibility (EPE) follows the successful conclusion of the Trial Work
Period. During EPE the beneficiary retains SSDI eligibility, but receives no cash benefit if the
beneficiary’s earnings exceed SGA. If earnings are under SGA, the beneficiary receives the full
cash benefit.



Medicare, does not have “special circumstances” such as Impairment Related Work
Expenses (IRWE) or subsidies, and is subject to the standard SGA level.*? We’'ll also
assume the year is 2009 and thus the SGA level for non-blind individuals is $980 per
month. In this example, Joe receives a monthly SSDI check of (coincidentally) $980, a
figure close to the national median for disabled workers.*® Joe has no source of income
aside from his SSDI benefit and any earnings.

In this example, Joe started the year working fifteen hours per week at a rate of
$13 per hour. Using the convention of 4.3 work weeks in a month, this generates $838
in gross earnings. With Joe’s SSDI benefit, his total monthly earnings were $1,818. On
an annual basis, Joe would have approximately $21,800 in earnings, roughly twice the
2009 poverty guideline ($10,830) for a single individual.

In the following month Joe increased his work effort to twenty hours a week. His
monthly earnings were now $1,118. As this was above the $980 SGA level, Joe no
longer received any SSDI cash benefit. His monthly income was solely his earnings.
Despite increasing his earnings by approximately a third, Joe’s total income decreased
by $700 (39%). His annualized earnings were now $13,416. Though this income is still
approximately 125% of poverty level, it must be remembered that having a severe
disability often entails substantial additional expenses. To achieve his previous monthly
income level, Joe would now have to work nearly thirty-three hours per week. It is
possible that Joe is not capable of doing so on a sustained basis. It is also possible that
if he were, Joe would risk losing his SSDI eligibility and eventually his Medicare.

Even without factoring in the risk to his continued attachment to SSDI and
Medicare, the relatively modest difference ($138) between Joe’s monthly SSDI benefit
and his higher earnings raises the issue of whether Joe should choose marginally higher
earnings in preference to the twenty hours of what economists call “leisure” should he
decide not to work at all. Alternatively, he could erase this income gap by working less
than three hours per week at his current wage rate. To surpass the maximum income
compatible with his benefit and the SGA level ($1,960), Joe would have to work thirty-

2 An IRWE (Impairment Related Work Expense) refers to the cost of items or services that
enables someone on Social Security disability benefits to work. The IRWE is deducted from gross
earnings before they are appraised for SGA. Subsidies refer to employer provided support that
result in the employee receiving higher compensation than justified by the real value of the work.
Special conditions refer to similar support from third parties. The value of both subsidies and
special conditions are also deducted from gross earnings before any determination that earnings
exceed SGA.

* The December 2008 median was $982.50. See Social Security Administration. 2009. Annual
Statistical Report on the Social Security Disability Insurance Program, 2008. Baltimore, MD: SSA
Publication 13-11826, p. 48.

 This example was taken from Smith, James, Porter, Amy, Chambless, Cathy, and Reiser,
John. March 2009. “The Social Security Disability Insurance (SSDI) Program: A Proposed Policy
Change to Make Work “Worth It” and Save the Social Security Trust Fund.” p. 3. The authors are
the program directors for the benefit offset pilots in their respective states; the report would be
available by contacting the lead author through the Vermont Division of Vocational Rehabilitation.
The example was modified by increasing the SSDI benefit level from $900 dollars per month to
$980 to more closely reflect the national median for disabled workers.



five hours per week at his current wage rate, a number of hours many would consider
full time.

Leaving aside the issue of the objective impact of work activity on the probability
of continued program eligibility, it should be clear that the 100% loss of SSDI cash
benefits (aka the “cash cliff”) that results from having earnings above SGA is a powerful
work disincentive. By penalizing work effort at barely the poverty level, current policy
reduces beneficiaries’ economic welfare, decreases government tax revenue, and
increases Social Security expenditures, as beneficiaries are less likely to seriously test
their ability to leave benefits and/or risk behavior that may be interpreted as suggesting
such capacity. Over time, it increases pressure on the Social Security Trust Fund and is
also likely to contribute to the expected long term labor shortage. To the extent that the
recent trends of increased morbidity within the large cohort of aging “baby boomers” and
of the increasing average duration beneficiaries are in the SSDI program continue, most
of these impacts will be exacerbated.™ It would seem that, from admittedly different
perspectives, these issues would constitute problems enough for beneficiaries, the
Social Security Administration, and, more generally, society. One recent study of the
employment rates of working age SSDI beneficiaries estimated that it was 9% for those
in SSDI but not SSI, 11% for those with concurrent benefits. Though no one really knows
what proportion of beneficiaries could perform compensated work at any time, these
employment rates are approximately one quarter of the proportions of those who
indicated interest in working.®

However for Pathways and the network of actors and stakeholders associated
with it, the problems arising from the structure of SSDI program rules was part of a
broader concern with the status of persons with disabilities, particularly those served by
public benefit programs. In addition to the SSA administered SSDI and Supplemental
Security Income (SSI) programs, these programs included state administered, funded, or
regulated income and/or in kind transfer programs, health care programs, rehabilitation
and training programs, and long term support programs. It was in this context that
Pathways chose to become involved in implementing a benefit offset pilot. In point of
fact, it was in this more holistic context that Pathways had lobbied for a test of a SSDI
benefit offset since 1998.

Housed in the state agency that administered both Medicaid and the provision of
long term support services, Pathways’ managers and those whom they reported to came
from the perspective that many, perhaps most, SSDI beneficiaries would either continue
to use or ultimately enter one or more of these DHS administered programs, irrespective
of whether SSDI beneficiaries worked their way off benefits. Nonetheless, it is important
to acknowledge that the increase in DHS’ interest in facilitating the employment goals of
its consumers was gradual. Though perhaps DHS moved more rapidly than some other
federal and state agencies to realizing that most consumers would need to make some

'* There are multiple factors involved in the increasing size and cost of SSA disability programs,
including SSDI. See Wunderlich, Gooloo S., Rice, Dorothy P., and Amado, Nicole L, eds. 2002.
The Dynamics of Disability: Measuring and Monitoring Disability for Social Security Programs.
Washington, DC: National Academy Press. pp. 42-52.

18 Livermore, Gina A. 2008, “Disability Policy Research Brief Number 08-01: Earnings and Work
Expectations of Social Security Disability Beneficiaries.” Washington, DC: Center for Studying
Disability Policy, Mathematica Policy Research, Inc. pp. 2-3. Estimates for having employment in
the previous year were a little higher; at 13% for both the SSDI only and the concurrent groups.



permanent use of public benefits in order to work, this realization was not unique to DHS
nor is it to this day complete. A similar evolution can be seen at federal agencies that
serve persons with disabilities, including SSA.

We would argue that prior to the late 1990s SSA’s concept of “return to work”
strongly emphasized leaving benefit status permanently.*’ Nothing typifies this mind set
more than the repeated use of a particular factoid in discussions of the issue: not more
than one of every five hundred SSDI beneficiaries has left the rolls by returning to
work.'® Two events in this period both marked and facilitated a gradual shift in emphasis
toward supporting increased employment outcomes for people with severe disabilities
even if those outcomes were not often associated with an end to benefit status. One was
the State Partnership Initiative (SPI). The other was the Ticket to Work and Work
Incentives Improvement Act of 1999, including the Act’'s emphasis on Medicaid Buy-in
options for working people with disabilities.

SSA, as co-sponsor of SPI, funded demonstration programs in twelve states to
test innovative approaches for helping persons with severe disabilities enter or return to
the workforce. At the start of SPI, the federal sponsors emphasized the potential of new
work incentives and support programs to reduce the numbers of people who would
maintain long term attachment to federal disability programs. Other stakeholders,
including the state agencies operating SPI projects, tended to frame their arguments in
this language to make it more likely that federal actors would take their interests, claims,
and programmatic ideas more seriously. During SPI, SSA and other agencies gradually
moved to the position that while relatively few persons who qualify for a Social Security
program or Medicaid because of serious disabilities would ever be able to live without
some form of public assistance, it would be in the public interest to assist them in
achieving whatever level of self-sufficiency they might be capable of achieving. One
factor in this process was the generally modest results produced through the SPI efforts,
including Wisconsin’s Pathways to Independence.™

The signature feature of Ticket to Work and Work Incentives Improvement Act
was a voucher program that awarded vendors who were able to provide training and

" The concept of “return to work” also includes initial efforts to work by those on Social Security
disability benefits with no prior work history. The concept is also broad enough to subsume
increased work effort and/or improved employment outcomes for SSDI beneficiaries and SSI
recipients who are already working.

'8 Though still occasionally used, this statement or similar ones are used far less often today than
a decade ago. This change does not so much reflect a positive empirical trend as how issues of
return to work are thought about and debated. If anything, there is evidence that employment
outcomes for persons with severe disabilities have decreased since the early 1990s. For
example, see Stapleton, David C., and Burkhauser, Richard V. eds. 2003. The Decline in
Employment of People with Disabilities: A Policy Puzzle. Kalamazoo, MI: W.E. Upjohn Institute.

19 Pathways to Independence was the name of the Wisconsin SPI project. The name was later
applied to the collaborative formed by DHS and the two University of Wisconsin units and was
ultimately used to identify, in aggregate, Wisconsin’s activities conducted under the Medicaid
Infrastructure Grant.



other services that helped those on SSDI and SSI return to work. ?° Payouts were
structured to reward work effort over SGA, that is, earnings that would lead to ending
attachment to the SSA income support programs. In turn, two features of the Ticket to
Work and Work Incentives Improvement Act, the authorization of a new, more flexible
type of Medicaid Buy-in and an extension of the period of Medicare eligibility for former
SSDI beneficiaries, were intended to address SSDI beneficiaries’ fear of losing access to
needed health care. Like SPI, the “Ticket,” at least over its first decade, did not result in
many people leaving benefit status. Ultimately the program was altered to give
somewhat greater reward for helping those on Social Security disability benefits achieve
more modest employment outcomes. Concurrently, the Centers for Medicare and
Medicaid Services (CMS) gave greater attention to the use of Medicaid Buy-ins to
support work efforts of persons who would retain long term attachment to income
support programs, including through the use of Medicaid Infrastructure Grant (MIG)
resources to support programmatic innovation and expanded work incentive benefits
counseling services.*

B. Wisconsin's Efforts to Address the Problem

As noted, the problem that SSDI-EP addressed could be conceptualized in either
the narrow sense of reducing the negative impact of the SSDI program rules on
employment outcomes or the broader one of improving outcomes for persons with
severe disabilities more generally, including SSDI beneficiaries. This account focuses on
how Wisconsin addressed both characterizations, with the caveat that only the federal
government could authorize efforts to change or test changes to SSDI program rules
such as the cash cliff.

Additionally, this account concentrates on efforts associated with DHS, especially
those that were designed, funded, or implemented through Pathways or linked to the
entity’s initial development. Little is said about efforts by other state agencies, most
notably the Wisconsin Division of Vocational Rehabilitation (DVR), or of private entities
or groups in the state. This concentration on DHS activities reflects the agency’s primary
mission in reference to working age adults with severe disabilities: providing health care
and/or long term support services. Eligibility for such services has generally required that
consumers meet the Social Security medical definition of disability. As most relevant
DHS programs have been Medicaid related, SSDI beneficiaries were not automatically
eligible for participation. Nonetheless, a substantial proportion of Wisconsin’s adult SSDI

% Though one goal of the Ticket was to elicit a greater supply and variety of service vendors
(called “employment networks”), over 90% of vouchers have been deposited with state Vocational
Rehabilitation agencies. Historically, less than 5% of those have received vouchers have used
them. Thus the demand for employment network creation or expansion has been less than
overwhelming. See http://www.socialsecurity.gov/work/tickettracker.html for the most recently
updated information. (last accessed in August 2009).

L MIG funds cannot be used for direct service provision except benefits counseling. Up to 10% of
a state’'s MIG award can be used for that purpose. Work incentive benefits counseling is intended
to help consumers understand the potential impact of work activity on benefit programs eligibility
and levels so they can make informed decisions.

In Wisconsin, as elsewhere, the term “consumer” has gradually replaced the term “client” as a
descriptor of a participant in public benefit programs.



beneficiaries have participated in DHS administered programs and this proportion has
expanded over the years with the creation of a Medicaid Buy-in and changes to
Medicaid waiver programs.

We view 1981 as a useful starting point for reviewing the sequence of state
based efforts that would result in Wisconsin hosting one of the four cash benefit offset
pilots. At the federal level, Congress authorized the Medicaid 1915(c) Home and
Community Based Services Waiver program. In Wisconsin, the legislature created the
Community Options Program (COP). Both programs allowed funding of a much broader
range of services for the purpose of helping persons with disabilities to remain in their
communities than had been previously allowed. Both programs permitted services that
were not “medical” in any immediate sense, including services that could support
employment. The 1915(c) waivers, as part of the state’s Medicaid program, included
limits on income and assets that could exclude many SSDI beneficiaries. This was not
the case with the fully state funded COP, though as with many Medicaid waivers there
were limits on the number of consumers who could be served and, as a consequence,
long waiting lists.

Starting in the mid 1990s, DHS staff began to systematically explore whether
consumers in COP and other long term support programs desired employment and,
when so, what conditions facilitated or discouraged work activity. This exploration began
with consumer interviews and surveys. The basic findings were that a majority of
consumers wanted to at least test employment, but in most cases there were multiple
factors that had a bearing on whether employment was a practical option and, more
often than not, the barriers to work were more formidable than the incentives and
supports. Disincentives stemming from program rules (including the SSDI cash cliff) or
from undesirable interactions between the eligibility rules of different programs were
identified as an important barrier to employment. For many consumers, the impacts of
policy based disincentives interacted with and typically reinforced the effects of other
types of barriers. While some of these combinations appeared more frequently than
others, it became apparent that intervention strategies would need to address a wide
range of needs and circumstances.

This period of needs assessment was soon followed by efforts to develop policy
approaches that would address barriers and opportunities in a holistic and individualized
manner. These efforts involved multiple actors, but the key entities were DHS and a non-
profit entity, Employment Resources, Incorporated (ERI). Program development
centered on two issues: developing ways to provide consumers better information about
their situations and options and increasing consumers’ abilities to define and pursue
their employment goals. Two primary techniques for responding to these issues soon
emerged. The main strategy for improving both the availability of information and
improving consumers’ ability to use it was what would become known as work incentive
benefits counseling. The main approach for helping consumers identify and pursue goals
was the approach now referred to as person centered planning (PCP). These two
interventions were unified into a team based process which ERI coined the “Vocational
Futures Planning Model” (VFP). The Robert Wood Johnson Foundation funded a
feasibility study of the approach that was operated by ERI, but limited to one area of the
state. Additionally, the feasibility study was restricted to persons with physical
disabilities. The Wisconsin SPI project was based on the same general intervention
approach, though the effort to take the approach statewide and to serve consumers with
a wider range of disabilities resulted in the development of multiple variants of the “pure”
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VFP. What was to become the Pathways entity had principal responsibility for managing
the project and providing training and technical assistance to the approximately twenty
organizations chosen to enroll participants and implement the intervention model. In
short, much of the Wisconsin cash benefit offset’s framework originated in SPI and the
activities that preceded it. The SPI project enrolled its first participant in summer 1999
and continued serving participants through 2004.

These developments occurred within the context of a larger DHS effort to
develop a capitated managed care system for providing long term support services for
the frail elderly and those with severe disabilities. This effort resulted in what is now
known as Family Care. The effort was intended to fulfill multiple purposes including
containing costs, ending waiting lists, and, to the fullest practicable extent, allowing
consumers access to those services most consistent with their preferences and goals.
This final purpose was understood to include access to employment related services and
supports. DHS created a specific entity, the Center for Delivery Systems Development
(CDSD) to plan and test the managed care initiative. What was to become Pathways
was also housed in CDSD.

In preparation for the Wisconsin SPI project, staff at CDSD began work on two
fronts to ameliorate the policy barriers that project participants would face. The first of
these was to fashion a proposal for a Medicaid Buy-in based on the provisions of the
1997 Balanced Budget Act. The Medicaid Buy-in, as a statutory change to the state’s
Medicaid Plan, would be available to anyone who met the eligibility requirements, not
merely SPI participants. SSDI beneficiaries were viewed as the key constituency for the
Buy-in, as it would provide a means to obtain affordable public health care coverage that
would be independent of any termination of Medicare eligibility that might ultimately
follow completion of EPE.* Those who designed the Wisconsin Buy-in were aware of
empirical work documenting that many beneficiaries claimed they remained attached to
SSDI primarily to protect access to health care, rather than to keep income support. The
Buy-in also provided the additional benefit of services not covered under Medicare and
potential eligibility for Medicaid funded long term care supports. The Wisconsin Medicaid
Buy-in went into effect in March 2000, six months after the start of the SPI
demonstration.

The second front was that of seeking temporary program rule waivers specifically
for SPI participants. Though CDSD/Pathways explored the possibility of waivers to
multiple federal and state programs, most effort focused on obtaining temporary
changes to Social Security disability program rules. These included both a cash benefit
offset for those in SSDI and an enhanced offset for those in SSI. Of these, Pathways

2 Historically, over 80% of those in the Wisconsin Medicaid Buy-in are thought to be SSDI
beneficiaries. Estimates have been based largely on information about age and Medicare
eligibility. One feature of Medicaid Buy-ins is that SGA earnings do not result in loss of eligibility.
Thus, in theory, a SSDI beneficiary could engage in work effort that would result in leaving that
program but retain access to Medicaid indefinitely. However, remaining in the Buy-in still requires
that the consumer have a disability determination for Medicaid, which involves the same medical
standard as the Social Security disability programs. Thus, those participating in the Buy-ins face
the same issue of whether work activity (which is generally an eligibility requirement for Buy-in
participation) might be used as evidence that the consumer is no longer disabled. In Wisconsin,
any review of a Buy-in participant’s disability status is made by the same agency that conducts
reviews for SSI and SSDI eligibility.
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staff viewed the proposed SSDI waiver as the far more important change, as the SSDI
program had no feature equivalent to the existing 1619 provision of SSI.?* Moreover,
there was something of a consensus that SSDI beneficiaries, because of their previous
labor market experience, would, in the absence of the “cash cliff,” be in a generally
better position to increase their work effort and earnings than SSI recipients.

The SSI waiver was implemented in May 2001, almost two years after project
start-up. The SSDI waiver was never granted. Though the delay in obtaining the SSI
waiver negatively affected the central Pathways office’s relationships with its cooperating
partners and other stakeholders, the failure to obtain the SSDI waiver had stronger and
more persistent consequences. Pathways staff, especially its original Director, stressed
the significance of the waivers in recruiting partners, especially the community agencies
that would recruit and work directly with participants.?® Partners generally believed that
even if the waivers were not in place when SPI started enroliment in summer 1999, they
soon would be. Little was done to temper this impression, though experienced DHS staff
knew that obtaining such waivers is hardly quick work even when an agency, such as
CMS, has standard procedures for processing waiver requests. SSA, by contrast, did
not.

Staff at many of the SPI sites reported they had concentrated on recruiting and
enrolling SSDI beneficiaries over the first year or so of the project in expectation of the
waiver, a claim supported by an examination of actual enrollment patterns. Further, they
conveyed their expectations about waiver availability to consumers. As the program
progressed, staff members at the community agencies were increasingly disappointed.
Some reported that they felt misled by Pathways. More importantly, by trusting that
Pathways would obtain the proposed waivers, they had conveyed inaccurate information
about the project to participants. They argued that this made SPI objectively less useful
to many participants and, more importantly, negatively affected participant trust and
motivation. There were also indications that other partners including staff at DVR and at
least one DHS bureau, felt that Pathways had exaggerated its ability to obtain the
waivers and, as a result, became more skeptical of SPI and other Pathways efforts.?®

In addition to the service and policy initiatives already noted, the Wisconsin SPI
project could be said to have created or increased institutional capacity to address
issues of disability and employment, capacity that would be available for the benefit

% The SSI 1619 provision trades one dollar in benefits for each two dollars of additional earnings.
1619 is implemented above $85 per month, rather than at SGA. Though SSDI allows
beneficiaries to earn above SGA and keep their full SSDI benefit during a nine month Trial Work
Period, the SSI 1619 provision remains in force as long as the recipient retains her/his disability
status.

! The original Director was also the head of the Center for Delivery Systems Development
(CDSD) which then housed both Pathways and the effort to develop Family Care. This individual
left CDSD well before the conclusion of the SPI project.

% Material about the development and implementation of the Wisconsin SPI project, including the
unsuccessful effort to obtain a SSDI waiver, was largely taken from See Delin, Barry S., Reither,
Anne E., Drew, Julia A., and Hanes, Pamela P. 2004. Final Project Report: Wisconsin Pathways
to Independence. Menomonie, WI: University of Wisconsin — Stout Vocational Rehabilitation
Institute.
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offset pilot. First and foremost, a substantial cadre of benefits counselors were trained
and gained practical experience. SPI also resulted in the generation of some level of
permanent demand for work incentive benefits counseling from consumers, community
agencies and DVR.?® In tandem, these conditions supported having an ongoing capacity
to provide work incentive benefits counseling beyond the level SSA would support
nationally through the Ticket to Work. The establishment of a permanent technical
assistance and training center, the Wisconsin Disability Benefits Network (WDBN),
would prove to be an important development, both for supporting a high level of benefits
counseling capacity (relative to other states) and for providing an organizational model
that could be utilized for developing and sustaining capacity in multiple areas.?’

Though SPI did not lead to establishing VFP (or any of its variants) as a major
component of the service delivery system, it contributed to the development of
experience with person-centered employment approaches that would be available for
Pathways, DVR, and others to exploit.?® Roughly contemporary with the end of SPI,
Pathways staff began to provide training and technical assistance for the community
based entities that would be contracted through the managed long term care system
(Family Care) to respond to the employment service needs of members. Gradually
Pathways staff began to work directly with staff at the Family Care Managed Care
Organizations (MCOs). More so than in SPI, this effort was interactive. In addition to
having a stronger focus on responding to needs defined by community service providers
and MCOs, Pathways sought to identify and expand good practice based, in part, on the
reflections of front line staff about their use of person centered approaches.

Increasingly, this and other Pathways work was supported through the Medicaid
Infrastructure Grant. As grant levels increased, Pathways designed or supported an ever
greater number and range of efforts to address issues of disability and employment.
Though, in our opinion, of varying quality, Pathways’ activities resulted in a range of
practices, tools, informational products, and studies that could be and to a substantial
degree were used to address issues of disability and employment.

C. How Benefit Offset Plays a Role Addressing the Problem

Wisconsin continued to seek authority from SSA to test a SSDI waiver even after
the SPI project ended. It was never the only state involved in these efforts. Pathways, as
Wisconsin's primary agent, and the other petitioners repeatedly pressed the argument
that a SSDI benefit offset would likely have beneficial effects on employment and
earnings and thus merited testing. For Pathways and its in state allies, a SSDI offset was

% DVR has tended to favor limiting intensive benefits counseling to when a consumer has
indicated a clear commitment to work above the SGA level and to achieve that in a limited time
period. Other organizations are more sympathetic to providing intensive benefits counseling as a
way for consumers to frame goals, identify barriers, and then make informed choices.

%" According to WDBN staff, it provides technical assistance to a cadre of about fifty active work
incentive benefits counselors at any time. The number of trained benefits counselors is
appreciably higher.

% The VFP approach has become permanent insofar as it is specifically listed among those
services that can be authorized through DHS long term support programs. However, it is also
clear that VFP as defined in DHS rules does not require the same levels of team based activity or
process intensity that were required, at least theoretically, during SPI.
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desired for other reasons than its hopefully positive impacts on beneficiaries. In
particular, Pathways had growing interest in promoting an environment where persons
with serious disabilities could define and make progress toward their employment goals,
irrespective of their current program attachment. This tendency was strengthened as the
Centers for Medicare and Medicaid Services (CMS) became Pathways most important
federal partner. The Medicaid Infrastructure Grant was intended to build capacity that
might serve people other than current Medicaid Buy-in participants. CMS signaled
interest in potential Buy-in users, even to the point of supporting capacity building with
the object of reducing the probability that some might need to enter a Medicaid Buy-in.

While it is arguable that Pathways never fully elaborated an intervention model, it
appears that there was an expectation that an offset’s beneficial effects would arise
through two processes and the interactions between them. The first process would be
that of a direct economic incentive, including the expectation that individual’'s behavior
would strongly reflect the assumptions of economic rationality. The second process
would be that of changing beneficiaries’ perceptions and understandings of their
situations and possibilities, especially in ways that reduced fears that employment would
threaten access to essential public benefits. Though this second process does not
preclude beneficiaries from acting in ways consistent with economic rationality, it does
not require that economic rationality be the sole or even the predominant motivator of
human action. Furthermore, perceptions, understandings, and, for that matter,
behavioral orientations occur in a social context. It matters what other people say or do.
Sometimes that may be one’s immediate social contacts, sometimes what one learns
through impersonal media sources.

If the problem a benefit offset is meant to address is conceptualized narrowly,
that is dealing with the disincentive effects of the immediate loss of SSDI cash benefits
when earnings go above SGA, then it is not difficult to identify one cause of potentially
positive outcomes. To assert the obvious, reducing the 100% marginal tax rate on one
income source as earnings increase above a threshold amount to a 50% rate should
increase at least some beneficiaries’ work effort and earnings. Having more income
because of work is almost without exception considered better than having less income
because of work. Still it is not obvious how big this incentive effect should be. In the
American context, a 50% marginal tax rate is associated with the last dollars of income
for the very affluent, not earnings levels that are roughly at the poverty level. Also, as
previously noted, SSDI beneficiaries face other challenges to increasing their work effort
than SSDI program rules, including the effects of their disabling conditions.

Moreover, the incentive effects of a cash benefit offset will likely be mediated by
subjective factors such as beneficiaries’ perceptions and concerns of how work activity
will affect their ability to either retain or regain SSDI and other public program benefits.
While we term these perceptions and concerns subjective, it is important to note that in
most cases there is little reason to think these are arbitrary. They reflect beneficiaries’
interpretations of their lived experience or of what they have learned about what
happened to others. Of course in some cases these interpretations may be objectively
false. However, interpretation may often be a matter of perspective. As we shall see
later, an action that from SSA’s perspective may be viewed as consistent with the
principle of not harming a beneficiary may from the beneficiary’s perspective be as
reasonably viewed as an action that has caused harm or has the potential to do so in the
future. Additionally, other subjective factors, including basic values or priorities, may well
influence whether and how an economic incentive is used.
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Despite these cautions about the factors that might reduce the effectiveness of
an offset, Pathways and its partners generally expected the offset would have some
beneficial effect. Many of those involved in the “network” expressed the view that the
disappointedly modest gains in employment outcomes by SPI participants resulted, in
large part, from the failure to address the cash cliff. Beyond this it also appears that
many believed that obtaining the offset might provide strong signals that the system was
moving in a desirable direction. Consumers, whether SSDI beneficiaries or not, would be
encouraged. Of equal importance, the organizations, both public and private, that had
been involved with SPI or had carefully observed it, would be encouraged to either
participate in new efforts or to do so with more commitment. This was especially
important at the front line. If a benefits counselor’s expert opinion were that increased
work effort would be more likely to harm than to help a consumer, it would be far less
likely that the consumer would undertake such effort.

Finally, few among the Pathways staff or its partners expected the offset to work
as a proverbial silver bullet, even for beneficiaries who had some history of relatively
high earnings following their initial entitlement for SSDI benefits. Too many persons with
serious disabilities faced multiple barriers, including the possibility that their health might
deteriorate either cyclically or permanently. Stakeholders repeatedly used the metaphor
that overcoming any particular barrier to work resembled peeling an onion. It followed,
then, that for most beneficiaries, an offset would have to be used as part of a broader
and generally individualized strategy. So there was always a concern about what other
conditions, including services and supports, would need to be in place for consumers to
effectively use policy changes such as a SSDI offset. For Pathways, one consistent
answer would be the availability of work incentive benefits counseling.

There was also concern about the provisions of the benefit offset provision itself.
It was felt that the potential impact might reflect the slope of the offset. In general,
Pathways staff favored a more gradual reduction of the SSDI benefit than 50%,
especially given the likelihood that an offset incorporated into the Social Security Act
would apply to concurrent beneficiaries who could already use the SSI 1619 option.
Similar issues arose over whether the offset should be applied at SGA or at some level
well below it. Most of all, there was an abiding concern about whether beneficiaries
could be reasonably protected from having their work efforts used as evidence of
medical improvement, especially in the case of cyclical disabilities, those where primary
symptoms had strong subjective components, or those where medications might not be
permanently effective. In the context of the benefit offset pilots, most of these issues
were determined by SSA. As such, Pathways’ or its partners’ preferences on these
issues have no further bearing on this narrative.

D. State Level Context/Environment in which Wisconsin Implemented the Pilot

The SSDI benefit offset pilots, as any policy initiative, were implemented in a
wider social context. Given the complexity and variability of both individual and collective
behavior, any test of a benefit offset would inevitably be a test within a limited set of
contexts. Moreover, contexts change over time. As the benefit offset pilots were
intended to inform both the design of a larger demonstration and of possible changes to
the SSDI program, it is reasonable to ask whether what is learned in Wisconsin or any of
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the other pilot states is more broadly applicable.?® We will not seek to analyze that issue
directly. We only wish to note that Wisconsin (and for that matter the other pilot states)
are part of a reasonably coherent national community and this, in our view, is sufficient
basis for taking the pilots’ results seriously.

Nonetheless, state level variations can have a significant impact on policy
implementation and outcomes. Indeed, environmental characteristics must be taken into
account in policy design if for no other reason to identify the boundaries of the practical.
Though we can only assess contextual impacts on the SSDI-EP to a limited and often
indirect extent, it is important to identify local conditions that we think had a large
potential to affect either program implementation or outcomes. We think that three kinds
of state level contextual factors are especially important: economic conditions, the policy
environment, and the organizational infrastructure that was available or could be built to
deliver or support the pilot. It is important to note that state level context is to some
degree, shaped by external trends or events. External factors can even dominate. For
example, short term economic conditions in Wisconsin are driven more by national and
international trends than by anything that happens in the state. Yet this dominance is
rarely, if ever, complete. Public and private choices within the state, for example about
education and capital investment, will have a long term influence on Wisconsin’s relative
position in the national and world economies irrespective of the business cycle.

To use a benefit offset a beneficiary would need to participate in the labor
market. It is reasonable to hypothesize that outcomes would be better in good economic
times than in poor ones. It is also reasonable to think that it would be easier to assess
the offset impacts over periods when economic conditions are relatively stable.

In some respects, economic conditions in Wisconsin can be characterized as
benign and stable over the August 2005 through December 2008 period on which this
evaluation concentrates. Annual inflation rates, as captured by the consumer price index
for urban consumers (CPI-U) were modest, typically around 3%. More importantly
Wisconsin seasonally adjusted unemployment rates were generally low, varying over a
fairly narrow range of 4.4% to 5.9%. The maximum was reached in December 2008,
heralding the rapid increase in unemployment rates that would occur in 2009.%
However, this deterioration occurred after most enrollees had completed the nine quarter
participation period analyzed in this report.!

2 We will delay consideration of an important type of contextual issue that affects any judgment
of how well the Wisconsin pilot can inform policy development and implementation of an offset.
Pilot eligibility rules and, secondarily, recruitment strategies meant that participant characteristics
would not closely match those of the population of SSDI beneficiaries who would be eligible to
use an offset provision if one were added to the Social Security Act.

%9 Wisconsin unemployment rates were generally equal to or slightly lower than national rates
over most of the 2005-08. In the second half of 2008, national rates rose appreciably sooner and
higher than Wisconsin's. Data are from the Economagic website: http://www.economagic.com.
(accessed In August 2009).

%! Enroliment in the SSDI-EP ended on October 31, 2006; only those enrolled in that month would
have generated outcome data that included the fourth calendar quarter of 2008. For comparison,
the analysis period for a participant who enrolled in the July-September period of 2006 would
have ended with the third quarter of 2008. The September 2008 unemployment rate of 4.7% was
typical of monthly values through the pilot.
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As it is not inevitable that employment conditions for the general population
correlate strongly with those faced by persons with disabilities, it may be helpful to
review some information about employment rates for disability populations. While
available data demonstrate that persons with disabilities are far less likely to be
employed than the non-disabled population and to have less earnings when they are,
persons with disabilities in Wisconsin appear to have better outcomes relative to national
averages. For one indicator, the difference is impressive. Roughly twice the proportion of
Wisconsin’s blind and disabled SSI recipients report earnings than the proportion for the
United States as a whole. This difference has been persistent; for example, in December
2005 the proportion was 12.1% in Wisconsin, 5.6% nationally.*?

Looking at data from the American Community Survey (ACS), Wisconsin’s
advantage remains, but the differences from national figures are less pronounced.
Though the ACS data does not identify SSDI or SSI, based on respondent answers it
identifies a category of working age persons with an “employment disability.”
Respondents in this category have much lower employment rates and are far less likely
to report having full time employment than the larger sample of working age persons
who are identified as “disabled.” For example, in 2005 21.7% of those in Wisconsin with
an employment disability reported employment compared to 17.7% nationally. However,
Wisconsin's seemingly better labor market for persons with disabilities must be
assessed in context. Wisconsin’s labor participation rates for the non-disabled
population have remained a bit higher than for the United States as a whole.?*

Yet, economic conditions in Wisconsin were less favorable than might be inferred
from employment and inflation statistics. Economic growth is a primary driver of job
creation. This is especially important for populations, such as those with severe
disabilities, who are not strongly incorporated into the labor force. Wisconsin’s growth,
relative to both the nation as a whole and to a rate likely to generate job growth, was
low. For 2005, 2006, and 2007, Wisconsin’s annual rate of increase in its Gross
Domestic Product (GDP) was roughly 1% less than for the United States (e.g., 1.9%
versus 3.1% in 2007). Admittedly the estimated rates for 2008 converged at .07% as the

% Office of Research, Statistics, and Policy Analysis, Social Security Administration. 2007. “SSI
Annual Statistical Report, 2005.” Baltimore MD: Social Security Administration.
http://www.ssa.gov/policy/docs. (accessed in August 2009). Data was drawn or calculated from
Tables 9, 28, and 30.

% The ACS classifies persons as having an “employment disability” who report that because of a
physical, mental, or emotional condition lasting six months or more they had difficulty in working
at a job or business. See Rehabilitation Research and Training Center on Disability
Demographics and Statistics. 2007. “2005 Disability Status Reports: United States.” Ithaca NY:
Cornell University Rehabilitation Research and Training Center on Disability Demographics and
Statistics. p. “P.”

% ACS data were obtained from the Disability Status Reports prepared by the Rehabilitation
Research and Training Center on Disability Demographics and Statistics (StatsRRTC) at Cornell
University. For each of the annual American Community Surveys since 2004, StatsRRTC has
prepared reports for each state as well as the United States. The 2005 data come from
StatsRRTC. 2007. “2005 Disability Status Reports (Wisconsin & United States).” Ithaca NY:
Cornell University Rehabilitation Research and Training Center on Disability Demographics and
Statistics. The reports are available online at http://www.DisabilityStatistics.org.
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nation endured a financial crisis that induced an unusually severe recession in its
wake.* While there is uncertainty about the relationship between GDP growth and job
creation, a 3% growth rate is often viewed as the threshold for when net job growth will
clearly exceed the number of jobs needed because of population increase. >

The second contextual factor we identified as potentially important to how
effectively someone might use a benefit offset was the state’s policy environment. By
this we mean the programs, rules, and the grants of public authority that establish them
that might either support or impede progress toward improved employment outcomes.
Though analytically distinct from implementation, these constitute a framework through
which the purposes and opportunities for program or service delivery are constrained.
This is most immediately true for public entities, but also for private actors to the extent
that their activities are publicly funded or regulated. In describing Wisconsin’s policy
context, the focus will naturally be on policies that directly impact persons with
disabilities. Nonetheless, some consideration need be given to the wider circle of public
commitments and limits that can touch on those.

We have previously identified much of the relevant policy framework. Wisconsin
through Medicaid waivers and the Community Options Program had the programmatic
authority to provide a broad range of services and supports for persons with disabilities
who wanted to attempt work. However, as mentioned, available resources fell well short
of what would be needed to meet programmatic goals, resulting in extensive waiting
lists. It was hoped that Family Care would eventually ameliorate this problem. However
when Pathways was planning the SSDI-EP in 2004-5, Family Care was operating in only
five counties. One was Milwaukee County, by far the state’s largest, but the Milwaukee
County Managed Care Organization (MCO) did not serve persons with disabilities under
age sixty.

By 2005 the Medicaid Buy-in had been operating for five years and had grown to
nearly 10,000 participants by the end of that year. In turn, as the upper limit of a MIG
award was 10% of the Medicaid expenses of Buy-in participants, the large Buy-in
resulted in Pathways having substantial resources for its efforts.®” While it is not clear
how aware the Governor’s office or the legislature was of this dynamic, neither showed
much interest in limiting Medicaid Buy-in growth either to constrain spending or to

% GDP data were obtained online from the U.S. Department of Commerce, Bureau of Economic
Analysis website at http://www.bea.gov. (accessed in August 2009).

% This “rule of thumb” is supported by empirical data about the relationship between real GDP
growth and employment. This relationship is usually expressed as an elasticity and, in most
cases, treats employment change as occurring at some later point in time than the change in
GDP as a lagged variable. For a brief review of pertinent literature see Seyfried, William. 2005.
“Examining the Relationship between Employment and Economic Growth in the Ten Largest
States”. Southwestern Economic Review 32 (1), pp. 13-21. Additionally, the sluggish employment
rebounds associated with recent economic downturns have suggested to some that structural
changes to the economy have further loosened the relationship between economic growth and
job creation.

3" This funding maximum applies only to states that meet the criteria for receiving what is called a
comprehensive grant.
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reserve the program to persons making significant work efforts.* However, this
unwillingness to tinker with eligibility requirements may have worked against those in
SSDI, including those who would have access to a benefit offset through the pilot. For
the purposes of premium calculation, the Wisconsin Buy-in treated earned and unearned
income differently and defined the SSDI benefit as unearned income. Above a certain
income threshold, the premium amount included 100% of the SSDI benefit.*®

In fact, Wisconsin officials exhibited little or no interest in reducing the enroliment
of any Medicaid program with the temporary exception of Family Care. Just the opposite,
Wisconsin has been open to further expansion of Medicaid services and eligibility to
children, low income workers, and the elderly as well as those with disabilities. Even in
the case of Family Care, official resistance to its state wide expansion proved to be
temporary.“’ This all occurred despite the state’s structural deficit, one that motivated
budget cutbacks in other areas (including reduction of staff to implement Medicaid
related programs) even during good economic times.

Nonetheless, Wisconsin’s structural deficit, especially as exacerbated by
recession caused revenue declines, has certainly had an impact on the environment in
which the SSDI-EP took place. Constraints on both local government revenue and state
aid to local governments reduced local governments’ capacity to provide a range of
services that either directly or indirectly support persons with disabilities. To some
extent, the same could be said for a range of DHS activities other than those funded
through Medicaid.** However, it is likely that the greatest negative impact for SSDI
beneficiaries and similar consumers with employment goals has been the constraint on
Division of Vocational Rehabilitation (DVR) staffing and services.

The simple fact is that DVR is the most important source of services and
supports for those consumers who are either seeking employment or trying to prepare
for jobs that require better skills and pay more. DHS funded services are generally more
crucial for maintaining employment, as DVR services typically end ninety days after a
successful job placement. Though DVR operations are largely federally funded, access
to that funding requires a state match. As vocational rehabilitation services, unlike
Medicaid, are not an entitlement, state funding is far more likely to be cut or constrained

% The Wisconsin Buy-in requires no minimum earnings level and, as a practical matter, any
minimum hours of work. Work has to be compensated, but in-kind compensation is allowed.

% premiums are set in ranges that reflect the total of an individual’s unearned income, minus a
living allowance and various disability related exclusions plus 3% of earnings. There is no
premium as long as gross individual income, adjusted for family size, remains no more than
150% of the federal poverty level.

% This assertion applies to state government, especially the Governor who appeared to oppose
further Family Care expansion in 2006. There continues to be resistance to expansion at the
county level and among some stakeholder groups, but statewide expansion continued on
schedule through 2009 to include most of the state. Further expansion will likely be slowed due to
the severe budgetary problems arising from the current recession.

*1 pathways use of MIG funding to support some DHS work-related activities for persons with
disabilities (other than prohibited direct service provision) and staffing associated with those
activities has lessened this impact.
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in a difficult fiscal climate. Over much of the offset pilot’s duration, DVR was in either a
total or partial Order of Selection (OOS) closure. Consumers, including SSDI-EP
participants, without existing service authorizations often had to wait substantial periods
to get desired services and supports.*

Finally, the SSDI-EP utilized, though not without modification, an organizational
infrastructure that had been created for previous initiatives, mainly SPI, but also the
expanding range of capacity building efforts pursued through MIG. Much of this
infrastructure development has already been described in preceding material about
Pathways efforts to address issues of disability and employment.

SPI was implemented at the “street level” through twenty-one community
agencies. Pathways had used several methods to encourage appropriate
implementation, but a combination of training, technical assistance, and monitoring
activities were foremost among these. As the agencies participated under contract, there
were also financial incentives and disincentives to provide Pathways staff with an
additional source of leverage. As noted, Pathways training and technical assistance
capacities were strengthened following SPI, principally through establishing a permanent
training and technical assistance center (WDBN) to expand and improve the quality of
benefits counseling and a less structured, more participatory effort to incorporate or
improve practice of person centered employment services at both community agencies
and Family Care MCOs. Concurrent with the pilots, MIG was used to build, expand, or
improve capacity in other areas such as employer support, information sharing, assistive
technology, school to work transition, and community development. Most of these efforts
had at least the potential to support pilot operations.

Thus, while planning the offset pilot, Pathways had the advantage of having a
program delivery and some elements of a quality assurance model in place. There was
also a cadre of benefits counselors more numerous and more broadly experienced than
that developed in other states through Social Security/Ticket to Work sponsored
programs such as BPAO or its successor WIPA.** Many of these benefits counselors
were already in place at the community agencies that would be asked to participate in
the SSDI-EP. Pathways would not need to develop de novo capacity to deliver a
program across the state. In any case, this would not have happened in a difficult state
fiscal environment unless there had been massive federal funding to support this. As
noted, DVR, which did have a state wide presence, did not have sufficient resources to
take on frontline implementation of the pilot.**

*2 periods of complete OOS closure were relatively brief, but periods of partial closure were
prolonged. Though one might think that most SSDI beneficiaries would be classified in OOS
group 1 (most significant) and thus be largely unaffected during partial OOS closures, 59% of
SSDI-EP participants who were DVR consumers had an OOS classification of 2 (significant) or 3
(non-significant). These consumers were far more likely to be negatively affected by a partial
closure.

*3 BPAO stands for Benefits Planning Assistance and Outreach, WIPA for Work Incentive
Planning and Assistance

** Through most of SPI, DVR had co-managed the project, but even then the agency was not
directly involved in enrolling participants or delivering the intervention models. DVR was involved
in training, TA and monitoring activities, but even then could not afford to commit staff effort
comparable to that provided through the Pathways entity at DHS.
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Consequently, it was extremely practical for Pathways to reconstitute the
organizational infrastructure created for SPI as the foundation of the SSDI-EP. However,
at least two other factors supported choosing this approach. The first was that Pathways
viewed the offset pilot as a logical extension of SPI. It had sought a SSDI offset first as a
feature of SPI and then as an extension of that effort. There was no clear dichotomy
between the Wisconsin SPI project and the offset pilot. For instance, it was initially
hoped that roughly half the pilot participants would be beneficiaries who had participated
in SPI without benefit of an offset provision. The most obvious way to connect with these
potential pilot participants was thought to be through the community agencies where
they had enrolled in SP1.** Additionally, Pathways managers and staff felt that a
decentralized enroliment and service system would more closely model a “natural”
service delivery system, comparable to the way beneficiaries would access information
or support should a benefit offset provision become law.

** It was not only the expectation that the former SPI agencies would have better contact
information about the former SPI participants, but there would be a higher level of trust between
the organizations or, at least, their staff members and the former SPI participants than would be
the case between DHS and the former SPI participants.
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CHAPTER Il: BENEFIT OFFSET PILOT DESIGN FEATURES

This section of the report concentrates on the design features of Wisconsin’'s
benefit offset pilot, the SSDI-EP. Though intertwined in many ways, one can identify
separate intervention and evaluation components. The intervention component can be
viewed as a joint product arising out of decisions made by the Social Security
Administration (SSA) and the Pathways Projects housed at the Office of Independence
and Employment (OIE), Wisconsin Department of Health Services (DHS).*® We
characterize the intervention as a joint product rather than a joint design as SSA and
Pathways each took a dominant role in planning different aspects of what, in a broad
sense, could be termed the intervention. Though SSA certainly consulted Wisconsin and
the other states chosen to conduct an offset pilot about the design features SSA would
determine, there is little evidence that state input had meaningful influence on most of
SSA’s decisions. In contrast, though SSA was in a position to reject those design
choices made by the state pilots, in Wisconsin, at least, SSA gave very substantial
deference to Pathways’ choices.

The SSDI-EP evaluation design was produced by staff from the University of
Wisconsin — Stout Vocational Rehabilitation Institute (SVRI). Though both SSA and
Pathways had authority to reject the design in either whole or part, neither party
exercised that authority. SSA did specify research questions as part of the contracts with
the four states chosen to implement the pilots. These questions provided substantial
guidance for evaluation planning. However, SSA never commented on the original SSDI-
EP evaluation design or its subsequent modifications. It was only in June 2009 that SSA
took on a direct role in shaping the evaluation. SSA decided to have the evaluation
reports for all four offset pilots follow a common format and to include a number of
common analyses. Pathways, continuing its established practice, was committed to
sponsoring an independent evaluation. However, as the researchers were housed at the
Pathways office, there was continual interaction with Pathways management that likely
had some impact on the evaluation design and its implementation.*’

A. Intervention Design

If, in the context of an experimental design, an intervention refers to those
aspects of an experiment that are purposively different for members of a treatment and
control group, then the SSDI-EP’s intervention was solely the temporary changes to
SSDI rules that constituted the benefit offset.*® SSA specified all of the essential features
of the offset.

However if the concept of intervention is broadened to include structuring an
environment in which the treatment can be effectively tested, then Pathways had a very

*® Though OIE/DHS held the contract to operate the Wisconsin pilot, most of the staff involved in
designing the pilot, managing it, or responsible for central provision of training and technical
assistance were employees of the University of Wisconsin — Stout Vocational Rehabilitation
Institute.

*" For example, Pathways managers and operational staff provided feedback on drafts of the
evaluation plan, most data collections instruments, and research dissemination products.
Evaluation staff attended the regularly scheduled meetings for SSDI-EP central office staff.

8 In addition to the offset, this included the suspension of Medical CDRs and the extended EPE.
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significant role in designing the intervention. Pathways staff strongly believed that certain
support services, particularly benefits counseling, had to be in place for those in the
treatment group to make effective use of a benefit offset provision. However, staff also
thought that control group members deserved equal access to such services. This was
needed to insure that observed differences in employment outcomes could be attributed
to the offset, rather than to treatment group members receiving services unavailable to
other pilot participants. In addition, there was concern among Pathways staff and
potential stakeholders that those in the control group needed to have some incentive to
remain in the pilot. This consideration was seen as being as much a matter of fairness
as one of providing a tangible quid pro quo. Life can be challenging enough to
individuals with serious disabilities; volunteering for the pilot indicated a potential
commitment to working at earnings levels above SGA and the associated exposure to
risks under existing public policies. Pathways did not wish to discourage consumers who
wanted to attempt work at relatively high levels. Irrespective of the success of a SSDI
benefit offset, Pathways’ main charge, both from DHS and as the entity administering
Wisconsin's Medicaid Infrastructure Grant, was to promote better employment outcomes
for all persons with serious disabilities. This perspective appears to have been shared by
those who designed and implemented the offset pilots in the other three states.

Additionally, SSA allowed states a large measure of control over the design of
many key features of the pilots, including participant recruitment and enroliment
processes, pilot staffing, service provision, and the means that would be used to
maintain contact with participants for both facilitating use of the offset and collecting
information needed for operational or evaluation purposes. SSA also indicated a strong
preference that the pilots operate state wide. In Wisconsin, it is clear that the SSDI-EP
designers’ decisions had considerable impact as to who entered the pilot and, through
that, observed outcomes. Though Pathways made choices in these areas, it is important
to also remember that these choices had been constrained by SSA’s decisions about
participant eligibility, the offset provision’s features, and that agency’s decisions about
how the offset would be implemented for those who actually used it.

1. SSA Intervention Parameters

SSA required that all of the pilots provide the same basic intervention to those
participants randomly assigned to the treatment group. The benefit offset would apply
only after completion of the Trial Work Period (TWP), as SSA indicated that it would not
tolerate operating the pilot in any way that would disadvantage beneficiaries, particularly
those assigned to the treatment group.*® Under SSDI program rules, TWP beneficiaries
receive their full benefit amount during TWP irrespective of how much they earn. If an
offset was applied during TWP, affected beneficiaries would have a smaller SSDI check
and less total income.

The benefit offset provision SSA tested through the pilots consisted of a
reduction of one dollar in the monthly SSDI benefit amount for every two dollars of
earnings over the Substantial Gainful Activity (SGA) level.*® Access to the offset was

“tis arguable whether this standard was met in anything except the most technical fashion. This
issue will be discussed in some depth later in the material on project implementation.

% For the pilots, SSA decided not to apply the offset to any portion of the SSDI benefit for a
treatment group member’s dependents.
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restricted to a period beginning three months after the completion of the Trial Work
Period (TWP) through the seventy-second month following TWP completion.
Functionally, this extended the Extended Period of Eligibility (EPE) from thirty-six to
seventy-two months, though treatment group members who had completed their TWP
before entering a pilot would retain access to the offset only through the seventy-second
month following TWP completion. Originally, SSA specified that it did not matter whether
or when those assigned to treatment completed the TWP and began the seventy-two
month period of offset eligibility. SSA, in late 2008, limited this general assurance to
include only treatment group members who completed their TWP by December 31 of
that year, effectively revoking offset eligibility for those who had not achieved that
milestone. Finally, treatment group members also received protection against loss of
SSDI eligibility through suspending scheduled medical Continuing Disability Reviews
(CDRs) and, for those past the end of their EPE (but still viewed as disabled), restoration
of their SSDI cash benefit, subject to the application of the offset provision. However, a
treatment group member who faced a scheduled CDR at the time of enroliment was not
exempted from that review.

SSA also specified the basic eligibility requirements. Participants had to be
volunteers and enrolled through an informed consent process that met SSA standards.**
Enrollment would be limited to adult SSDI beneficiaries who were receiving their benefits
as a consequence of their own earnings records.*? Beneficiaries eligible for SSI
(Supplemental Security Income) benefits were also excluded.®® While starting or
completing the TWP was not an eligibility requirement, a beneficiary who had completed
his TWP seventy-two or more months prior to attempting enrollment would not be
eligible to enroll. Finally, SSA precluded enroliment of beneficiaries within twenty-four
months of an expedited reinstatement.

One effect of restricting pilot eligibility to a subset of adult beneficiaries was to
guarantee that the characteristics of pilot participants would not closely resemble those
of the population legally qualified to use any conceivable statutory offset, even within the
states where the pilots were sited. Based on comments from the SSA project manager,
decisions to restrict the pilot eligibility rules were made in the interest of administrative
simplicity. Within these constraints, SSA permitted the pilots to have additional eligibility
requirements to suit state goals or programmatic context.>* Pathways did not establish

°1 SSA wanted specific language describing the benefits, risks, and obligations associated with
participation in the treatment group in each pilot's consent forms.

*2 |n particular, this meant that DACs (Disabled Adult Children) and those entitled to DWB
(Disabled Widow/Widower Benefits) were excluded from the pilots. This eligibility exclusion was
added to those SSA had previously stipulated relatively late in the planning process May 2005,
less than two months prior to the nominal start date of the pilots.

* However, SSA did not exclude SSDI beneficiaries receiving a state SSI supplement. It left
discretion to do so to the states. Wisconsin chose not to exclude otherwise eligible beneficiaries
who still received the supplement. There were two such participants.

> For example, SSA allowed the state projects discretion in requiring enrollees to have started or
completed a TWP, to finish the TWP within specified time limits, to remain state residents
following enrollment, or to have a minimum earnings level.
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any for the SSDI-EP beyond requiring participants to be state residents at the time of
enrollment.

In addition to stipulating the offset pilots’ basic features and eligibility rules, SSA
set up the administrative process for confirming participant eligibility. Oddly, SSA chose
to perform this function only for those assigned to the treatment group, having the
decision made in its Office of Central Operations (OCO) in Baltimore. SSA was silent on
whether, let alone how, the pilots should certify that those in the control group met the
same eligibility criteria, seemingly a condition of implementing an experimental design.*
Indeed, SSA staff in Baltimore seemed largely unmindful of the fact that control group
members were also pilot participants, often conflating assignment with treatment with
being in the pilot in both oral and written communications and not asking the pilots to
identify those in the control group.®®

SSA also established the processes administering the benefit offset, including
identifying whether, for particular beneficiaries, an offset should be applied and, if so, to
generate the appropriate reduction in the monthly SSDI payment. To do so SSA faced
the challenge of how to operate under a substantially different set of procedures for a
very small number of beneficiaries in the context of a highly routinized bureaucratic
system. Informants have reported that these challenges were compounded by the
inflexibilities, even instabilities, of SSA data systems. There are separate data systems
for administering the SSDI and SSI disability programs. While the SSI system provided
SSA with capacity to track monthly earnings and to implement an offset, the SSDI
system did not. Everything would have to be done by hand.

SSA decided not to track treatment group members’ earnings on a monthly
basis. Instead, SSA decided that treatment group members would submit yearly
earnings estimates with the option of amending them.>” These estimates would be used
to calculate the size of any reduction in the SSDI check, provided the beneficiary had
completed their TWP and three month grace period. At the start of the following calendar
year, the accuracy of the estimate and of actual payments would be assessed
retrospectively. As SSA accepted the reality that a system based on estimates would
result in some inaccuracies, the agency committed to forgiving relatively small
overpayments.>® Though subject to some subsequent modification, this system of yearly
estimates and reconciliations has remained in force and is expected to continue.

* The SSDI-EP arranged for the Madison area office to assume this function.

5 SSA expressed no interest through most of the project, even when asked by the pilots. SSA
finally acknowledged that any analyses utilizing individual level SSDI program data would need to
use data for both those in treatment and control. It was only then that SSA (in Baltimore) was
willing to receive identifying information for control group members.

*" Early in the pilot, SSA wanted the updates amended within a month, but later backed away
from this because of the workload involved.

%8 SSA indicated that it would automatically forgive any overpayment under the offset of up to
$500 per year; later this amount was raised to $1,000. Beyond this SSA has a history of being
receptive to requests to waive overpayments, especially when there is no evidence that a
beneficiary deliberately sought to receive or continue an overpayment.



25

Given the small scale and atypical nature of the pilots, SSA decided to administer
the offset through its Office of Central Operations (OCO).>® A critical step in
administering the offset was to determine whether and when a treatment group member
had completed her TWP and whether, based on the work review this involved, the
individual was qualified to enter the EPE.® It was only then that OCO, based on the
earnings estimate, could actually apply the offset provision. Through much of the project,
OCO did not designate specific staff members to handle these operations on a
continuing fashion. It is also our understanding that the SSA project manager had no
authority over who at OCO would perform these functions.

2. State Intervention Parameters

As described, SSA was far less prescriptive about how the states organized their
recruitment, enrollment processes, service provision, and participant contact and
tracking processes. Although, through the contracting process, SSA had the ultimate say
as to how states organized their pilot projects, it left Pathways largely free to design the
project infrastructure in these areas. The main exception would be in areas that touched
upon offset administration, for example the language used in notices or the procedures
used to gather earnings data at the end of each year. SSDI-EP staff members appear to
have understood the legal basis for SSA’s greater prescriptiveness on these matters.

a. Project decentralization and the role of Pathways

Pathways made a number of choices within the framework of the SSA
requirements as to how to organize the SSDI-EP. In many respects they resembled
those made by the other states. The one area in which the SSDI-EP was critically
different was its choice to have outreach/recruitment, enrollment, service provision, and
significant data collection performed through a network of, originally, twenty-two
contracted provider agencies.® ®* Most of these agencies were private non-profit
entities, though there were a small number of proprietary and governmental units as
well. The key point is that Pathways had no direct authority over these agencies’

% | ocal SSA offices were with one exception excluded from formal involvement with participants

in the treatment group. Local offices had to be directly involved in the resolution of overpayments.
However, the local offices continued to work directly with those in the control group. This resulted
in some confusion and frustration for pilot participants, provider agency staff, and local SSA staff.

% We alternate the use of gender specific third person singular pronouns through the report,
rather than use plurals or the s/he or he/she formulations.

®1 Twenty-one agencies enrolled participants. One of these agencies decided to discontinue its
participation in the pilot after its first year. Participants who had enrolled at this agency were
transferred to another in the same part of the state.

82 After Wisconsin, the Utah pilot had the most decentralized structure. However, substantially
fewer “partners” were involved and the relationships among them appear to be somewhat
different. The Utah pilot appears to have adopted a network structure involving a substantial
degree of co-management, though partners may have specific areas of responsibility. There is
nothing comparable to the SSDI-EP system where twenty-two contracted agencies perform
almost all of functions and activities involving direct contact with participants. To give a key
example, all SSDI-EP agencies provided or arranged for benefits counseling; in Utah almost all
benefits counseling was provided through the Utah Office of Rehabilitation.
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operations. The basic relationship between Pathways and the provider agencies would
be contractual. Yet, as these contracts involved performance of complex tasks with only
an uncertain relationship between those tasks and desired outcomes, Pathways faced
the difficult challenge of encouraging flexibility and experimentation while providing
adequate guidance and oversight.

Though there were important Wisconsin specific reasons for choosing this
approach, SSDI-EP’s designers felt that a program delivered in a decentralized manner
represented the most typical pattern for delivery of vocational and other social services
in the United States and thus would better model the likely environment in which SSDI
beneficiaries would use any statutory offset provision.

Nonetheless, the choice of this decentralized structure for the SSDI-EP reflected
both the history of the Pathways Projects and considerations specific to the SSDI-EP.
The single most important component of the SSDI-EP’s service approach was the
provision of work incentive benefits counseling. The Pathways Projects (and the
antecedent working group housed in DHS) had been instrumental in training benefits
counselors in the state, particularly in the context of Wisconsin’s State Partnership
Initiative (SPI) demonstration.®® From 1999 through 2004, the Pathways Projects had
supported training, technical assistance, and, to a significant degree, funding of benefits
counseling through the twenty-one provider agencies that worked directly with SPI
participants. In point of fact, there had been little capacity to provide work incentive
benefits counseling in Wisconsin before SPI and the capacity that existed was
concentrated at organizations that became SPI provider agencies. Because of SPI itself
and, later, the training and technical assistance capacity that began in SPI, there had
been substantial growth in the number of trained benefits counselors.®* Much of this
capacity had remained at those organizations that had served as SPI provider agencies
and was later supported through the Wisconsin Disability Benefits Network, the technical
assistance center Pathways had created and continued to support. It was simply more
practical to utilize this existing capacity than to attempt to build it at the central project
office in Madison, especially as SSA indicated that the pilots should be able to operate
on a statewide basis.

Additionally, the provider agencies during SPI had delivered benefits counseling
in the context of a broader person centered vocational planning process (PCP). While
Pathways staff did not wish to mandate use of an often costly PCP approach for all
SSDI-EP participants, they did want participants to have an opportunity to access such
services as they might find useful. Again, this pointed toward giving community based
agencies a major role in the pilot. First, the capacity to provide both PCP and benefits
counseling was concentrated in such agencies, in particular those that had participated
in SPI or had later hired staff who had worked at the SPI provider agencies. Though less
formalized than that for benefits counseling, Pathways had continued to support

% Wisconsin's SPI project was called “Pathways to Independence.” To avoid confusion, this title
will not be used again in this paper.

% The term “benefits specialist” is used in Wisconsin to denote a person who provides work
incentive benefits counseling. We will use “benefits counselor” in this report as that appears to be
the more commonly used term nationally.
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technical assistance for PCP.®®> Moreover, many of the SPI provider agencies claimed
that outcomes for SSDI beneficiaries in that project had been constrained by the lack of
a SSDI offset provision. Pathways staff thought there might be value in looking at
whether persons with substantial PCP experience might be in a better position than
others to quickly exploit the offset without substantial additional services.

Another significant factor was that with the exception of some ability to fund
benefits counseling services the SSDI-EP would have no ability to pay for participant
services.®® Community agencies, especially those with experience providing vocational
services, had established working relationships with the government agencies that
typically fund such services for persons with disabilities. Foremost among these is the
Wisconsin Division of Vocational Rehabilitation (DVR), though the various Long Term
Care programs in DHS are also an important funding source. Pathways anticipated that
these agencies’ experience would make it more likely that appropriate individualized
service packages could be cobbled together. It also was hoped that these agencies’
existing relationships with consumers and their more visible presence in their respective
service areas would make it far easier to recruit potential participants than attempting to
do so from a central project office housed in the state capital.

Furthermore, there was an additional contingency that supported use of
community agencies as the setting for direct contact between the SSDI-EP and its
participants. In brief, state rules made it easier to contract with entities with which
Pathways had an existing contractual relationship than to either solicit new partners or to
build the needed statewide capacity at Pathways itself. In most cases, Pathways could
enter into contracts with agencies to become SSDI-EP provider agencies as essentially
a continuation of the relationship established in SPI. Sixteen of the twenty-two entities
that Pathways selected to help implement the SSDI-EP had been provider agencies
during SPI. This represented about three-quarters of the agencies that had served SPI
participants. The six new provider agencies were chosen through a competitive process.

Finally, the choice of utilizing community agencies, especially those that had
participated in SPI, was connected to the Pathways recruitment strategy and goals for
the pilot. The hope was to enroll up to 800 participants, approximately half of whom
would be recruited from the 956 persons who had enrolled in Wisconsin’'s SPI project.
Pathways anticipated that most of the other half, that is the “new participants,” would be
recruited from consumers who had a current or previous relationship with one of the
provider agencies. Additionally, it was expected that the provider agencies would

8 Admittedly, in 2005, this support was directed more at developing PCP services at Family Care
MCOs or the providers contracted to them. However, this technical assistance capacity could be
made available to SSDI-EP provider agencies, some of which already served Family Care clients.

% These benefits counseling services were paid out of other monies available to OIE/Pathways,
not through the SSDI-EP contract with SSA. Originally, these were mainly state funds. MIG
funding of benefits counseling services became predominant as other funding sources, including
Pathways (OIE’s) state appropriation, were reduced or became less available. While no MIG
funding was specifically earmarked for the pilot, SSDI-EP participants met the funding criteria.

Provider agencies did receive funding for reporting monthly encounter data to the evaluation team
and for performing a variety of activities (many agency specific) intended to maintain participant
involvement.
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network with local DVR offices, other service providers, etc. to further publicize the pilot
and to recruit potential participants.

However, Pathways neither required nor explicitly encouraged provider agencies
to conduct recruitment activities in a manner that would result in enrolling roughly equal
proportions of individuals with SPI experience and of those without. In fact, Pathways
central placed almost no demands on how the agencies conducted their recruitment
activities, especially in contrast to Pathways’ detailed enrollment protocols. Pathways
central office generated materials that could be used or distributed in the community.
Pathways staff also met with the administrators and staff of statewide programs to
discuss the pilot and to encourage their local offices to cooperate with the provider
agencies. This rather “laissez-faire” approach to enrollment later changed, with the
central project office arranging for mass mailings to those, at first, in Family Care, and,
later, those in DVR and the Medicaid Buy-in thought to have a reasonable probability of
being eligible for the offset pilot.

While this decentralized structure would appear to enhance the reach of the pilot
and permit it to operate through the entire state, it also meant that there would be little
direct contact between central SSDI-EP staff and participants. Provider agency staff
would be the face of the project for the participants and the SSDI-EP would be highly
dependent on agency staff members’ understanding of project rules and on the
performance of duties entrusted to them. As will be noted later, this condition also
applied to the implementation of research tasks such as informed consent processes
and the collection and submission of data on a monthly basis.

This decentralized structure placed great importance on the capacity of the
Pathways staff involved in SSDI-EP operations to create and fine tune pilot procedures
and to provide effective training, technical assistance, contract monitoring, and
troubleshooting. The project design envisioned multiple reinforcing methods for
accomplishing these tasks. There would be a dedicated office staff for this purpose who
had already gained experience performing these types of tasks during SPI,
implementing various MIG funded projects and/or involvement in the WDBN. Formal
training for the provider agencies was designed and implemented, as well as outreach
activities to key stakeholders such as local SSA offices, DVR, and Family Care. SSDI-
EP operations staff at Pathways developed a procedures manual and standardized
reports for the provider agencies to submit. There would be site visits and periodic
meetings and conference calls including both SSDI-EP operations staff and provider
agency personnel. Agency staff members were encouraged to contact central operations
staff whenever they felt the need and central operations staff were expected to respond
quickly and effectively.

As the availability and quality of benefits counseling were extremely important to
successful implementation, a great deal of attention was given to integrating SSDI-EP
technical assistance with that from the WDBN, both in terms of content and timing.
Closely related to this effort, Pathways operations staff would serve as an intermediary
between the participants and their benefits counselors on one hand and SSA staff in
Baltimore on the other. In particular, the central Pathways operations staff would
become deeply involved in the resolution of issues or conflicts involving eligibility, the
initiation or end of the offset provision, and overpayments for those assigned to the
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SSDI-EP treatment group. ®” Anticipating most of these needs, those involved in
designing the SSDI-EP perceived that it would be necessary that this staff included
persons who could function as benefits counselors.

Finally, in addition to the substantial decentralization represented by the use of
provider agencies, the SSDI-EP was structured to strongly separate evaluation from
other central operations. This was done to facilitate a genuinely independent evaluation.
This separation was manifested in at least two important ways. First, data collected for
research purposes was, with the exception of those data elements expressly released by
participants for program administration purposes, unavailable for operational uses.
Second, during enrollment, there were separate informed consent processes for the pilot
and for the research, though to limit participant confusion these were administered
concurrently. Though operations and research staff generally attempted to keep their
provision of training, technical assistance, and other contacts with provider agency staff
distinct, provider agency staff proved to have some difficulty understanding the division
of responsibilities. Perhaps the fact that the research staff was also housed at the
Madison office contributed to this, though the co-location with operations staff was
intended to facilitate cooperation and to give research staff greater ability to observe the
project and perform process evaluation activities.

b. Intervention and service provision

Pathways decided that it would structure the SSDI-EP so that the availability of
the offset provision itself would be the only pilot based difference in what members of the
treatment and control groups would experience following random assignment. This
statement should not be interpreted as meaning that there was an expectation that their
experiences would be the same in a literal sense. It was understood that treatment
group members might well have more or better employment opportunities because of
the offset and, thus, greater service needs. However, SSDI-EP sought ways to make
sure that provider agencies would not deliberately give some participants either a better
quality or greater quantity of services simply because of assignment to the treatment

group.

The SSDI-EP had several policies or standards dealing with service provision
designed to support achievement of this goal. The SSDI-EP, with one important
exception, did not guarantee participants a specific service package. Provider agencies
were expected to make the same effort to determine and arrange for needed services for
all participants on an individualized basis that was consistent to the greatest extent
possible with the participant’s expressed preferences. As noted, funding or in-house
resources for services had generally to be identified on a case by case basis. Agencies
were expected to make good faith efforts to locate the resources needed to help all
participants achieve their employment goals.

The one area where provider agencies were in some genuine sense required to
insure service provision was benefits counseling. The SSDI-EP required all provider
agencies to have or arrange for the capacity to provide work incentive benefits

87 Overpayments can occur for many reasons unrelated to participation in the SSDI-EP treatment
group.



30

counseling.®® However, though all participants were ensured access to needed benefits
counseling, each provider agency was in the dominant position to interpret what this
commitment meant. The SSDI-EP central office did not mandate a minimum amount of
service, though pilot rules required that a participant have a full benefits summary when
entering the pilot.®® Additionally, provider agencies were expected to arrange for benefits
counseling for any SSDI-EP participant when there was a significant change in that
person’s employment situation or life circumstances. The OIE work incentive benefits
counseling grant (OIE grant) provided the means to realize this should there be no other
funding source.’

Provider agencies were expected to enroll any eligible participant, except as
limited by three factors. First, the provider agency was not required to enroll an
otherwise eligible individual when the agency did not have the capability to serve a
person with a particular combination of symptoms or impairments. Second, a provider
agency was allowed to refuse potential participants who were not eligible for agency
services because of state or pre-existing agency rules. Finally, provider agencies had
designated geographic enrollment and service areas negotiated as part of their DHS
contracts and could choose not to serve individuals who resided outside the boundaries.

In lieu of direct funding for services, the SSDI-EP funded provider agencies
chiefly for providing data for both operational and evaluation purposes, but secondarily
to support communication with and the involvement of participants and to allow agency
staff to participate in pilot related training and technical assistance activities. It is
inconceivable that this funding, while probably more than sufficient for its stated purpose,
would have provided any meaningful subsidy for employment related services.

c. Project staffing

The SSDI-EP’s decentralized structure had implications for the organization of
the “project team.” There was a clear division between the project central office at
Pathways and the staff at each of the provider agencies. As noted, the central office’s
authority was ultimately contractual, though in practice largely exercised through a
training and technical assistance regime. Within the SSDI-EP central office, there was a
strong functional differentiation between operations and evaluation staff, though there

68 Pathways much preferred that provider agencies had a trained benefits counselor. To
encourage this, Pathways put substantial resources into providing for training and ongoing
technical assistance. With few exceptions, SSDI-EP provider agencies chose to have benefits
counselors on staff, though several agencies went through periods when they either had no
benefits counselor or an inexperienced one.

% This did not necessarily require doing an assessment de novo. For example, a participant with
a full benefits summary completed within six months, sometimes a year, before enroliment would
not be seen as automatically needing additional benefits counseling provided a benefits
counselor determined that there had been no relevant changes in the consumer’s situation.

" However, several provider agencies did not apply for the OIE grant until 2007. Until July 2007,
there was no way to insure funding for all participants at these agencies unless the agency was
willing to absorb the cost. These agencies could have easily qualified for the OIE grant at any
time had they chosen to apply.
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was no formal organizational separation.”* The operations staff and overall project
management are discussed in this section, the evaluation team in the next.

The provider agencies directly hired and supervised their staff who worked on the
pilot, including benefits counselors. Pathways strongly preferred that benefits counselors
be directly employed by the agency, but did allow agencies to use benefits counselors
who were either employees at other entities or independent contractors. Nonetheless,
provider agencies were required to utilize benefits counselors who had successfully
completed WDBN training and who would be obliged to get follow-up training and
technical assistance from that source.’? Pathways also desired that benefits counselors
conduct the enrollment process and maintain direct contact with participants to facilitate
participants’ employment goals and to collect information for both SSA and the
evaluation team. However, Pathways permitted other arrangements.

Additionally, provider agencies needed to designate a person who would be the
administrative contact with the SSDI-EP central office. Beyond this, a provider agency
could assign additional staff (e.g., vocational service staff) to the project, but few did so.
The more typical pattern was that pilot participants had access to services provided by
other agency personnel. In practice, the extent to which this was true varied widely
across provider agencies, reflecting agency rules, service philosophies, and the need for
a source of external funding.

Initially, the SSDI-EP operations staff consisted of Pathways staff who had
worked on the SPI project. These staff had been involved in the design of policy and
procedures for that effort, in providing training and technical assistance to the agencies
that took part, and/or monitoring contract compliance. These individuals performed
similar functions in planning the pilot and helping provider agencies to become
operational. As the provider agencies enrolled and then served participants, the
operation team’s emphasis shifted to supporting the benefits counseling activities at the
agencies and serving as intermediaries between the benefits counselors working directly
with participants and OCO in Baltimore. Consequently, after two of the initial operations
staff members left Pathways, new hires were chosen more for their experience in
providing benefits counseling and technical assistance to support it, then for expertise in
policy or organizational design.

The SSDI-EP operations team had a manager who was more involved in
contracting and global oversight of provider agencies than routine support of agency
staff, though she provided backup for these as needed. This manger administered the
Wisconsin pilot and served as the liaison with the project manager at SSA in conjunction
with the Pathways/OIE Director.

" Members of the central office staff included at various times DHS, UW-Madison, and UW-Stout
employees, each subject to their own supervisory hierarchy. However, through most of the
project, all members of both the operations and evaluation teams were employees of the UW-
Stout Vocational Rehabilitation Institute.

2 For some veteran benefits counselors other sources of initial training were acceptable.
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B. Evaluation Design

The four pilots were required to conduct evaluations that would inform the design
of the national demonstration as well as examine the outcomes of each pilot. SSA
identified a number of research questions that evaluation designs were expected to
answer and/or contribute to answers that SSA would derive from information provided
from the four pilots. Beyond this, SSA gave the pilots considerable latitude to plan and
conduct their evaluations. Though SSA could use the contracting process to limit the
focus or scale of Wisconsin's evaluation it did not do so. Moreover, SSA staff expended
considerable effort to make sure that the evaluators in Wisconsin and elsewhere would
have access to individual level data from the SSA’s administrative records. It was only
late in the project that SSA became more prescriptive in its approach, imposing a
common organization on the evaluation reports and requiring that a group of core
analyses be performed and reported in the same way in all four evaluations. Even so,
SSA encouraged evaluators to include additional material or analyses that might be of
interest to SSA, the state pilots, or other stakeholders.

Pathways chose to have the SSDI-EP evaluation designed and conducted by the
University of Wisconsin — Stout staff who authored this report. Though university
employees, all had positions that were 100% funded through federal grants or contracts
to the Pathways Projects. Notwithstanding this, Pathways management was fully
committed to having a fully independent evaluation.” Key members of the team had
previously worked on the evaluation of the Wisconsin SPI.

The authors of this report developed and, over time, modified an evaluation plan
with both process and impact components. From the start, we had greater clarity about
the primary goals for the process component of the evaluation. One aim was to examine
how well the structures and processes set up to recruit and enroll participants, provide
services, train and support provider agency staff, collect information, and maintain
participant involvement worked. This information would have the potential to directly
inform the design of the national demonstration. Secondly, the process component was
intended to promote understanding of how the SSDI-EP’s design, implementation, and
the context in which that implementation occurred shaped participant outcomes. We
knew that the characteristics of SSDI-EP participants would be unlikely to closely match
those of national demonstration participants. Still, much could be learned about the
relationships among project implementation, the environment in which it happened, and
participant outcomes that might help SSA adopt better design decisions.

The ultimate purpose of the impact component, beyond the understanding that
SSA was interested in the impact of a benefit offset on employment related outcomes,
was less clear. Given that the pilots would operate in only four states, participants would
be volunteers, enrollment numbers would be small, and, above all else, the
“exclusionary” nature of pilot eligibility requirements, each pilot's sample characteristics
would be substantially different from the population of adult SSDI beneficiaries either
nationally or in any of the pilot states. We also expected that, at lest in Wisconsin, this
“bias” would be increased because of Pathways’ decision to conduct participant
recruitment through the provider agencies. At best, any statistically significant

3 Members of the evaluation team were formally supervised by the Stout employee who directly
managed the SSDI-EP operations team. This individual, despite having supervisory authority, did
not attempt to exert any control over the evaluation.
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differences between the treatment and control groups would be suggestive of what might
occur in the different context of either a national demonstration or a change in the law.
Positive findings might increase confidence that the national demonstration was worth
doing or provide supporting evidence for those pressing Congress to adopt a benefit
offset without having a national demonstration.

There was a second factor bearing on the goals and hence the design of the
impact component. The pilots would operate for a limited and initially unknown duration.
As those in the treatment group would not be able to utilize the offset unless they had
completed the TWP, outcomes could not be directly assessed until a sufficient number in
both the treatment and control group had completed their TWP and could have their
employment outcomes monitored over some period lengthy enough to support useful
analysis. Though we were aware of this issue from the outset of our involvement in
evaluation planning, we did not initially grasp its full implications when we drafted the
first version of our formal evaluation plan.

Thus, our original evaluation plan emphasized comparisons between study
assignment groups or subgroups thereof, as do subsequent versions and the mandatory
analyses that SSA first announced in mid-2009. In this structure, we think observed
outcomes for the two study groups should not be interpreted as estimates of the benefit
offset’s direct effects, not even as formative estimates. We would argue that any
differences are better viewed as formative estimates that capture differences in the
behavior of persons randomly assigned to two similar sets of conditions with the only
intentional difference being the ability to potentially use the offset. Those in treatment
who have completed TWP have, in principle, the choice as to whether to use the offset.
Those in treatment who haven’t completed the TWP have, again in principal, the choice
to take actions that would lead to TWP completion and through that subsequent offset
usage.’* Consequently, we believe this comparison structure retains value, especially in
the context of planning for a national demonstration of limited duration.” Should the
treatment group exhibit significant gains in employment related outcomes relative to the
control group, it would provide evidence that, in combination, the offset’s features and
administration and the pilot’s implementation were efficacious, if not necessarily optimal.
The lack of outcome differences would still provide useful information in the sense that
SSA and its agents might rethink how to design and operate a national demonstration of
a benefit offset.

1. Key Research Questions
Both SSA and Pathways were interested in the same general research

guestions, though from somewhat different perspectives. For SSA, the primary focus of
any evaluation was to help SSA prepare for a national demonstration of a SSDI cash

™ In principle, there are many factors, both exogenous and endogenous, that can constrain an
individuals’ ability to get and maintain employment that result in SGA earnings.

> One advantage of a large national demonstration is that it is likely that even if the rate of TWP
completion is small there will be a sufficient number of completers in both the treatment and
control groups to support analysis.
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benefit offset.”® Pathways managers were perhaps more interested in how the offset
might contribute to the efficacy of other programmatic efforts (and visa versa) intended
to encourage better employment outcomes for persons with serious disabilities. Given
Pathways connection with the state health department, this interest in potential and
hopefully positive interactions between changes to Social Security policy and state
programs concentrated on those using Medicaid and/or long term support programs.

However, there was nothing about these differences in perspective that was
likely to result in an evaluation plan that would not serve the interests of both parties.
Both parties wanted to test whether a SSDI benefit offset would increase the
employment rates and earnings of beneficiaries. Both parties had an interest in how to
effectively administer a benefit offset and what auxiliary services and supports would
encourage beneficiaries to take advantage of the offset provision.

In the 2004 solicitation for what was called the “Benefit Offset Pilot
Demonstration Project,” SSA announced its research aims for the project and its
expectations for the research questions the pilot evaluations would address. Based on
that document, SSA appears to have had greater interest in generating information that
could be analyzed across the four pilots than in assessing the impacts associated with
each of the four pilots.”” In particular, SSA hoped that the pilot evaluations would help
answer the following questions and, by doing so, inform the design and implementation
of a national demonstration. It is important to note that three of these four questions are
explicitly framed in terms of designing a national demonstration. The fourth, though state
specific, has a direct bearing on demonstration design.

o What are the most effective methods of keeping participants informed of project
activities and of maintaining participation in the project?

e What are the most effective methods of informing participants about the
demonstration and 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?

¢ For whom does each of the State-specific employment support interventions
appear to be the most effective?”®

SSA also specified a list of research questions that the agency hoped could be
answered within the context of each of the pilot evaluations. These included comparison
of differences between the treatment and control groups on a variety of employment

® As of the time of completing this report, it appears that the national demonstration will begin
operations in fall 2010 and begin informing beneficiaries of their participation in early 2011. The
project is known as the Benefit Offset National Demonstration (BOND).

" To avoid any misunderstanding, we think the focus on questions that were better addressed by
pooling information from across the pilots was fully appropriate given SSA’s desire to use the
pilots to inform the design of the national demonstration project.

"8 Social Security Administration (SSA) Solicitation #SSA-RFP-05-1003 “Benefit Offset Pilot
Demonstration Project” September 28, 2004, p. 7.
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outcomes, in the proportion leaving SSDI cash benefits, and the impact of the service
model.” SSA also specified goals for process evaluation activities, some paralleling
those identified in the “cross-state” questions and additional ones focused on
identification of within state implementation challenges, participant perceptions of the
interventi%Q, and the extent participants refused to cooperate with data reporting or left
the pilots.

In our evaluation planning we sought to address SSA'’s questions and to explore
areas relevant to Pathways efforts to develop employment supports and infrastructure,
The research questions listed below are organized into groups based upon whether they
are more closely aligned to identifying participant impacts or documenting and assessing
project implementation. There have been some changes in these questions over the
past four years reflecting differences between actual and anticipated enrollment
patterns, limitations in data availability and quality, and new issues that have come to the
fore as we observed the SSDI-EP’s development.®!

Outcome Questions

o Do members of the treatment group exhibit, on average, higher employment rates,
earnings, and income than members of the control group?

o Are there differences in other employment related outcomes such as sustaining
employment, work effort, and/or the characteristics of jobs held?

¢ Do any differences between the study groups increase over the intervention period?

e Are there discernable patterns in the effectiveness of the intervention in regard to
participant characteristics, including socio-demographic, work experience, program
and disability characteristics?

o Do services received during the study period, especially work incentives benefits
counseling affect employment related outcomes?

o Does patrticipation in a Medicaid Buy-in affect employment related outcomes?

e Are there differences between the study groups in their perceptions of barriers to
gainful employment? Do these change over time?

" The Wisconsin evaluation plan never included an analysis of the rates participants would leave
SSDI cash benefits. Indeed the rules of the offset provision allowed those in treatment who had
completed their TWP to retain some portion of their cash benefit until they had earnings well over
SGA. As an alternative, SSA ultimately suggested comparing the rates of treatment and control
group members with earnings above the SGA level. As we argue elsewhere in this report, this
type of analysis would be better if it were conducted separately based upon whether a participant
had completed TWP. Prior to TWP completion, all participants can keep their full SSDI cash
benefit and all earnings (though this may not be true for individuals in additional public programs).
Still, it could be possible that there would be a higher proportion of above SGA earners in those
assigned to the treatment group because of their expectations that the offset would be available
following TWP completion.

8 Social Security Administration (SSA) Solicitation #SSA-RFP-05-1003 “Benefit Offset Pilot
Demonstration Project” September 28, 2004, pp. 9-10.

8 For instance, a planned analysis of a subgroup of those who participated in the Wisconsin SPI
project prior SPI participants was dropped because very few enrolled in the SSDI-EP. Similarly,
planned analyses of the impact of Ticket to Work usage and of DVR service utilization were
abandoned because of data availability and quality issues.
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e Are there differences between the study groups in their attitudes regarding personal
efficacy and work? Do these change over time?

o Are there differences between the study groups in their perceptions of health status?
Do these change over time?

e Are there differences in employment outcomes between the treatment and control
groups subsequent to the completion of the Trial Work Period?

¢ For those entering the Pilot before initiation or completion of the TWP are there
differences in the proportion completing the TWP?

e Are there important differences in the characteristics and experiences of those in the
treatment group who have used the offset and of those in the treatment group,
gualified to use the offset, but who have not done so?

Though, for the most part, these outcome questions remained constant
throughout the pilot, there was a gradual change in emphasis. By 2008 it was becoming
apparent that outcome differences between the treatment and control groups would be
small and probably not statistically significant. As such, somewhat greater focus was
directed at examining the impact of “control variables” such as benefits counseling,
participant attitudes, and Medicaid Buy-in participation. In part this was to address the
possibility that the intervention might have significant if relatively small effects that were
being masked by other variables. However, this shift in emphasis also reflected an
expectation that Pathways would be interested in assessing the “independent” effect of
programmatic efforts that would be in place irrespective of whether there was an offset.

Process Questions

e |s the program delivered as intended, including, but not limited to, participant
recruitment, informed consent procedures, service provision, participant/staff
communication, staff recruitment and retention, funding, technical assistance
provision, and data reporting?

e Did the program recruit desired analytical subgroups in useful numbers?

¢ Did the program face any challenges in assessing the eligibility of potential
participants?

o How do participants perceive program operations, including, but not limited to,
recruitment, informed consent procedures, service provision, communication with
program staff, and research burden?

o What is the extent of attrition (voluntary or forced) from the intervention and control
groups? What factors are associated with attrition, especially any differences in
attrition rates between the two study groups?

¢ What difficulties, if any, occur in collecting and utilizing the administrative, encounter,
and survey data needed to estimate program outcomes?

e Did participants in both the treatment and control groups have access to and/or
receive equivalent services?

o Does SSA make (or is perceived to make) adjustments to SSDI checks and records
accurately and in a timely fashion?

¢ What adjustments were made to deal with implementation problems and how
effective were those adjustments?
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2. SSA Requirements

In addition to specifying or suggesting research questions, SSA also stipulated a
number of requirements for the pilot evaluations. Many of these also applied to the
structure and operation of the pilots themselves and have been discussed above in the
material in the section titled “SSA Intervention Parameters.”

As already noted participants had to be volunteers and could not agree to
participate until they had been informed of the project’s goals and rules and the potential
benefits and risks that might result from participation. Participants had to provide written
consent and had to be informed that they could withdraw without penalty at any time,
though if in the treatment group they would again be subject to all SSDI program rules.

Necessarily, SSA insisted that all volunteers meet the eligibility rules it
established and any that each pilot added. SSA also stipulated that the sample must be
“...drawn from title Il disability beneficiaries who are participating in statewide
employment support programs.” % SSA never specified what this meant. In the case of
the SSDI-EP this requirement was observed by (1) operating the pilot on a statewide
basis and (2) having the same service access rules for all participants.

As all the pilots had to randomly assign participants to a treatment and control
group, impact evaluations would necessarily be experimental. SSA retained final say
over how random assignment was implemented. In practice, SSA allowed the pilots
significant discretion as to how each would implement random assignment. Pilots made
choices as to the mechanics of assignment, the assignment ratio, and whether to
formally stratify the sample.

Finally, SSA imposed a number of analytical requirements on the evaluations
when it specified required content and organization for the final reports only months
before their completion. In particular SSA specified a particular modeling approach that
utilized separate regressions for each of nine quarterly time periods, instead of other
alternatives such as directly analyzing trends across those time periods. However, it is
also true that SSA made its choices with good knowledge of the decisions that each pilot
had already made about data collection and the time structures of their analyses. It is
our perception that these requirements were not burdensome.

3. Description of Data Sources

This evaluation makes use of administrative, encounter, survey, and interview
data. It also utilizes documents produced by Pathways and the service provider
agencies. Individual level data were collected for time periods relative to the calendar
guarter in which a participant enrolled. No individually identifiable data were used from
any period more than eight calendar quarters (nominally two years) prior to the quarter in
which SSDI-EP enrollment took place. Under the terms of participants’ sighed consent
forms data can be gathered through December 31, 2011 unless the participant
withdraws from the study. Most of the data used in this report are for events prior to
January 1, 20009.

8 gocial Security Administration (SSA) Solicitation #SSA-RFP-05-1003 “Benefit Offset Pilot
Demonstration Project” September 28, 2004, p. 8.
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Only administrative data were available for periods prior to SSDI-EP enrollment
and even then not for all data elements.® Encounter, survey, and focus group data
pertaining to specific participants were available only after each participant’'s enrollment
date. All of these data were collected for periods prior to January 2009.

Individual level administrative data were obtained from multiple state agencies
and the Social Security Administration through agency specific data agreements.
Unemployment Insurance (Ul) data from the Wisconsin Department of Workforce
Development (DWD) were especially critical, as these data serve as or are used to
create the primary indicators of employment outcomes. Though Ul data have some
shortcomings, particularly the exclusion of some types of employment and employers,
such data are reported in a standardized manner and could be obtained for time periods
both prior to and after a participant’s enrollment in the SSDI-EP. Moreover, employers
are legally required to report the data and face substantial penalties if they fail to comply.

Data from the Wisconsin Department of Health Services (DHS) and the Division
of Vocational Rehabilitation (DVR) in DWD provided useful information about public
program participation and to lesser extent employment related service utilization and
participant characteristics. SSA data provided information about participants’ cash
benefits, TWP and EPE usage, Medicare eligibility, and a range of disability related
characteristics.

Encounter data about participants were collected through forms completed by
provider agency staff and sent to the evaluation team by means of a secure web based
application. Provider staff completed an enroliment form for each entering participant
that provided basic identifying information for the participant as well as selected
information about personal characteristics, employment history, and current
employment.®* Submitting this form initiated the random assignment process, though
both enroliment and study group assignment were contingent upon receipt of signed
consent materials. The evaluation team also provided some basic information from the
enrollment form to SSDI-EP central operations staff at Pathways. This information was
limited to that necessary for project administration at both the SSDI-EP central office and
SSA in Baltimore.

Using a web based application, a staff member at each provider agency was
required to submit two forms on a monthly basis for each participant. One form was used
to report changes in a participant’s employment and living situation. Completing it

% In some cases, only the most recently entered data value was available or time series data had
been purged for periods prior to some date. Such issues were especially frequent with data
elements from the WI Division of Vocational Rehabilitation, but also affected administrative data
from other sources including SSA.

8 A deliberate effort was made to reduce the amount of participant information collected on the
SSDI-EP enroliment form compared to that collected from a similar enrollment form used in SPI.
Both staff and participants in that earlier project had expressed concerns about the length of the
previous form. Consequently, we were more dependent on SSA administrative data for obtaining
information about participant characteristics, particularly in the domains of disability and program
participation. State data sources such as those at DVR or DHS were not useful for this purpose
because SSDI-EP participants were not required to use programs or services administered by
either of these two entities.
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required that the staff member had monthly contact with the participant.®®> The second
form was used to track service provision to the participant by the provider agency in nine
different categories.® Irrespective of enroliment date, form submission was expected to
continue for all participants through December 2008, excepting for those who withdrew,
died, or had moved out of state.?” The evaluation team also had access to additional
individual level encounter data collected by the SSDI-EP operations staff. Among other
things, SSDI-EP operations provided the evaluation team with additional information
about participants’ disabilities, receipt of benefits counseling, and benefit offset use.

Participants were expected to complete surveys at project entry and annually for
two years after project entry. The baseline survey was administered as part of the
enrollment process and in theory (but not in practice) should have been submitted for all
participants. The two follow-up surveys were mailed to participants; participants were
paid a small amount for completing the instrument.

The baseline survey included items about work motivation and expectations,
employment support needs, barriers to employment, personal orientation to challenges,
and health status. The follow-up surveys retained these items and added additional ones
about participants’ experience of the pilot, including service needs and adequacy,
contact with provider agency staff, and the accuracy and timeliness of their SSDI
checks.

The evaluation included two sets of participant focus groups. The first were held
in spring 2007 approximately six months after the SSDI-EP finished enrolling new
participants.®® Topics discussed included participant perceptions of recruitment
processes, enroliment/informed consent processes, and initial service provision. We
held the second set in the autumn of 2008. These focus groups were restricted to
treatment group members who had at least started their TWP. The questions asked
during these focus groups concentrated on understanding participant decisions
regarding TWP entry, completion, and offset use. Additionally, there were questions

% As will be discussed in the implementation section of this report, there was substantial variation
in how well provider agencies complied with this requirement.

% The form did not reliably capture services provided by entities outsider the provider agency.
The form did not necessarily capture information about all services provided to the participant at
the provider agency as in some cases those services were not directly related to SSDI-EP
participation. This last point is important as, despite instructions, there appeared to be substantial
differences across provider agencies as to when a service was considered to be directly related
to pilot participation.

8 1n some cases of “out of state” moves, provider agencies maintained contact with participants
and submitted encounter forms. These movers largely resided in adjacent areas of neighboring
states.

% We did not utilize a panel design for focus groups. Due to resource limitations, only five or six
focus groups were conducted in each set. Focus groups were hosted and usually located at
provider agencies. These were selected to achieve some diversity in geography and agency
service populations. Recruitment was through the provider agencies who were given guidelines
aimed at insuring some diversity in whom was invited to attend and that invitees understood that
their involvement in a focus group was voluntary and not part of their research reporting
obligations. Focus group attendees received a modest payment.
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intended to elicit information from offset users about any advantages or problems
associated with using the benefit offset.

In addition to data collection from and about individual participants, the
evaluation collected information about program operations in a variety of ways.
Documents about program planning and activities were collected for a period beginning
with the first discussions of the SSDI cash benefit offset in the context of the SPI project
through the conclusion of this study. Most of these documents were from within
Pathways or were communications between Pathways, especially SSDI-EP central
office staff, and the provider agencies, SSA, or other Wisconsin state entities.

The evaluation team also conducted interviews with provider agency staff and a
group of key informants. There were two sets of provider agency interviews where at
least one staff member at each agency was interviewed. The first set of interviews took
place in spring 2006 before the conclusion of the enrollment period. The emphasis was
on early implementation including staffing, adequacy of training and technical
assistance, outreach and recruitment, informed consent and enrollment processes,
issues attendant to data gathering, and the availability of funding to support the delivery
of benefits counseling and person-centered planning services. The second set was
conducted in spring 2008. We limited participation to benefits counselors working at
provider agencies with at least 10 participants.® The second set of interviews
concentrated on the provision of benefits counseling and how it might vary according to
study group assignment, TWP status, and/or offset use.

We conducted key informant interviews in spring 2009 after the “active phase” of
the pilot was over. Key informants included both SSDI-EP/Pathways staff and persons
outside the project in a position to observe the Wisconsin pilot.”° The goal of these
interviews was to get informants’ overall assessment of the SSDI-EP’s implementation,
its accomplishments and shortcomings, and what was learned through the experience
that might be applied to either a national demonstration project or SSA operations
should the Social Security Act be amended to include an offset provision.

The evaluation team’s co-location with SSDI-EP central operations staff provided
additional opportunities for data collection. We were able to attend internal meetings,
observe staff interactions, and to be copied in on much of the e-mail traffic both within
Pathways and with SSA, provider agencies, and other external stakeholders. Access
was provided to some data collected for strictly operational purposes. We also had
substantial opportunities to attend training and TA events for provider agencies.
However we were understandably excluded from bilateral meetings between SSDI-EP
central staff and provider agencies and there was no direct observation of the
interactions between participants and provider agency staff.

Finally, we collected documents and aggregated data about changes in
economic conditions, public policies, and other contextual factors that may have affected

8 Our intention was to interview benefits counselors who had large enough caseloads to make it
likely that they had served some participants who were in or had completed TWP.

% Our hope was that that there would be a key informant from SSA in Baltimore, but for whatever
reason(s) no one at national office agreed to be interviewed.
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implementation and participant outcomes. Most of this information was obtained from
public sources, though Mathematica Policy Research (MPR) provided aggregated data
comparing SSDI-EP participants in the Medicaid Buy-in to those of two groups of
Wisconsin Buy-in participants: adult SSDI beneficiaries and, within that category, those
beneficiaries who appeared to meet pilot eligibility requirements.

4. State Specific Evaluation Design

From the standpoint of the evaluation team there was no SSDI-EP evaluation
design distinct from that intended to meet SSA requirements and expectations. There
was, as noted, a difference in perspective rooted in Pathways’ concern with the efficacy
of certain support services, particularly work incentive benefits counseling and person
centered planning, and public programs, most notably the Medicaid Buy-in. Though we
look at these factors as controls that might mediate differences between those receiving
the intervention and those in the control group, we also, albeit to a lesser extent, attempt
to assess the power of these services and programs as important intervention
approaches in their own right.

We would argue that Pathways had a more immediate and concrete concern with
how participants viewed the program than SSA. It was not that SSA lacked interest in
how participants experienced the pilots. Nevertheless, as indicated by the research
guestions in SSA’s solicitation document, this interest centered on whether that
experience would affect such issues as beneficiaries’ potential willingness to enroll or
stay in a national demonstration or whether any experiential differences between the
treatment and control groups would affect the size of differences in employment
outcomes. These interests are fully legitimate and were of comparable significance to
Pathways and its within state stakeholders. Yet, there was also a more explicit concern
with whether the consumers who patrticipated thought they were better off, whether
materially or subjectively as a result of their participation. Particularly on the operations
side of the pilot there was a concern about the potential for participation, especially for
those in the treatment group, to lead to either short or long term injuries not directly
attributable to either SSA’s or Pathways’ administration of the pilot. These included, but
were not limited to, potential threats to the eligibility or receipt of needed public benefits
aside from SSDI, the potential of losing one’s SSDI eligibility after the pilot because of
work activity during the pilot, and further discouragement among a population where
many already questioned whether “the system” was rigged against their return to work
on terms that would leave them economically, physically, and/or mentally better off.

While this difference in perspective changed the evaluation goals and design
mainly on the margins, we do not think the differences were insignificant. For example,
the reason we include an income proxy as one of our outcome variables is that we
desired some method of assessing whether participants were economically better off. It
is also a reason that we gave significant attention to tracking participant fears about
potential loss or reduction of SSDI benefits should they seek to work or to appreciably
increase their earnings.

%L MIG states can apply through a CMS sponsored TA entity called MIG-RATS for customized
data extracts from an integrated data set of all Buy-in participants maintained by MPR.
Unfortunately, these data arrived too late for use in this report.
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Evaluation planning and conduct were also shaped by our observations of how
the pilot unfolded over time. We already noted our gradual realization of the importance
of directly comparing differences between those members of the treatment and control
groups who had completed their TWPs. Another “post design” issue was the lack of
operational information about the quality of delivered benefits counseling and
employment services. While we were able to devise an approach to looking at variation,
at least at the provider agency level, we would not characterize our response as fully
satisfactory. Lastly, the evaluation design also was affected by issues brought to our
attention by the evaluators of the other pilots. For example, in our early planning we did
not consider there would be an explicit need to examine whether the SSDI-EP’s design
and implementation were adequate for a meaningful evaluation of the benefit offset.%

a. Process evaluation

In general, process evaluation activities and analyses were undertaken in a
manner that sought to describe and account for change over time. We sought to
understand the multiple perspectives of different stakeholders as these perspectives,
informed actions and structured perceptions.®® Nonetheless, priority was given to
tracking issues of concern to SSA and that may inform the operation of the national
SSDI benefit offset demonstration project. We have already identified the main questions
and data sources for the process component of the SSDI-EP evaluation earlier in this
chapter. The remainder of the material in this section emphasizes the analytical methods
and types of evidence used to examine process issues. As far as possible we use
multiple data sources and methods in these analyses. Nonetheless, for most issues
particular data sources and the analytical methods associated with their use will be
primary. For most questions, we credit data from respondents reporting their own
perceptions and experiences with greater purchase than that reported second hand,
though veracity can never be assumed to be absolute. We have greater confidence in
process findings when they are based on reasonably consistent information from
multiple informants and/or data sources.

Information about participant satisfaction and perceptions of the informed
consent and project communication processes were drawn from survey items. We also
used information from the focus groups to elucidate these areas, especially when survey
responses and/or attrition rates suggested significant dissatisfaction or implementation
problems. Additionally, interview data from provider agency staff and key informants also
contributed to our analyses of these topical areas.

%2 For our initial and generally positive assessment of this issue see Delin, Barry S., Sell,
Christopher, W. and Reither, Anne. E. 2007. “Challenges in Conducting Randomized Field Trials:
The Experience of the Wisconsin SSDI Employment Pilot,” Baltimore MD: American Evaluation
Association Annual Meeting, November 2007.

9 Perspective in many cases can have an organizational or social dimension as well as an
individual one. In those cases, where an individual is acting in an organizational role (e.g. as an
employee) the organizational perspective will usually be paramount. However, even when a
person is speaking or acting in an individual capacity, she may still perceive or act from an
organizational or social framework, whether by choice or because of socialization.
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The primary sources of information about service provision included both
encounter data and administrative documents and data.®* Analyses utilize both
measures of central tendency and variation. The emphasis is on identifying pilot wide
patterns of service provision, with emphasis on benefits counseling delivery and any
differences between the treatment and control groups. Some attention is paid to
understanding differences related to the number of participants served by a provider
agency.® Our analyses were enriched by information drawn from key informant
interviews and participant surveys and focus groups, especially when addressing
guestions of service needs and the perceived value of the services provided.

Our examination of SSDI-EP program operations, including coordination between
the program and service provider agencies and between the program and entities such
as DVR, SSA, and other DHS based entities, relies heavily on information drawn from
administrative documents. We also use information drawn from key informant and
provider agency staff interviews. What we learned through these information sources
was supplemented by our direct observation of staff and stakeholder interactions at the
Pathways’ office, at pilot training and technical assistance events, and at other external
meetings.

Our analysis of the adequacy of data collection processes utilizes information
about the completion rates of surveys and encounter forms and of experience in
obtaining or amending administrative data agreements. Again, additional information
was drawn from key informant interviews and the participant focus groups.

Finally, documenting and understanding participant attrition was an important
part of the process evaluation, especially as participants were volunteers and their
numbers were fairly small. Particular attention was given to identifying any differences in
the rates of and reasons for attrition between the study assignment groups. Originally,
we hoped that most of those who left the pilot would complete an exit survey. As this did
not occur, our analysis relied heavily on data from the enrollment form and the baseline
survey. This was supplemented by information from agency staff and key informants.

b. Impact evaluation

The SSDI-EP’s impact evaluation focuses on the participants as the primary unit
of analysis. The outcomes of primary interest are employment and, especially, various
indicators of earnings and income associated with employment. Prior material has
identified the key questions the impact evaluation was intended to answer, how those
guestions changed over time, and the data sources that would be used. In this section,
we focus on issues pertaining to random assignment, our understanding of the
intervention model, and the time structure and methods that would guide the impact
analysis.

% This analysis concentrates on the range of services captured through the monthly participant
level reports of service provision to the evaluation team. This report is called the “Case Noting
Form.” The nine service categories include benefits analysis and counseling, two planning and
assessment service categories and six employment related service categories. There was no
systematic tracking of employment related services from other sources.

% Half of the provider agencies enrolled twenty or fewer participants, effectively precluding
looking at whether any service provision differences were related to study group assignment.
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i. Random assignment

As SSA required that the impact evaluation utilize an experimental design, the
pilots had to establish principles to guide the implementation of the random assignment
process. In the case of SSDI-EP these decisions were made by the project managers,
but these decisions largely reflected the evaluators’ advice. One key decision was to
have study assignment follow the completion of all other parts of the formal enroliment
process.? Other fundamental choices included having assignment performed at the
central office, having the assignment generated using a computer algorithm and
communicating the result to the new enrollee in real time.*’

Additional decisions include those relevant to the structure of the sample(s)
available for analysis. In general, these decisions reflected a desire for avoiding
additional complexity, both for technical reasons and to hopefully decrease confusion
and distrust among consumers and provider agency staff.’® The SSDI-EP chose not to
formally stratify the sample and to implement random assignment on that basis, although
there was an expectation that roughly half the participants would be former SPI project
participants. Similarly, the SSDI-EP chose to apply random assignment across the pilot,
rather than to apply it separately within each provider agency.®® Finally, it was agreed
that the assignment algorithm would be designed to give each enrollee an equal chance
of assignment to the treatment and control groups and, thus, to result in study
assignment groups of essentially equal size.'®

% The formal enrollment process included the completion of the enrollment form and the baseline
survey and signing the informed consent forms.

" At the end of the enrollment session at the provider agency, the staff member who conducted
the enroliment would electronically submit the enrollment form. This action automatically triggered
the assignment process and a message with the assignment information was sent back to the
provider agency almost immediately. This was followed with letters to both the participant and the
provider agency confirming the assignment.

% There was some distrust of random assignment. In part this reflected concerns about whether it
would be done fairly; i.e. that there would be “favoritism.” In other cases, there was a desire to
insure that those beneficiaries who were best prepared and most motivated to use the offset
would get access to it. However, the greater concern (and which was expressed in both the
interviews and focus groups we conducted) was that there was no reason to have random
assignment. Their view, when made explicit, was that the current “average” value of employment
outcomes should be viewed as a baseline against which changes among project participants
should be compared.

% Based on the SPI experience, it was thought that enrollment at many agencies would be quite
small (e.g. thirty or less), so it was thought unlikely that randomization within provider agencies
would have much research value.

1% This decision was reached without foreknowledge of the relatively small proportion of
treatment group members (roughly 20%) who would actually use the offset during the “active”
phase of the pilot. Had we anticipated this result and the somewhat smaller than expected total
enrollment, we might have recommended that a larger proportion of the sample be assigned to
treatment. SSA had indicated it would accept assignment ratios of up to 2:1 in favor of treatment.



45

ii. Intervention theory

Though Pathways did not formally articulate an intervention theory for the SSDI-
EP, the core elements of one have been in place since discussions of a SSDI benefit
offset began during planning for SPI1. The primary effect of the benefit offset feature is
hypothesized to be directly economic. The offset is by definition a substantial reduction
in the marginal tax rate, in theory, 50%.** Thus, members of the treatment group were
expected, given their generally low incomes, to respond by increasing work effort and
thus, on average, earnings and income.

Pathways staff also thought it likely that the offset would have secondary impacts
that might be classified as attitudinal but would make it more likely that potential
economic benefits might be realized. The very existence of an offset feature might help
convince beneficiaries and those with whom the beneficiaries regularly interacted,
whether socially or to access support services or public benefits, that work activity would
be more likely to bring benefit than harm. Further, such changes in expectations could
be increased or, perhaps more importantly, more fully trusted if the offset was well
administered and/or did not, as SSA promised, disadvantage or harm any consumer.

Additionally, it was understood that an offset might have economic effects prior to
treatment group members’ actual utilization of the feature. For example, there might be a
higher probability that those in the treatment would start or complete the TWP than
otherwise would have been the case. If this were true, it would be reflected in higher
employment rates and average earnings, irrespective of the impact of the offset feature
itself.

However, even with a well implemented offset, there was no theoretical reason
why improved outcomes were inevitable. In principle, an offset could be used by
employed beneficiaries to reduce work effort while maintaining income. For those in the
treatment group entering the pilot prior to the end of their TWP, the implementation of
the offset at SGA obviates this possibility relative to the time of study entry.'%? Still, for

191 However, the actual reduction in the marginal tax rate was certainly less than 50% for some
treatment group members who used the offset. Additional earnings can result in the loss of
benefits from other public programs such as food stamps and Section 8 public housing or
increases in premium amounts for programs like a Medicaid Buy-in. Thus the application of the
offset would in some cases result in more than the loss of one dollar of income for each dollar of
earnings above SGA. In an extreme case, it would be possible for a beneficiary using the offset to
lose more than one dollar of income for each additional dollar of earnings.

This is one reason why the pilot required that all study participants had access to benefits
counseling. Better information about the nature of both barriers and opportunities was expected
to facilitate making informed choices about employment and work effort. If the “system” was in
fact being changed in ways that incentivized the choice to work more, then, on average, it would
be reasonable to expect consumers to make choices that would increase employment related
outcomes.

102 pecall that the SSDI offset cannot be applied until after the end of the TWP, plus the three
month grace period. At that point in time, under normal SSDI program rules, any individual
earning at or above SGA would lose their entire SSDI cash benefit for that month. Thus, at study
entry, it is impossible to trade earnings above SGA for additional “leisure” time. This situation can
change after a member of the intervention group raises her/his earnings above SGA while
utilizing the offset. It is now “rational” according to economic theory to trade some portion of
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treatment group members entering the pilot during the thirty-six month EPE and for
those (i.e., with earnings above SGA) entering post-EPE, there was a potential choice
between additional income and leisure.*®

In any case, Pathways staff believed that an offset implemented without certain
support services was likely to be ineffective or even counterproductive to the extent that
it might increase the risk of harm to beneficiaries. In fact, it was expected that different
service and support packages might have an impact on individuals’ willingness to use
the offset provision by reducing uncertainties or fears regarding the impact of work or
increased earnings on income, access to health care and other needed services, and
perceptions of overall welfare. Benefits counseling was seen as the most important of
these support services as, provided it was of satisfactory quality, it would directly
augment beneficiaries’ capacities to make informed choices. Pathways staff also favored
integrating benefits counseling into a person centered planning (PCP) approach that
would explicitly link benefits counseling and employment services in support of a
consumer’s employment goals. However, despite this preference, Pathways did not
have the resources to insist that provider agencies deliver PCP to all participants.

Indeed, the principle of facilitating informed choices by consumers has been
deeply embedded in Pathways activities and increasingly in DHS programs, especially
managed long term care. Thus, Pathways insisted that all participants, irrespective of
their assignment to treatment or control, had equivalent access to work incentive
benefits counseling. While Pathways was in no position to make the use of PCP
mandatory, it could insist that PCP be equally available to pilot participants enrolled at
the same agency. One consequence of the decision that all SSDI-EP participants have
“equal access” to services was there could not be a direct test of the impact of a
combined offset and service intervention, though the evaluation could still examine the
impact of benefits counseling and other services as control variables.

iii. Analysis structure and methods

To have substantial value for beneficiaries, the government, and the public, a
SSDI benefit offset would need to support better employment outcomes over time. In
particular, the value of an offset would be enhanced to the extent that it facilitated
earnings growth over an extended time beyond the initial months or quarters of use. It
then follows that any impact analysis needs to look at differences between the treatment
and control groups or of relevant subgroups over a substantial time period.

Nonetheless, choice of the relevant time period was constrained by several
considerations. The first was that pilot projects are limited in length. Participant contact
activities, service provision, and direct data gathering were reduced or ended in 2009
following the end of the active phase of the project at the end of 2008.** The second is

above SGA earnings for additional “leisure” time, provided the individual places a higher value on
that time compared to net income that will be lost.

193 potential, as employers may not allow participants to reduce their hours or, if they do, may not
provide the same package of health insurance and other benefits.

194 provider agencies remain responsible for collecting earnings estimates and retrospective
documentation of earnings for treatment group members qualified to use the offset. This implies a
continued obligation to provide benefits counseling. A SSDI-EP operations staff member reported



47

that SSA and its partners needed findings to help finalize their decisions about the
national demonstration.

Third, SSA’s decision to return treatment group members who had not completed
their TWP by the end of 2008 to regular program rules as of January 1, 2009 effectively
divided the treatment group into two distinct groups. One group consists of those who
are either using or are entitled to use the offset. The second group is composed of those
who have had the promise of eventual access to the offset taken away. There is no
longer a cogent reason for lengthening the analysis of the full treatment group. A final
consideration was the fact that beneficiaries became SSDI eligible at different dates
relative to their entry to the pilot. As one expands the length of the pre-enrollment period
included in the analysis, one increases the proportion of those with pre-entitlement
employment outcomes included in the analysis.

As our primary outcome data, Ul records, would be available on a calendar
guarter basis, we chose to structure our analyses on this basis. We decided to perform
most analyses in participant time, where irrespective of a participant’s enrollment date,
we would examine a time series of outcome data from a constant number of calendar
guarters prior to and after the calendar quarter of pilot enroliment. Most of our chosen
analyses are performed over a thirteen quarter period starting four quarters before the
enrollment quarter and ending with the eighth quarter following enrollment. The eighth
quarter was the maximum possible for all SSDI-EP participants without going beyond the
end of 2008. The decision to limit the pre-enrollment period to four quarters was taken to
insure that there would be outcomes data from before SSDI entitlement for only a few
cases included in the analysis.

Though we found it useful to begin our analysis descriptively using graphs, plots,
and simple univariate and bivariate statistical procedures, our intention was to undertake
a time series analyses that would allow looking at multiple control variables and
estimating the rates of change in employment outcomes for both study groups.® Initially
we hoped to utilize a hierarchical (mixed) regression modeling approach that would
enable examining both individual variation and group effects. Unfortunately, the limited
size of our sample (less than 500) would have greatly limited the number of control
variables that could be included in the regression models.*® It might have been
impossible to run models for smaller subgroups at all.

that there is some confusion at the provider agencies as to the extent, if any, of their continued
obligations to other SSDI-EP participants. However, as a practical matter, the MIG provides a
funding mechanism for continued access to benefits counseling for those who were in the control
group or were returned to regular program rules.

195 SSA has required pilot evaluators to use separate regressions for each quarter for the
mandatory analyses. This approach makes it straightforward to assess results within any
particular quarter and can be implemented with very small sample sizes. However, the method is
not well suited for either examining trends across time for either the intervention or potential
control variables. There is also no standard for assessing whether overall results are significant or
not. We will discuss this issue in greater detail when we present the impact evaluation data in
Part 11l of this report.

196 Regression models using repeated measures tend to utilize many degrees of freedom due to
the use of time interaction variables. This makes the use of such techniques problematic with
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As an alternative to hierarchical modeling we decided to utilize repeated measure
MANOVA (Mixed Model Analysis of Variance). **’ This method shares many of the
advantages of hierarchical modeling allowing comparison of both between and within
subject effects. It had the distinct advantage of allowing us to run time series with
multiple control variables with a relatively small sample size. However, using MANOVA
also has some disadvantages. Independent variables have to be categorical.’®® As a
consequence, some of the information available when a variable is in continuous form is
lost and, in some cases, results can be sensitive to rather small differences in how the
boundaries between categories are set. Additionally, MANOVA does not produce a
direct equivalent to the beta coefficients available from regression analyses. Though it is
still possible to identify the rate of change over a particular time period, this needs to be
separately calculated using the categorical (marginal) means.

We have identified our particular interest in examining the impact of benefits
counseling, Medicaid Buy-in participation and participant attitudes in two domains, (1)
fears about the loss of Social Security or healthcare benefits and (2) self-efficacy. These
analyses were performed using MANOVA and the same time structure as the general
outcome analyses. However, as we are interested in the impact of these factors
independent of the offset itself, we have also been willing to run models where these
variables are treated as the primary independent variable and the study assignment
variable is removed from the model.

The comparison of outcomes between treatment and control group members
who completed their trial work period raised some challenges that required alterations to
our modeling strategy. As participants could finish their TWPs well after their enroliment
dates, we needed to make choices about the minimum amount of time we were willing to
examine. The longer the period examined the fewer cases there would be in the
analysis. Our compromise was to restrict the analysis to six quarters of post TWP
completion time. %

The TWP analyses were conducted in participant time. For those who completed
their TWP during the pilot, the first post-completion quarter was set in real time.
However, participants who completed their post TWP prior to SSDI-EP enrollment
presented a problem. Within this category, participants had completed the TWP at
different times relative to enrollment. One individual might have completed his TWP in
the quarter immediately prior to enroliment, another might have completed it five years
earlier. In these cases we chose to use the enrollment quarter as first post-TWP quarter

small samples as the available degrees of freedom are never more than the sample size minus
one.

197 MANOVA was implemented using the GLM Repeated Measures options in version 14 of
SPSS for Windows statistical software.

1% MANOVA allows multiple independent variables. The procedure allows examination of the
variables’ impact on both within and between subject variation. Independent variables must be
entered into the model in categorical form. However, other covariates can be entered as
continuous variables.

199 The resulting subgroup contains just over 200 cases, i.e. just over 40%of the total sample.
Additionally, it required us to utilize Ul data from the first calendar quarter of 2009 for those
participants who enrolled between October 1 and October 31 2006.
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in our analysis no matter when TWP was completed. Additionally, instead of looking at
outcomes data from before the nominal TWP completion quarter as dependent
variables, we entered a prior earnings variable into the model as a covariate.
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SECTION TWO: PROCESS EVALUATION

This section of the report focuses on the SSDI-EP’s implementation. It seeks to
answers such guestions as what actually occurred, how close that was to what had been
planned, what challenges arose in implementation, how those challenges were
responded to, and whether those responses helped the pilot and its sponsors to attain
their goals. Yet even this broad specification is too restrictive. There can be
circumstances in which project goals change; one possible reason for this happening is
what has been learned through experience about the practicality or even the value of the
project’s original aims. Small scale or preliminary efforts such as the benefit offset pilots
are often valuable for this reason alone.

The SSDI-EP and the other three offset pilots were conceived and implemented
as social experiments. Experimental designs utilizing random assignment have often
been characterized as the gold standard for social research, mainly because random
assignment, if well implemented, should insure that anything that occurred prior to the
start of the experiment will not bias any differences observed between the treatment and
control groups.

However, the lack of such bias does not mean that prior characteristics and
events will not affect an experiment’s results. This point is critical for thinking about the
meaning of both process and impact findings from pilot projects and their application to
larger or different settings. We have already noted that both the offset pilots’ eligibility
requirements and the voluntary nature of participation virtually insured that the
characteristics of the pilot samples would not closely match those of the adult SSDI
beneficiary population on either a national basis or in the states that hosted the pilots.
The recruitment and enrollment processes described in the following chapters also had
potential to increase differences between the sample and the relevant populations for
either a national demonstration or a statutory offset. Given this, we think it important to
give readers our informed judgment about the applicability of our findings outside of their
immediate context.

The issues just discussed may affect the applicability of results, but do not
directly diminish their validity. There are, nonetheless, other issues that potentially
challenge the authenticity of what is learned through social experiments. Perhaps the
most important class of these is the implementation problems that can afflict both the
conduct of an experiment and its evaluation. This is especially true for pilot projects, as
such efforts tend to involve novel policies, processes, and/or methods, at least to those
implementing them. Thus, process evaluations are often designed and conducted in
concert with outcomes evaluations to learn (among other things) whether the
intervention was sufficiently “present” to allow meaningful evaluation of outcomes. If the
intervention is not adequately implemented, random assignment by itself will not provide
useful information about the intervention’s role in producing observed outcomes.**°

Within the general issue of whether the SSDI-EP (or any other of the offset pilots)
was implemented well enough to support accurate estimates of outcome differences
between the treatment and control groups, there is a more specific concern about

10 Failure to properly implement random assignment is itself an important type of implementation

problem.
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implementation quality that has proven salient precisely because the SSDI-EP is a pilot.
Because such efforts utilize novel implementation approaches, it is important to assess
the pilot’s “evaluability,” that is whether the intervention itself and the theory as to why
that intervention is expected to work are well enough developed so that meaningful
outcomes measurement can take place.'*

In a 2007 paper, we argued that while important elements of the SSDI-EP had
not been fully developed and that some of those deficiencies were of a character to
threaten the capacity to fulfill evaluation goals, we felt that, with one exception,
implementation problems would not seriously threaten our ability to complete a
meaningful evaluation of participant outcomes. That exception was the problems arising
in the administration and tracking of the benefit offset usage. We also noted that there
was still sufficient time to mitigate observed problems so they would not constitute a
serious threat to evaluability.**? In this section of the report, we will reconsider the
preliminary assessment rendered two years ago.

1 For a general discussion of the issues involved, see Wholey, Joseph, F. 2004. “Evaluability

Assessment” in eds. Wholey, Joseph S., et al. Handbook of Practical Program Evaluation:
Second Edition. San Francisco, CA: Jossey-Bass, pp. 33-62. For a more targeted discussion of
the issue of when policy or program can be judged as ready for meaningful evaluation, see
Julnes, George and Rog, Debra J. 2007. “Pragmatic Support for Policies on Methodology,” New
Directions for Evaluation, No. 113, pp. 129-147.

112 5ee Delin, Barry S., Sell, Christopher, W. and Reither, Anne. E. 2007. “Challenges in
Conducting Randomized Field Trials: The Experience of the Wisconsin SSDI Employment Pilot,”
Baltimore MD: American Evaluation Association Annual Meeting, November 2007, especially pp.
2-3 and 38-44.
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CHAPTER lll: RECRUITMENT PROCESS AND FINDINGS

SSDI-EP participants were volunteers. This fact required that the SSDI-EP had
processes to elicit volunteers in numbers sufficient to meaningfully assess both the
project’s delivery and impact on participant outcomes. Additionally, though SSA's
eligibility requirements would be the primary factor determining sample characteristics,
the SSDI-EP’s choices as to recruitment strategies would have considerable potential to
shape the sample. In particular, it would be a contributing factor to how closely the pilot
sample would be representative of the adult SSDI population in Wisconsin who would
meet the pilot eligibility requirements, had this been either SSA’s or Pathways’ intention.

In fact, SSA did not require that the offset pilots seek to attract volunteers that
would constitute a representative sample of the pilot eligible in the state, only that
program enrollment be statewide and that each pilot project meet a vague admonition
that enrollees be attached to statewide employment support programs.'** SSA did
permit states to add additional eligibility requirements that would, by their nature, imply
differences in recruitment purposes. For example, a pilot could have restricted
participation to those who had already started or completed their Trial Work Periods in
order to increase the proportion of treatment group members who would be qualified to
use the offset at or soon after enrollment. Recruitment process could then be designed
to increase the probability of outreach to this particular component of the SSDI
population.

However, a pilot could still seek to enroll a sample to achieve a policy or
evaluation goal without having an explicit eligibility requirement. While not as efficient in
the absence of explicit eligibility requirements, it is possible to use recruitment methods
alone to shape sample characteristics. Consider a pilot that wanted to test the
intervention in a context where enrollees had a much higher probability of employment
than in the state’s beneficiary population. That pilot could design its recruitment
approach to target outreach to groups such as Vocational Rehabilitation consumers who
had recently achieved successful case closures or those participating in a Medicaid Buy-
in program.**

Though recruitment approaches most often involve deliberate targeting
strategies, choices about where recruitment and enrollment activities are conducted and
who performs them are another, potentially important, aspect of project recruitment. It is
not necessary that these choices be made explicitly to shape enrollment; unintentional
results can matter as much as intentional ones. However, in the case of the SSDI-EP,
decisions about program delivery were consciously made in order to influence who
would enroll in the pilot.

In addition to recruiting participants, the SSDI-EP faced a need to conduct
another type of recruitment, that for the provider agencies that would enroll and serve
participants. Pathways did not have the resources to create a statewide infrastructure to

113 The SSDI-EP met this criterion, at least in spirit, by insuring that all participants would have
access to benefits counseling.

14 this context, Medicaid Buy-in refers to programs that are designed to allow persons who
meet Social Security disability standards and who are gainfully employed to get or maintain
Medicaid eligibility, even when having earnings or assets that would otherwise preclude eligibility.
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set up the project and there was no expectation that any entity in Wisconsin state
government could do so without massive infusions of external resources.™ As
previously noted, the available solution was to utilize community based disability service
providers that already had some capacity to provide relevant services, especially
benefits counseling. As a practical matter, much of the capacity to provide benefits
counseling was concentrated at the twenty-one providers who had been involved in
Wisconsin’s SPI project. Additionally, as will be described in more detail below, the
SSDI-EP wanted to generate a significant proportion of its enrollment from those who
had participated in Wisconsin’s SPI demonstration project. It was believed that the
agencies who had participated in SPI would provide the best setting for recruiting the
former SPI participants. Finally, it was possible to contract with these organizations
without going through an extensive selection process. This would considerably reduce
project start-up time.

According to a SSDI-EP manager, it was relatively easy to recruit the SPI
agencies; sixteen initially agreed to participate. The availability of the offset was, by
itself, a powerful inducement; staff at many of these organizations had felt that the SPI
project’s effectiveness had been severely limited by Pathways’ inability to obtain the
promised SSDI waiver. It also helped that the former SPI provider agencies needed to
do little more than submit a letter of intent to be designated as a SSDI-EP site.

The five organizations that demurred did so for a variety of reasons. Some
expressed the view that excluding concurrent beneficiaries from eligibility would exclude
too large a portion of their service populations from the pilot.**® In other cases, the
agencies no longer had the capacity to offer benefits counseling and did not wish to
restore it. In any case, as a group these agencies had enrolled a smaller proportion of
SPI participants than implied by their having constituted about 25% of SPI agencies.

The remaining six SSDI-EP providers were recruited through a competitive
process that placed emphasis on organizational experience in providing benefits
counseling and coordinating employment services. This recruitment was particularly
important to insure that the SSDI-EP would operate statewide. Interestingly, these
agencies would ultimately enroll a disproportionately large share of pilot enroliment.
Figure 111.1 shows the county where the provider agency had its primary office for the
purpose of implementing the pilot.**’

% Two of the four pilots were housed in their state’s Vocational Rehabilitation agency and used
their field networks to implement the pilots. This was never a likely possibility in Wisconsin. DVR
simply did not have spare resources to do much more than to meet its own programmatic
obligations. This did not preclude DVR from cooperating in referring consumers to the pilot or in
funding employment-related services for consumers who had enrolled in the SSDI-EP.

1% One of the sixteen former SPI agencies that agreed to enroll SSDI-EP participants never
enrolled a single person. SSA made additional and largely exclusionary changes to eligibility
requirements almost to the start date of the offset pilots. The agency in question argued that after
these later changes there was almost no one in their service population who would qualify for the
SSDI-EP. As a particular type of state certified mental health provider, the agency claimed that it
could not recruit and did not have the resources to serve new consumers who would meet pilot
eligibility requirements.

7 some provider agencies had multiple locations, usually in multiple counties. Provider agencies
varied widely in their willingness to serve participants in the field. Generally, the larger an
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Figure [11.18

Primary Locations of SSDI-EP Provider Agencies by County
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agency’s catchment area, the more likely it was to provide services in the field instead of requiring
a participant to go to a agency office when face to face contact was needed or desired.

18 Two of the original twenty-two providers are not on this map. Rock County CSP never enrolled
anyone. Aurora Community Services, operating out of Eau Claire County, ended its participation
in the SSDI-EP in June 2007. Its five enrollees transferred to another provider agency.
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A. Identification of the target population

The SSDI-EP hoped to enroll up to 800 participants, though it specified 500 as
an acceptable lower limit. No global estimate was made as to either how many
consumers would need to gain some awareness of the pilot or would have to seriously
discuss the opportunity to enroll with a provider agency staff member in order achieve
the enrollment goal. There was also an expectation that each provider agency would
enroll at least fifteen participants.**®

In a status report to SSA, the SSDI-EP reported that “Wisconsin designed the
pilot under the premise that it was better to cast the net widely in targeting potential
participants for the pilot.”*?° This statement is accurate in the sense that the pilot
encouraged any beneficiary who was potentially eligible and interested in utilizing an
offset, whether immediately or the future, to explore participation. Yet, the claim is not
fully accurate. To a large degree, it reflects what happened rather than what was
intended. The choice to use the provider agencies as the pilot's chief agents for
performing recruitment and enrollment activities can be viewed as a form of targeting. It
reflected expectations about how interested beneficiaries could be more efficiently
reached and how they could be more easily connected to relevant services. It also
reflected an expectation that consumers already attached to a provider agency would
have a higher probability of being employed and able to use the offset in a reasonable
time period. **

Moreover, those planning the SSDI-EP hoped to target members of one very
specific group of beneficiaries and seriously explored another. The SSDI-EP hoped that
approximately half of the participants could be recruited from the 956 persons who had
enrolled in Wisconsin’s SPI project. These consumers had presumably received both
work incentives benefits counseling and person centered planning (PCP) services during
SPI. Though gains in employment outcomes through that project had been modest
(though statistically significant), it was hypothesized that one reason the gains were not
larger was that SSDI beneficiaries enrolled in SPI had been subject to the cash cliff. On
paper, these former participants seemed well positioned to successfully exploit the
offset. Additionally, having a large subgroup of former SPI participants would allow study
of the potential value of getting benefits counseling and PCP over an extended period.

Based on self-report, approximately 620 SPI participants had claimed to be SSDI
beneficiaries, about 400 of which reported that they did not get concurrent SSI
benefits.*?* Given that in the early planning for the offset pilot, including the period when

19 No effort was made to enforce this expectation.

120 Reiser, John, et. al. 2008. “Wisconsin SSDI Employment Pilot: Wisconsin Year 3 Report”
Madison: WI: Wisconsin Pathways to Independence Projects, p. 5.

2L This expectation was accurate. 53% of SSDI-EP enrollees reported that they were employed
when they enrolled; nearly 60% of those reporting employment claimed to be working at least
twenty hours per week.

122 There figures were calculated from the de-identified Wisconsin SPI participant data set.
Similar numbers were implied by estimates made from SSA sourced data supplied by
Mathematical Policy Research, Inc. to the Wisconsin SPI project
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Wisconsin, Connecticut, and Vermont were trying to persuade SSA to pilot the offset, it
was not clear whether concurrent beneficiaries would be excluded, Pathways staff
thought it might be possible to recruit large numbers of SPI participants. A 50% take-up
rate was viewed as realistic and, if achieved, would generate over 300 participants if
concurrent beneficiaries were eligible, about 200 if they were not.

However, Pathways never considered establishing targets for enrolling former
SPI participants at the provider agencies that had served them. It was thought that
achieving something close to equal proportions between those who had participated in
SPI and those who did not would be a likely consequence of the primary role that the
provider agencies would take in engaging in outreach and recruitment. While provider
agencies would be prohibited from giving enroliment preference to individuals with which
they had current or past relationships, Pathways anticipated that, as in SPI, the very fact
of a relationship between the agency and a potentially eligible consumer would greatly
increase the probability of enrollment. It was thought that most of the SPI participants
either had a continuing relationship with the agency where they had participated or that
the agencies would find it relatively easy to contact them. As the sixteen SPI provider
agencies that agreed to participate in the SSDI-EP had enrolled over 80% of SPI
participants, SSDI-EP staff generally felt confident that there would be effective outreach
to the SPI subgroup. In turn, it was also felt that many consumers, based on their SPI
experiences, would consider themselves good candidates for the SSDI-EP and agree to
enroll. These expectations would prove to be wrong. The likely reasons will be explored
later in this chapter.

Prior to the project, Pathways had considered targeting individuals enrolled in
Family Care, Wisconsin’s effort to provide long term support services for both those with
severe disabilities and the frail elderly. Though Family Care “members,” unlike the SPI
participants, were never viewed as a subgroup for analytical purposes, there was
interest in outreach to this group for two reasons. Family Care was a DHS program that
emphasized consumer choice; Pathways hoped to encourage the provision of benefits
counseling and PCP within Family Care for those members who wished to pursue
employment goals. Second, there was interest in using Family Care as a source of
funding for SSDI-EP participants. This would be especially important when participants
were not eligible for VR services or DVR, because of Order of Selection closures, could
not fund services for all of its current consumers.

Unfortunately, in 2004-05, Family Care operated in only a handful of the state’s
counties. Wisconsin had not yet made a commitment to expand the program
statewide.'*® A DHS staff member provided Pathways with an estimate of the number of
SSDI beneficiaries served through Family Care: approximately 550.** There was no
guess as to the possible take-up rate for this group other than it was expected to be
much lower than for the former SPI participants. In any case, it was believed that the
Family Care group would, on average, be less likely to be currently employed or likely to

128 The final commitment to expand Family Care statewide was made in 2006. At the time the
SSDI-EP was being planned, there were indications that the Governor’s office would oppose
further expansion.

124 DHS does not maintain information about SSDI participation in its administrative databases.
SSDI participation must be imputed from other information such as Medicare eligibility.
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be interested in earning above SGA due to greater health problems and the need to stay
within Medicaid waiver income limits. For these reasons, Pathways decided not to target
Family Care members.

Nonetheless, this exploratory effort eventually had an impact on how the SSDI-
EP recruited participants. Enrollments rate over the first months of the pilot were
insufficient to meet even the lower enrollment target of 500. In response, the SSDI-EP
began to augment provider agency recruitment by sending letters directly to consumers
served by state programs that provide services or supports used by those seeking to
“return-to-work.” Due to the prior work that had been done to explore targeting Family
Care members, a direct mailing strategy could be quickly implemented for that audience.
In turn, this mailing would serve as a trial run for the far larger future mailings to selected
consumers enrolled in the Medicaid Buy-in or receiving DVR services. In combination,
these mailings constituted a targeting strategy, albeit it a largely passive one.

B. Methods Used to Provide Target Populations with Information about the Pilot

SSA authorized the SSDI-EP to begin enrolling participants as of August 12,
2005. Recruitment activities necessarily began prior to this date and continued through
October 31, 2006, the last date of enroliment. In practice, the boundary distinguishing
information provided to interest a consumer in the pilot and that provided to help a
consumer to make an informed choice to enroll is not a sharp one. Nonetheless, we view
recruitment activities as those intended to get potential participants aware of and
interested in the offset pilot. Conceptually, the transition to enroliment activities occurred
when the consumer began to seriously consider enroliment.

The SSDI-EP used recruitment activities that were aimed at directly reaching
potential participants. The project also conducted activities to provide information to
organizations and professionals that were likely to have regular contact not only with
persons with disabilities, but with those in this population who were more likely to be
interested in working and to meet pilot eligibility requirements. In the period leading to
the first date consumers could enroll in the SSDI-EP and for several months thereafter,
recruitment activities directly aimed at potential participants were conducted almost
exclusively through the provider agencies. Outreach activities, intended to inform
organizations and professionals about the pilot and to elicit referrals to the provider
agencies were conducted by both the agencies and SSDI-EP central office staff. In
general, the provider agencies performed this function locally and the central office staff
concentrated on statewide audiences or the executives and staff at the main offices of
relevant state agencies. For example, a provider agency might conduct outreach to
Division of Vocational Rehabilitation staff in its area, while the SSDI-EP staff might brief
managers and support staff at the agency headquarters in Madison.'*

As the project progressed, the SSDI-EP central office took an increasing role in
organizing direct outreach to potential participants, mainly through arranging mass
mailings to selected groups of consumers. Nonetheless, this involvement only modestly

125 The SSDI-EP central office was especially concerned with conducting effective outreach to the
Division of Vocational Rehabilitation (DVR), Family Care and other Medicaid funded long-term
care programs, the Disability Program Navigators, SSA field offices, and county human service
agencies.



58

altered the central office’s original emphasis on having consumer outreach performed
locally through the provider agencies.*?® The mailing included a brochure providing an
overview of the pilot and referred consumers to agencies in their areas to get additional
information. Provider agencies were still expected to continue recruitment activities in
their catchment areas.*?’

Provider agencies were expected to contact their current or previous consumers
who were likely to meet the pilot eligibility criteria. Agencies were also encouraged, when
possible, to seek out new consumers who might enroll.*?® Although outreach could be
performed through face to face contact with potential enrollees, provider agencies also
employed techniques such as holding group meetings and distributing brochures,
posters, and other promotional materials. These were usually developed by the SSDI-EP
central office, but sometimes were customized for the provider agency'’s intended
audiences. Provider agencies, in performing outreach to government offices, stakeholder
organizations, and area professionals, also used or modified materials from the central
office. A standardized Power Point presentation was a particularly valuable resource; it
was also used by SSDI-EP central staff in their outreach activities. Additionally, though
the SSDI-EP did not provide provider agency staff explicit training on how to conduct
outreach, substantial effort was given to training agency staff about what information
would need to be discussed with consumers prior to enrollment. SSDI-EP operations
staff followed this up with technical assistance intended to encourage provider agencies
to increase or improve their outreach efforts.

Within four months of when provider agencies started to enroll participants it
became apparent that overall pilot enroliment targets would not be met unless the pace
of enroliment quickened."® In response, the SSDI-EP sought to augment local
recruitment activities with direct mailings to individuals presumed to be SSDI
beneficiaries who were receiving services through Family Care, enrolled in the Medicaid
Buy- In, and/or accessing services through the state Vocational Rehabilitation program.
The Family Care mailing was initiated in January 2006, but was sent to only a few

1261t is our observation that there was substantial variation in the degree that provider agencies

still conducted recruitment activity following the mailings. In some cases it is not clear whether an
agency had made a decision to rely on others to perform recruitment or whether the agency’s
enrollment had reached the limit of what the agency was willing or able to serve.

27 provider agencies had contractually defined geographic areas where they were allowed to
enroll SSDI-EP participants. These did not necessarily coincide with agency service areas for
other purposes. These boundaries were never tightly enforced. As long as a provider agency was
able to serve and stay in contact with a consumer who lived outside the nominal catchment area,
the SSDI-EP had no objection to the agency doing so.

128 some agencies faced constraints in their ability to recruit new consumers expressly for the
purpose of entering the SSDI-EP. In some cases the constraints were external, as in the case of
state regulations limiting who could be served by an agency designated as a Community Support
Agency for those with severe and persistent mental health problems. In other cases, the
constraint was a matter of the agency’s own rules. For example Clubhouses (there were two
SSDI-EP provider agencies in this category) required consumers to be involved in Clubhouse
activities in addition to those that were strictly part of the offset pilot.

129 As the enrollment period was originally set as one year, a straight line projection of enrollment
trends at this point would have resulted in a final total of about 320 enrollees (or 400 over the
actual fifteen month enrollment period).
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hundred persons in the six counties then served by the program. Mailings to subgroups
of over 8,000 Medicaid Buy-in participants and about 2,200 DVR consumers started in
May 2006. The pace of SSDI-EP enrollment markedly increased following these
mailings, though one should not conclude that all or even most entrants in the last
months of the enroliment period were recruited through the letters. To a greater or lesser
extent, provider agencies continued their local outreach to potential participants and, in
any case, the deal had to be closed by provider agency staff.

Provider agency staff informed the SSDI-EP central office that many of the
consumers who contacted their agency following receipt of the mailing had already
talked to them about the pilot. In many cases, it was said that the letter acted as a
reminder and perhaps reinforced the credibility of the SSDI-EP by associating it with
established state programs. It is certain the mailings resulted in a high number of phone
calls to both the pilot’s central office and the provider agencies. Frequently an initial
phone call to the SSDI-EP central office resulted in a series of calls back and forth to
adequately answer all questions. There is no reason to think that the experience at the
provider agencies was substantially different.**

C. Outcomes of the recruitment process

The only documentation of the number of consumers contacted is that of the over
10,000 letters sent to probable SSDI beneficiaries identified among those attached to the
Medicaid Buy-in, DVR, and Family Care. The actual number of distinct individuals
reached through these mailings is unknown. There is also reasonable evidence that the
pilot's central office and most provider agencies contacted all or most of the government
offices and stakeholders groups they were expected to, though the depth and
persistence of such outreach by the local agencies is uncertain.

We think the best criterion of whether recruitment activities were successful is
whether enough consumers enrolled in the pilot for it to serve its primary purpose:
providing SSA with useful information to inform the design of a national demonstration of
a SSDI cash benefit offset. Enroliment would need to be sufficient to allow meaningful
assessment of project operations and formative estimates of participant outcomes.
Though neither SSA nor the SSDI-EP set an explicit standard, the SSDI-EP’s enrollment
targets (which SSA agreed to) provide benchmarks.

The SSDI-EP enrolled 529 individuals. However, as some enrollees were later
found not to meet all eligibility requirements, there were actually 496 SSDI-EP
participants. Consequently, the SSDI-EP basically achieved its lower enroliment target of
500, but fell far short of the upper target of 800.

However, recruitment processes failed to meet one important goal of those who
designed the Wisconsin pilot. It was hoped that roughly half the participants would be
former SPI participants who had already received significant amounts of benefits
counseling and person centered employment services. Half of the 800 person target is
400; half of actual enrollment would be 248. Only twenty-two SPI participants entered

130 The description provided in this segment of Chapter Ill was informed by that in Reiser, John,

et. al. 2008. “Wisconsin SSDI Employment Pilot: Wisconsin Year 3 Report” Madison: WI:
Wisconsin Pathways to Independence Projects, p. 6.
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the SSDI-EP. We will discuss the probable reasons for this poor result in the material
about which aspects of the recruitment processes did not work well. Nonetheless, we do
not want to exaggerate the negative consequences of the pilot’s inability to enroll a
number of former SPI participants large enough to support the intended analyses of the
differences between those with long term exposure to benefits counseling and PCP
services to those with shorter exposure. The inability to perform this type of analysis did
not impede the process evaluation in the least, as it dealt with issues that were relatively
insensitive to the sample size. Though the limits on sample size did affect the
evaluation’s choice of method for the impact analysis, it did not prevent us from
obtaining formative estimates of participant outcomes.*3*

By contrast, the pilot succeeded in attracting more “original participants” than
anticipated. Recruitment processes generated 474 valid enrollments of participants who
had no attachment to SPI; that is, nearly 20% above the number implied by an equal
division of the upper enrollment target. We note in passing that most of the provider
agencies with the largest enrollments had not participated in SPI. This fact is examined
in more detail in the chapter describing pilot enrollment processes.

Finally, there is only limited evidence about take-up rates; that is the number of
contacts that had to be made in order to convince one individual to enroll. Indeed, the
concept of take-up rate is somewhat fuzzy. Should the numerator of the take-up rate be
the number of consumers that provider agency staff had serious discussions concerning
enrollment with, or the number staff provided any information to, or even the number
who received information from any source?

In interviews held in spring 2006, we asked provider agency staff to indicate what
percentage of (apparently) eligible consumers decided not to enroll. About 70% reported
that no more than one out of every four “eligible consumers” chose not to enroll. Only
one respondent said that more than 50% refused. Although these responses are
supportive of a conclusion of reasonably efficient outreach, they still need to be treated
cautiously as indicators of the take-up rate. It is unlikely that staff would always be in a
position to assess eligibility until there had been a fairly serious conversation about
enroliment, at least not for consumers who were not already attached to their agency. So
staff perceptions, even if accurate, reflected results for a subset of consumers who had
received information about the pilot. Perhaps the information that SSDI-EP operations
staff obtained from provider agency staff in August 2006 provides a better indicator.
Provider agency staff reported that “...approximately 30-50% of the calls they received
were appropriate referrals...”*® The percentage of these who actually enrolled is
unknown, but if, as reported in spring 2006, about three quarters of those thought to be
eligible enrolled, it suggests a take up rate of between 20% and 40% at most agencies.

¥ As a consequence of the limited sample size, we chose to use MANOVA instead of a

hierarchical regression approach to estimate participant outcomes. See Chapter Il, section B4b of
this report for further discussion.

132 Reiser, John, et. al. 2008. p. 7. It is not clear whether these calls were strictly inquiries from
potential participants or also included referrals from third parties.
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D. Consumers’ experience with the recruitment process

Neither the evaluators nor SSDI-EP operations staff collected information from
individuals who did not enroll in the pilot. Relevant information was collected only from
those who actually enrolled and most of that information pertains to the enrollment
process itself. However, the two participant follow-up surveys administered, respectively,
about one and two years after the participant’s enrollment date included a question that
asked where the participant heard about the offset pilot before they enrolled. Though we
have no way of knowing whether non-enrollers would have provided a different
distribution of answers had they been surveyed, we are not aware of any reason why
those who did not enroll typically learned about the SSDI-EP in ways fundamentally
different than those who enrolled.'®

The most frequent answer to the question in the year one survey about the
original source of information about the pilot was the state’s vocational rehabilitation
agency DVR (31%). The next most frequent responses included those indicating the
SSDI-EP’s primary approaches to direct recruiting activities. 19% of those responding to
this question on their first follow-up survey reported they had learned about the pilot from
the agency where they had enrolled, 14% answered they first learned about the SSDI-
EP through a letter mailed to them. Response patterns for the year two follow-up survey
were very similar. In both surveys the proportion of “don’t know” answers was less than
10%, though understandably (given the passage of time) a bit higher in the later survey.

What we find interesting about these findings is what they suggest about which
forms of outreach consumers found particularly salient. Those who completed the
surveys were as likely to recall that they heard about the pilot through DVR as through
provider agency activities and the mailings combined. DVR was certainly an important
target of the SSDI-EP’s indirect recruitment activities, but survey respondents mention
hearing about the pilot at least five times more often through DVR than through any of
the other main categories of organizations or professionals that either the project central
office or provider agency staff had performed outreach to.** Lest it be thought that DVR
personnel as a whole were highly enthusiastic about or even knowledgeable about the
pilot, responses from both staff interviews and participant focus groups present a
decidedly mixed picture. Some informants had strong praise for DVR staff, almost as
many reported that DVR staff was poorly informed about the pilot or did little or nothing
to either encourage enrollment or to help those consumers who participated get
appropriate services.

Based on our interviews and focus groups for this and other research projects,
we are willing to hypothesize why survey respondents emphasized DVR’s importance in
publicizing the offset pilot far beyond its expected importance to SSDI-EP outreach
efforts. To begin with DVR is a natural contact point for SSDI beneficiaries hoping to
return to work or achieve better employment outcomes. It is by far the most important

133 Nonetheless, it is possible that how one learned about the pilot might affect one’s decision to
enroll. It is conceivable that different sources of information were viewed as more trustworthy or
offered messages that proved better aligned with consumer interests.

134 Examples of these include SSA, community agencies other than the provider agencies, and
county economic support workers.
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source of funding for vocational services, including those provided through most of the
community based agencies taking part in the pilot. Though SSDI-EP participants need
not have any connection to DVR, approximately 55% were open DVR cases either
during the pilot or in the two years prior to entry. Many of the DVR consumers enrolled in
the SSDI-EP and other return to work efforts we've studied have indicated that they
greatly value and trust their counselor’s input. Given these factors, we would not be
surprised if many consumers simply found what their DVR counselor said more salient
than other sources, especially when being asked to recall events that, at minimum,
occurred one year earlier.

In addition to the limited survey information presented, during the 2006 provider
agency staff interviews we asked staff about their impressions of why consumers they
had believed to be eligible had not enrolled. Besides constituting “hear say” evidence,
these reports are about a subset of consumers who were apparently making a conscious
decision as to whether to enroll. Still, we think the results provide some insight as to why
those in the larger audience of the “recruited” did not seriously pursue the offer to join
the pilot.

Our informants most often mentioned consumer fears about losing eligibility for
public benefits, reductions in benefit levels, and/or inability to regain access to benefits if
needed in the future. Moreover, these fears were most often focused on SSDI and
associated health care programs.**® Staff reported there was particular concern as to
how SSA would treat earnings, especially earnings above SGA, after the offset pilots.

However, provider agency staff identified other reasons for non-enroliment. The
most commonly identified of these was that consumers did not feel the time was right to
participate. A consumer might have a health problem or need to manage some family
issue. In some cases a consumer was completing a degree or training program for the
purpose of achieving better employment in the future and did not wish to interrupt that
process.

Some consumers, according to the staff members interviewed, had concerns
about the pilot itself. Consumers were reported to have privacy concerns, to view the
informed consent/enroliment process as too complex and/or research reporting as too
demanding, or had concerns about SSA'’s ability to implement the project (especially
accurately processing checks). Finally, some staff asserted that some consumers’
decisions not to enroll were manifestations of their mental ilinesses, for example
paranoia or the incapacity to make a decision due to serious depression.

E. What worked well (recruitment)

As the SSDI-EP achieved its lower enroliment target, the recruitment process
must be judged to have been satisfactory. However, it is unlikely that the original
emphasis on having the provider agencies recruit prior or current clients would have
been sufficient to generate an acceptable number of participants. Though it is possible
that the central office’s and the provider agencies’ outreach to the organizations and

135 This included access to Medicaid and Medicaid waiver programs as well as Medicare. Though

SSDI only beneficiaries have no entitlement to Medicaid, they often established categorical
eligibility. These beneficiaries would lose categorical eligibility if they did not continue to meet the
Social Security disability criteria that also applied to the relevant Medicaid programs.
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professionals serving disability populations had a cumulative impact, it appears that the
mass mailings to those served by the Medicaid Buy-in and DVR was the action that
made the most difference. Before the mailings began in earnest, valid enrollments
averaged about twenty-four per month. After the mailings, valid enrollments averaged
fifty-one per month, more than twice the previous rate.

Though this finding can be interpreted to suggest that the SSDI-EP should have
started the mass mailings far earlier, it is not certain that doing so would have massively
increased final enrollment. Provider agency staff noted that the letters often worked as a
reminder to consumers who had already been contacted. There are also indications that
for some consumers getting a letter from DVR or DHS served to give the pilot more
credibility. Lastly, there is the fact that after the SSDI-EP made the decision to utilize
large scale mailings, it delayed implementation to make sure the recruitment letters
would reach consumers well after a DHS mailing about the then new Medicare D
program. Even so, provide agency staff reported to the pilot operations staff that the
ongoing roll-out of Medicare D made the pilot recruitment process more difficult. Many
consumers had questions about Medicare Part D and placed a high priority on having
them answered. This reduced the time that staff could spend explaining the pilot. Some
consumers were reported to have said that they couldn’t consider enrolling in the SSDI-
EP because they were confused and concerned about Medicare Part D.**°

One unexpected finding is that the provider agencies that had not been involved
in SPI typically had larger enrollments then those that had. The new agencies averaged
about forty-one participants, compared to nineteen for the ones involved in SPI. Median
enrollments figures were about the same as the mean, though every provider agency
with less than twenty participants had been among those brought forward from the
earlier project.**” As there is no evidence that the new agencies had more staff devoted
to pilot activities, we think the enroliment data suggest that the agencies that went
through the “competitive” selection process more aggressively or effectively performed
their recruitment activities than the agencies that had been selected for the pilot because
of their existing relationships with Pathways. We do not know a great deal about the
causes of these differences; we will discuss what we know or hypothesize in Chapter IV.

F. What didn’t work (recruitment)

The SSDI-EP did not succeed in enrolling an analytically useful number of
participants who had also participated in the Wisconsin SPI project. As the service
package for those in SPI was conceptually similar and typically more intensive than what
was planned for the SSDI-EP, the hope was that recruiting SPI participants would result
in a sample with a larger proportion of treatment group members ready to use the offset
and would also permit researchers to examine the effects of long term exposure to
benefits counseling and person centered planning. The expectation at Pathways was
that the former SPI provider agencies would be able to contact most of the SSDI

1% Reiser, John, et. al. 2008. p. 6.
3" The provider agency that discontinued its relationship with the SSDI-EP had enrolled only five
participants and was one of those that had been selected through the RFP process. Their
participants were transferred to a former SPI agency, increasing its enrollment from fifteen to
twenty.
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beneficiaries the agencies had served during the earlier project and that many of these
individuals would want access to the offset feature. Indeed, this was a primary reason
these organizations were given almost automatic entrée to the SSDI-EP.

Based on our interviews and what we heard from central office staff, these
provider agencies did concentrate on recruiting current or former consumers, particularly
in the first months of enrollment period.**® Over 90% of the staff interviewed from the
agencies involved in SPI said that they were able to identify and contact former
consumers. If so, why did only twenty-two SPI participants enter the SSDI-EP?

One possible answer is that most qualified SPI participants were unwilling to
enroll in the offset pilot. Aside from the low number of such enrollees, there isn't much
evidence to support this. Recall that most provider agency staff reported that at least
three out of four consumers thought eligible had entered the SSDI-EP. Nonetheless, we
would not dismiss the possibility that some SPI participants declined to participate in the
SSDI-EP because of their disappointments with the earlier project or of what might be
termed participation fatigue.

A more satisfying answer is that Pathways staff greatly overestimated the
number of SPI participants likely to be eligible for the pilot. We previously mentioned that
the estimated number of SSDI only participants in SPI was 400. Some of these
individuals would have been ineligible because they received benefits based on another
person’s earnings record. Additionally, some of these individuals would have been more
than six years beyond their TWP completion date. Even had the provider agencies been
able to contact most of the presumptive eligibles among the former SPI participants and
then most of them had chosen to enroll, the number of these participants would have
been far less than the original target of 400.

Nonetheless there is another factor that helps explain why so few of the former
SPI participants enrolled. Most of the relevant provider agencies had not maintained
records of which consumers had participated in SPI and staff that had worked with SPI
participants had either left the agencies or may have forgotten which of their consumers
had participated. The SSDI-EP operations staff did not have records either. Only the
researchers who had evaluated SPI had access to this information and under terms of
the consent agreements they could not provide it to the SSDI-EP operations staff.**°

138 1n our spring 2006 interviews, about half of those we talked with identified a gradual shift in

recruitment and outreach activities. Most frequently, the emphasis shifted toward recruiting
consumers that had no previous involvement with the agency. There was also, to a lesser
degree, a tendency to reduce outreach to government entities, community organizations, and
area professionals. We do not know whether this reflects reaching a point where staff felt there
were diminishing returns or the expectation that the mass mailings made these activities less
important. It is important to note that these trends applied to both the old SPI agencies and the
agencies specifically enlisted for the SSDI-EP.

¥ The informed consent agreements for SPI would have allowed the researchers to provide the
identities of participants to the organizations at which those participants had enrolled had the
agencies requested it. No one remembered this possibility until after the enroliment period was
over.
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Thus, most of the former SPI agencies were in no position to perform targeted outreach
to those who had been in SPI.**

Based on information gathered from SSDI-EP operations staff, provider agency
staff, and participants, we can identify a second factor that may have reduced the
effectiveness of recruitment activities. SSA amended rules about pilot eligibility and
offset use almost up to the date of the first enrollment. These changes were not always
immediately or fully understood by staff at either the SSDI-EP central office or at the
provider agencies. In particular, one member of the operations staff had presented
obsolete information at early training events. Indeed, the SSA project manager had
attended one of these events and had not caught the mistake. *** As late as the end of
2005, project operations staff members were still working to correct misunderstandings
rooted in “last minute” changes in SSA rules for the offset pilots.**

Provider agencies were largely recruited in the first half of 2005. Training and
technical assistance activities commenced in earnest at mid-year, about seven weeks
before the date SSA had set to begin enrollment. During this period SSA changed its
mind about allowing Disabled Adult Children (DACs) and those receiving benefits as
widows/widowers to enroll in the pilot. SSA also changed its position on how long those
assigned to the treatment group would be able to use the offset. Initially Pathways and
the provider agencies were informed that the offset would be available as long as a
treatment group member remained in the SSDI program. Then, SSA limited the usage
period until seventy-two months past the conclusion of the TWP, but those in the
treatment group who had completed EPE would have thirty-six months in which to use
the provision. This was changed once more. The amended rule was an absolute
limitation of offset usage to within the seventy-two month period. If someone enrolled in
the seventy-first month following TWP completion, she would have a maximum of one
month in which to use the offset.

These rule changes substantially reduced the size of the eligibility pool. In turn, it
created informational demands on those attempting to identify potential enrollees,
whether at the provider agencies or external entities such as DVR, that were almost
impossible to meet without access to confidential materials such as the SSA generated
Benefits Planning Query (BPQY).** Moreover, our informants reported that the ongoing
rule changes reinforced existing doubts about whether SSA could effectively administer

140 Again, it is important to note that Pathways had hoped to implement a benefit offset as a
continuation of SPI. It probably would have been easier to convince SPI participants to stay in
order to utilize a project feature which, if not explicitly promised, had been mentioned during SPI
recruitment than to convince them to enroll in a new project.

I This was the final change in the interpretation of the seventy-two month rule. See the next
paragraph for further information.

2 However, there were instances where provider agency staff held misconceptions about
eligibility requirements that were completely unrelated to anything that SSA had ever required, let
alone changed. As late as three months after enrollment commenced, staff at one provider
agency still believed that a consumer had to be employed to be eligible for the pilot.

3 1n many cases information on the BPQY would prove inaccurate. This resulted in several
enrollees who appeared to be pilot eligible based on their BPQYs being removed from the pilot
after they enrolled.
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the pilot and abide by its pledge that no beneficiary would be disadvantaged by his
participation in the offset pilot. Staff would necessarily be more guarded in their
description of the benefits of participation and because of worries that if SSA again
changed the rules their credibility would be on the line as much as SSA'’s. Finally, in
some cases, these changes made the pilot less attractive to those who might be eligible
to enroll. For example, the final interpretation of the seventy-two month rule would make
the pilot less attractive to potential enrollees well past their TWP completion date.

Beyond this, some in Wisconsin perceived a deeper contradiction in the pilot
stemming from SSA’s decision to limit offset use to a maximum of seventy-two months.
They observed that an effective benefit offset (at least in conjunction with continued
access to public health care programs) should encourage some individuals to make the
full transition from “beneficiary” to “worker.” The decision to time limit the offset meant
that offset users would be administratively returned to active “beneficiary” status and
thus would have a strong incentive to be mindful of the need to meet the requirements of
maintaining that status. As such, according to those holding this perspective, the pilots
included a significant disincentive for taking full advantage of the offset provision.

G. Summary of lessons learned for informing BOND (recruitment)

We think it unlikely that much about SSDI-EP participant recruitment processes
has purchase for the Benefit Offset National Demonstration (BOND). Our understanding
is that BOND will identify potential participants directly from SSA administrative records.
Those in the primary treatment group will be informed, probably by mail, that they can
use the offset. Those in the primary control group will never be informed of their status.

Our understanding is that BOND will include secondary and substantially smaller
treatment and control groups, mainly for the purpose of testing various combinations of
the offset and support services. Members of these groups will be volunteers. Though
potential volunteers will still be identified based on inclusion in a sample drawn from SSA
records, one can argue that they will need information that will elicit their interest in
participation. This initial information provision can be viewed as analogous to
recruitment.

Our main advice, based on the SSDI-EP experience, is that SSA waits until
project features and rules are set before communicating them to potential volunteers.
Our view is that many beneficiaries do not fully trust SSA. Inconsistent messages tend to
reinforce such lack of trust. We would also advise that SSA find credible local
intermediaries to do much or most of this contact. We understand there is the danger
that such intermediaries may act in ways that make it less likely that volunteers will
reflect the overall beneficiary population, but the fact that SSA draws the sample from
which volunteers will come will help mitigate such problems. So too can effective training
and monitoring.

The development of trust or lack thereof may actually have greater implications
for the recruitment of local capacity to help enroll volunteers or to provide them or the
broader sample of BOND participants with support services such as benefits counseling.
This is particularly true if, as expected, some of the states that had offset pilots will also
be included in BOND. Relatively few in the adult SSDI population in the pilot states will
be aware of what happened during the pilots. By contrast, executives and staff at most
of the entities that could provide services such as benefits counseling will know or will be
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members of networks that will allow them to find out. Earning their trust is important,
both for gaining their cooperation with BOND and because the consumers they serve
often act on the basis of information or cues they provide. In particular, it will be
remembered that SSA had made an important change affecting future offset use near
the end of the project, effectively negating what consumers had been told during and
since enroliment.***

144 \We are specifically referring to the decision to return all treatment group members who did not
complete their TWP by the end of 2008 to regular SSDI program rules on January 1, 2009.
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CHAPTER IV: ENROLLMENT PROCESS AND FINDINGS

From August 12, 2005 through October 31, 2006, 529 individuals volunteered for
the SSDI-EP. As thirty-three enrollees were later determined not to meet all eligibility
requirements, there were a total of 496 participants in the SSDI-EP. This number was
more than sufficient for the purpose of examining how well pilot processes and
procedures worked. Enrollment was also adequate for the purpose of looking at
differences in outcomes between the treatment and control groups, though sometimes
marginal or insufficient for examining important subgroups.**

In this chapter we describe the enroliment process and a broad range of
participant characteristics. While the distributions of participant characteristics provide
evidence of how successfully random assignment was implemented, it can serve other
purposes as well. In particular, these distributions can help establish how representative
SSDI-EP participants are of either the adult SSDI population or that portion that would
have qualified for the offset pilot.

We also report on what participants and staff members at the provider agencies
told us about their perceptions and experiences of the enroliment process. This
information is directly pertinent to a question that SSA wanted the pilot evaluations to
address: What are the most effective methods of obtaining consent to participate in the
projects? Finding a satisfactory answer to this question is important for designing the
national demonstration, especially if SSA and its partners go forward with the current
plan to enroll volunteers into experimental groups intended to test the effectiveness of
various combinations of a benefit offset and service provision.

A. Description of Enrollment Process and the Informed Consent Process

Most of the enrollment process took place at the provider agencies, a direct
consequence of how Pathways decided to organize the pilot. It was staff at these
agencies that explained the details of the pilots to potential enrollees, assessed whether
consumers appeared to meet pilot eligibility requirements, engaged in “ability to benefit”
discussions with them, and then, following a decision to enroll, facilitated the completion
of all enroliment materials, including informed consent forms. It was agency staff who
informed new enrollees of their assignment to either the treatment or the control group.

The SSDI-EP central office was also involved in the enrollment process, but had
no direct contact with enrollees beyond mailing participants a letter confirming
enrollment and their assignments to a study group. Random assignment was performed
at the SSDI-EP central office and was automatically triggered when a provider agency
electronically submitted the enrollment form. Central pilot staff would follow-up on
problems that arose, such as difficulties establishing eligibility or the failure of consent
forms and other enroliment materials to arrive on a timely basis. These exchanges were
almost always with provider agency staff who would then contact participants as needed.

% In particular, we are referring to the very low number in the former SPI participant subgroup.
Though it is true that the pilot enrolled an insufficient number of persons who had completed or
would soon be able to complete a TWP to support a comparison between treatment and control
group members in this subgroup over the full Q0-Q8, this issue could have been addressed by
extending the pilot another year.
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Though provider agency staff conducted enrollment, they did so based on
following rules and procedures designed by the SSDI-EP central office. Crucially, the
central office provided substantial training and then technical assistance as needed.
Responsibilities for performing enrollment related training, TA, and troubleshooting were
divided between operations and evaluation staff and reflected Pathways choice to have
a fully independent evaluation. There would be separate consent forms for research and
operational purposes and a need for provider agency staff to comprehend and then be
able to explain to interested consumers the purpose of the separate forms and the
differences in data collection for research and operational purposes. SSDI-EP managers
made another choice, to have most data elements collected during the enroliment
process flow directly into the research domain and thus be unavailable to operations
staff unless the informed consent materials specified that a data element would be
shared.'*° This choice was made, in part, because of the evaluators’ superior capacity
for performing data collection and management tasks and, in part, to help reassure
participants who might be concerned that confidential data collected for research
purposes would find its way into DHS administrative records.**’ The evaluation team,
being housed at DHS, argued that a strong separation between research and operations
functions would make promises of confidentiality more credible. One consequence of
this was that the evaluation team would have the larger role in providing training and TA
to provider agency staff as to how to implement the nuts and bolts of the enroliment
process.**® Even so, operations staff was the sole source of guidance on many issues,
especially when a rule needed to be applied to individual circumstances. Examples
include eligibility assessment and whether an existing benefits analysis was acceptable.

1% Some operations staff later said that it would have been better had all encounter data from the

provider agencies been collected in the operations domain and then transferred to the evaluation.
They argued that having direct access to the encounter data would have allowed better
identification of and response to both agency and participant problems. They noted that some
provider agency staff members were surprised that operations staff did not get the encounter data
from the evaluation team, calling into doubt how well the separation of research and operation
functions were understood in the field or even whether the separation mattered.

Nonetheless, granting the purchase of these concerns, we think there would have been
significant costs to having the encounter data needed for evaluation purposes collected in the
operations domain. If the framing of the questions and instructions had been predominately in the
operations domain, there would have been a danger that the data would not have been usable for
evaluation purposes. This is not a theoretical argument, but reflects the limitations of certain data
collection activities designed and implemented by operations staff during the SSDI-EP. However,
even if the items and instructions met evaluation needs, it is unlikely that operations staff would
have had the resources to engage in the level of data cleaning activity that the evaluation team
felt was minimally necessary. These activities required considerable effort on both a weekly and
an annual basis. Despite our considerable efforts, we doubt the encounter data are fully accurate.

147 Additionally, for consistency and convenience, certain forms and information with strictly
operational purposes were routed and stored by the evaluation team. Examples include project,
as distinct from research, consent forms and the annual earnings estimates.

8 The online system for submitting the enrollment form and the monthly encounter data forms
was in the research domain. Provider agency staff could get access to the system only after they
received training from the evaluation team in its use. Because of this, it was more efficient for the
evaluation team to provide substantive information about most aspects of the enrollment process
during training.
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Figure 1V.1 displays the main steps of the enrollment process as conducted at
the provider agencies. The formal enrollment process was preceded by a period in which
the consumer and the staff involved in the enroliment process were expected to have a
targeted discussion about whether the pilot would be of value to the consumer. This
discussion often involved considering what services would help a consumer achieve his
employment goals and how those services might be accessed and funded. At
approximately the same time, agency staff needed to perform two other critical tasks.
The first task was to review the consumer’s eligibility - generally using the SSA
generated Benefits Planning Query (BPQY) as the primary source of information. The
second task was to determine whether the consumer had a recent comprehensive
benefits analysis (i.e., “benefits review” in figure 1V.1) that could be used or whether an
initial or updated one was needed.* A benefits analysis involves documenting the
individual’s use of public benefits and the use or availability of work incentives. The
benefits analysis can then be used as a basis for forecasting the consequences of
various levels of earnings and for identifying useful work incentives and supports. The
expected result is that the consumer has adequate information to support informed
decision making.

Figure 1V.1: Sequence of Informed Choice and Enrollment Process

Wisconsin SSDI Employment Pilot
Informed Choice and Enrollment
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Assess Potential “perst_)n-centered
Value to the Service planning process”
Consumer Needs & by the SSDI-EP
Resources Provider Agency
Discussion and the
Participant,
SSDI-EP provided funding
Provider is available.
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Provider agency staff reported substantial case to case variation in how long it
took to complete these activities and start the formal enroliment process. In some cases,
these activities and enrollment itself were completed in less than a day. Occasionally,
these activities could take weeks.

149 A comprehensive benefits analysis was considered current for up to one year, provided there

haven't been significant changes in the consumer’s benefits or employment situation.
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Generally, when a consumer did not have a current BPQY, benefits counselors
at most provider agencies could obtain the document quickly from a local SSA office. In
large part, this rapid response reflected ongoing relationships between agency and SSA
staff that in many cases had their origin in the SPI project. Where such relationships did
not yet exist or proved ineffective, the SSA Area Work Incentive Coordinator (AWIC) in
Madison expedited BPQY delivery. More seriously, the BPQY sometimes lacked
accurate information, especially about TWP usage or completion. This information was
critical for determining whether a TWP had been completed within the prior seventy-two
months and, thus, whether an otherwise eligible consumer could participate in the SSDI-
EP.™° While this information could sometimes be updated in a reasonable time period, it
was not unusual for a provider agency to enroll a participant without having absolute
proof of eligibility.

Similarly, there could be delays in completing benefits analyses. In addition to
obtaining BPQY's or getting other Social Security related information, a benefits
counselor often needed to obtain information about the use of other public programs and
the consumer’s personal circumstances. Sometimes delays resulted from the size of the
benefits counselor’s overall workload, especially when the benefit counselor was
responsible for providing services to agency consumers not participating in the pilot.
Lastly, “pilot eligible” consumers made the final decision as to whether to proceed to the
formal enrollment process. Some consumers prolonged making their enroliment decision
until long after their eligibility had been established and their benefits analyses finished.

The formal enrollment process was typically completed in one day. First,
informed consent materials would be reviewed. Consumers were encouraged to ask any
questions they had before signing. There were two consent forms that anyone entering
the pilot had to sign.** The first was for the pilot itself and included a detailed description
of the benefits, and obligations of those assigned to the treatment group. The second
form identified what information would be collected for evaluation purposes and how the
confidentiality of those data would be protected. By signing this form the enrollee was
giving permission to access individually identified data in various administrative data
bases as well as use of data collected specifically for the SSDI-EP. Enrollees were
required to sign both forms as project participation was conditional on research
participation.

Next, the staff member conducting enroliment asked the consumer to provide or
verify the information needed to complete the enrollment form. At this time, the enrollee
was asked to complete the baseline survey as the evaluators did not want responses

%0 The SSDI-EP central office processed any enrollment submitted by staff at a provider agency.

The expectation was that staff would always make a good faith effort to establish eligibility using
the BPQY. In thirty-three cases (approximately 6% of the 529 enrolled) this expedited process
“failed.” The SSDI-EP’s decision to enroll participants without full verification of eligibility reflected
a judgment that it was better to involve willing beneficiaries in the pilot as soon as possible, rather
than to have a significant delay dampen interest in participating. It sometimes took months for
SSA to identify ineligibility, especially for those assigned to the treatment group.

1 There was a third form that former SPI participants could sign allowing the evaluators access
to data collected for that project and allowing those data to be linked to that collected during the
SSDI-EP. Former SPI participants were not required to sign this form to enroll in the pilot.
Additionally, prospective enrollees were given material summarizing the informed consent
documents, the purposes of the evaluation, and describing the annual participant surveys.



72

influenced by whether or not the enrollee was assigned to the treatment group. The
enrollee also completed her earnings estimate for the current calendar year at this stage
of the process.

Once these tasks were completed, the staff member submitted the enroliment
form. Within seconds, notification of assignment to either the treatment or control groups
would be received from the SSDI-EP central office and shared with the new patrticipant.
The provider agency staff member would then mail the completed informed consent
forms and the earnings estimate to the SSDI-EP. Participants would send their baseline
surveys separately from other enrollment materials using prepaid envelopes. For the
most part, materials were received promptly. However, there were cases when there
were delays in sending informed consent forms and, in approximately thirty cases,
surveys were never returned.*

Finally, provider agencies were allowed some flexibility to implement enroliment
processes differently in special situations, most typically when a consumer could not
travel to the agency. Field enroliments were permissible, but resulted in delays in
submitting enrollment forms and in notifying the enrollee of his study group assignment.
More seriously, it appears that staff at some agencies allowed patrticipants to complete
their surveys after they had been informed of the results of random assignment. Though
provider agency staff members were allowed to do this “at need,” there is evidence that
this became a common practice at some providers.**

B. Characteristics of Enrollees

Tables 1V.1 through V.12 provide information about participant characteristics.
This information, with a few exceptions, describes participant characteristics at the time
of pilot entry or for the most recent available time period prior to the enrollment date. All
of the tables, with the exceptions of IV.11 and V.12 provide information for both the
treatment and control groups. Despite random assignment, there were three
comparisons out of sixty-nine (4%), where there was a statistically significant difference
(p-value = or < .05) and one more where the p-value was less than .1.

Accordingly, we had some concerns as to whether the random assignment
produced an appropriate sample and so directly checked whether there was a significant
difference in the proportions assigned to the two study groups.** Of the 496 valid
participants, 266 (53.6%) were assigned to the treatment group, 230 (46.4%) to the

32 Though participants were required to complete surveys, failure to do so did not result in any

sanction.
133 Surveys were logged upon receipt. Thus, it was possible to calculate the difference between
the enroliment date and the receipt date. Though there is no certain method to ascertain that a
baseline survey was completed after the participant was informed of her study group assignment,
we think the probability this was the case grows rapidly when the difference between the
enrollment and survey receipt dates is more than a week.

% We do not think there was a problem with either the mathematical algorithm used or its
implementation, as it was thoroughly tested before enrolling participants. With one exception (the
proportions entering the pilot five to eight years after SSDI entitlement) significant differences
occur only when there are very small proportions in one category of a distribution.
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control group. The associated p-value is .106. However, if one then scrutinizes the
distribution for the sample who were actually enrolled at the provider agencies (529, 279
(52.7%) in treatment, 250 (47.3%) in control), the associated p-value is .206.'*°

Table IV.1 (also known as SSA table 2) presents information about a group of
twelve characteristics that SSA wanted all four pilots to report in the same way. Though
there are no significant differences based on random assignment, the sample suggests
that the SSDI-EP sample characteristics are distinctive in a number of ways that may
differ from those for the general adult population, for adult SSDI beneficiaries, and for
those beneficiaries that met pilot eligibility criteria, whether for the United States or
Wisconsin. Additionally, the material in table 1V.1, allows SSA and others to identify
salient differences between the samples in the four offset pilots.

While we will not extensively review the data presented in table IV.1, we want to
identify a number of salient findings. The SSDI-EP sample was heavily male (54.3%)
compared to the general population, though not much different from that of disabled
workers in current pay status in either Wisconsin (55%) or nationally (56%).**® However,
in many other respects the SSDI-EP sample was quite dissimilar from the disabled
workers group either in Wisconsin or nationally. As proportions were similar for
Wisconsin and the national group, we use the former in the following comparisons.

The SSDI-EP sample included a much larger proportion of younger beneficiaries.
About 16% of SSDI-EP participants were younger than thirty-four years and 27% were
between ages thirty-five and forty-four. The comparable proportions for Wisconsin were,
respectively 5% and 14%. Additionally, SSDI-EP participants typically had far higher
levels of educational attainment than those reported for disabled workers in current pay
status. Two thirds of the pilot sample reported at least some education beyond a high
school diploma, compared to 15% for Wisconsin. Finally, there were large differences in
the distribution of SSDI-EP participants across Social Security impairment groups and
those of the reference population in Wisconsin. Pilot participants were far more likely to
be identified as having a mental disorder other than retardation (44%) than disabled
workers in Wisconsin (29%). By contrast, the proportions in the SSDI-EP reported
having impairments of the musculoskeletal system (14%) or in the broad “other”
category (21%) was notably less than for the Wisconsin reference group (approximately
25% and 29%).

135 Twenty of the thirty-three enrollees later found ineligible had been assigned to the control

group. The SSA Office of Central Operations in Baltimore only checked the eligibility of treatment
group members. In order to insure ineligibles were removed from the control group, we asked
staff at the SSA office in Madison to vet these cases. We believe the same criteria were used to
identify ineligibles at both offices, though OCO took much longer to make its determinations.
Using enrollment form information, we observed no suspicious differences between the
characteristics of those determined ineligible in Baltimore and those so determined in Madison.
The numbers were too small for meaningful statistical analysis.

136 Data tables prepared by SSA (ODPR, ODA) for the benefit offset pilots. Data was from July
2007. The age, educational attainment, and impairment data identified in the following paragraph
are also from this source.
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Table IV.1: Participant Characteristics in Percentages by Study Assignment (a.k.a.
SSA Table 2)

Treatment Control Difference All
Estimate | Std. | Estimate | Std. | Estimate | Std. P- Estimate
Err Err Err | value

Gender
Female 447% | 3.05 | 45.7% | 3.28 -1.0 448 | 0.823 | 45.2%
Male 55.3 3.05 54.3 3.28 1.0 4,48 | 0.823 54.8
Age
34 and 18.0 2.36 13.9 2.28 4.1 3.28 | 0.211 16.1
younger
Ages 35 to 27.8 2.75 26.1 2.90 1.7 3.99 | 0.670 27.0
44
Ages 45 to 36.8 2.96 41.3 3.25 -4.5 4.39 | 0.305 38.9
54
Ages 55 and 17.3 2.32 18.7 2.57 -1.4 3.46 | 0.686 17.9
up
Race
Non-White 14.3 2.15 10.4 2.01 3.9 2.94 | 0.185 12.5
Years Since
Entitlement
2 or less 14.7 2.17 12.2 2.16 2.5 3.06 | 0.414 13.5

More than 2 33.8 2.90 34.3 3.13 -0.5 4.27 | 0.907 34.1
and less than

5

5 to less than 15.8 2.24 235 2.80 7.7 3.58 | 0.031 19.4
8 years

8 years or 35.7 2.94 30 3.02 5.7 4.21 | 0.176 33.1
more

Impairment

Musculoskel 13.9 2.12 15.2 2.37 -1.3 3.18 | 0.683 14.5
etal

Neurological 15 2.19 10.4 2.01 4.6 2.97 | 0.122 12.9
Mental- 5.6 1.41 3 1.12 2.6 1.80 | 0.149 4.4
Mental

Retardation

Mental-Not 44.0 3.04 48.7 3.30 -4.7 4.49 | 0.295 46.2
Mental

Retardation

All Others 21.4 2.51 22.6 2.76 -1.2 3.73 | 0.748 22.0
Education

Less than HS 4.5 1.27 6.5 1.63 -2.0 2.06 | 0.332 5.4
HS 27.8 2.75 27 2.93 0.8 4.01 | 0.842 27.4
More than 67.7 2.87 66.5 3.11 1.2 423 | 0.777 67.1

HS
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Table IV.1 (cont.): Participant Characteristics in Percentages by Study Assignment

Treatment

Control

Difference

All

Estimate

Std.
Err

Estimate

Std.
Err

Estimate

Std.
Err

P-
value

Estimate

High Earner

$1200 in at
least one of 4
guarters
before
enrollment

37.6%

2.97

40.4%

3.24

4.39

0.524

38.9%

TWP

Completed
before
enrollment

27.4

2.73

29.4

3.00

4.06

0.622

28.4

Medicaid
Buy-in

Participant
before
enrollment?

32.0

2.86

31.3

3.06

0.7

4.19

0.867

31.7

Employment
Rate

Any Earnings
t-4

36.8

2.96

38.3

3.21

-1.5

4.36

0.731

37.5

Any Earnings
t-3

35.7

2.94

39.6

3.22

-3.9

4.36

0.371

37.5

Any Earnings
t-2

38.3

2.98

42.2

3.26

4.41

0.377

40.1

Any Earnings
t-1

43.2

3.04

44.3

3.28

-1.1

4.47

0.805

43.8

3X SGA

SGA
Earnings t-4

9.8

1.82

9.6

1.94

0.2

2.66

0.940

9.7

SGA
Earnings t-3

10.5

1.88

9.6

1.94

0.9

2.70

0.739

10.1

SGA
Earnings t-2

9.8

1.82

7.8

1.77

2.0

2.54

0.431

8.87

SGA
Earnings t-1

12

1.99

9.1

1.90

2.9

2.75

0.292

10.7

Earnings

Mean
Earnings t-4

$810.73

107.63

658.17

80.21

152.56

134.23

0.256

739.99

Mean
Earnings t-3

$813.23

116.16

729.19

91.28

84.04

147.73

0.569

774.26

Mean
Earnings t-2

$726.38

79.79

754.63

118.83

-28.25

143.13

0.844

739.48

Mean
Earnings t-1

$886.68

96.61

881.80

107.96

4.88

144.88

0.973

884.42

Data Source(s): SSDI-EP Encounter Data; SSA records, WI Unemployment Insurance records, & WI
DHS records Sample Sizes: 496, Treatment=266, Control=230
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We also interpret the data presented in table 1V.1 as suggesting that SSDI-EP
participants, at the time of enrollment, were better poised than other adult beneficiaries
to use an offset. There are some studies that suggest that no more than 10% of SSDI-
only beneficiaries are employed at any given time.*®’ When the reported average
monthly wage and percentage earning above SGA for employed individuals in one of
these studies is converted into a quarterly framework and adjusted to include the non-
employed members of the subgroup, the resulting quarterly mean earnings are about
$175 and the proportion earning above SGA about 2%."*® Though the figures exhibited
in table 1V.1 for the employment rate, mean earnings and 3x SGA variables are
calculated from different data sources and from a slightly later time period, the
differences in magnitude are so stark as to render methodological differences irrelevant.
Employment rates are three or four times greater; the ratio between mean earnings and
proportions earning over SGA are somewhat greater.”® The use of work incentives also
appears unusually high among SSDI-EP enrollees. Over a quarter of enrollees had
completed their TWP and almost a third was participating in the Medicaid Buy-in.

In addition to the descriptive characteristics required by SSA, the SSDI-EP
evaluation sought a fuller range of information about who chose to enroll in the pilot and
to provide a greater range of options for statistical modeling. Table IV.2 displays the
distributions for several additional socio-demographic variables. First we include an
alternative presentation of educational attainment to make the point that the study
sample, while having smaller proportions in the higher attainment categories than
Wisconsin's general adult population, was not radically different. For example 22.5% of
participants had at least a bachelor's degree compared to 28.1% for the general
population.'® Based on this it would not be unreasonable for most SSDI-EP participants
to aspire to jobs that required some post-secondary education. Another important finding
is that almost half of participants lived alone, suggesting both greater dependence on
their own incomes, whatever the source, and getting non-financial assistance or support
from sources external to their households.

We include a different presentation of the racial identification variable. While the
proportion of “non-whites” is comparable to that in the state population, we wanted to
give the reader some information suggesting the ratios between those who identify
themselves as black and those giving other racial identifications than white. Surprisingly,
we found that the proportion of blacks in the treatment group (11.3%) was nearly twice

7 | ivermore, Gina A. 2008. “Disability Policy Research Brief Number 08-01: Earnings and Work
Expectations of Social Security Disability Beneficiaries.” Washington, DC: Center for Studying
Disability Policy, Mathematica Policy Research, Inc. and Kennedy, Jae, and Olney, Marjorie F.
2006. “Factors Associated with Workforce Participation among SSDI Beneficiaries, Journal of
Rehabilitation, 72 (4). pp. 24-30.

%8 Livermore, Gina A. 2008. pp. 2-3.

%9 As earnings data from unemployment insurance records are reported on a quarterly basis it is
impossible to directly calculate the proportion with SGA earnings in any month. Though a proxy,
the three times SGA variable logically requires that there were SGA earnings in at least one
month during the quarter.

180 StatsRRTC. 2007. “2005 Disability Status Reports (Wisconsin & United States).” Ithaca NY:
Cornell University Rehabilitation Research and Training Center on Disability Demographics and
Statistics. Status Report Section #13.
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that in the control group (6.1%). This difference proved statistically significant. As will be
discussed later, this finding appears related to the unexpectedly high proportion of
Milwaukee area participants assigned to the treatment group. Unfortunately the number
of black enrollees (forty-four) is too small to support a subgroup analysis.

Table IV.2: Various Socio-demographic Variables in Percentages by Study
Assignment Group at Project Entry

Treatment Control Group Difference All
Group

Estimate | Std. | Estimate | Std. | Estimate | Std. P- Estimate
Err Err Err value

Education
(WI
recode)

High 32.3% 2.87 33.5% 3.11 -1.2 4.23 0.777 32.9%
School or
less

More than 46.7 3.06 42.1 3.26 4.6 4.47 | 0.303 44.6
High
School,
but less
than 4-yr
College
degree

4-yr 21.0 2.50 24.3 2.83 -3.3 3.77 | 0.382 22.5
College
degree or
more

Living
Situation

Alone 47.0 3.06 50.9 3.30 -3.9 450 | 0.386 48.8

With 25.6 2.68 27.8 2.95 -2.2 3.99 0.581 26.6
Spouse or
Significant
Other

Other 12.0 1.99 10.9 2.05 11 2.86 | 0.701 11.5
Family

All Others 15.4 2.21 10.4 2.01 5.0 2.99 0.095 13.1

Race (WI
Recode)

Black 11.3 1.94 6.1 1.58 5.2 2.50 | 0.038 8.9

White 85.7 2.15 89.6 2.01 -3.9 2.94 | 0.185 87.5

Other 3.0 1.05 4.1 1.31 -1.1 1.67 0.511 3.6

Ethnicity

Hispanic 2.6 0.98 3.9 1.28 -1.3 1.61 | 0.418 3.2

Other 97.4 0.98 96.1 1.28 1.3 1.61 | 0.418 96.8

Data Source(s): SSDI-EP Encounter Data
Sample Sizes: 496, T=266, C=230
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Table I1V.3 displays additional program patrticipation information. As expected, the
vast majority of pilot entrants had Medicare coverage; a surprisingly high proportion of
these SSDI-only individuals were also enrolled in a Medicaid program (about half in the
Buy-in). Notwithstanding this, only 6% were enrolled in a long term support program, all
of which, with one exception, are Medicaid waiver programs. These programs are the
predominant funder of personal assistance and supported employment services.

Table IV.3: Various Program Participation Variables in Percentages by Study
Assignment Group at Project Entry

Treatment Control Group Difference All
Group
Estimate | Std. | Estimate | Std. | Estimate | Std. P- Estimate
Err Err Err value

Medicaid
Yes 63.2% | 2.96 57.4% 3.26 5.8 440 | 0.188 60.5%
No 36.8 2.96 42.6 3.26 -5.8 4,40 | 0.188 39.5
State Long
Term
Support
Programs
Yes 5.6 1.41 6.1 1.58 -0.5 2.12 | 0.813 5.8
No 94.4 1.41 93.9 1.58 0.5 2.12 | 0.813 94.2
Medicare A
Yes 85.7 2.15 87.8 2.16 2.1 3.04 | 0.490 86.7
No 14.3 2.15 12.2 2.16 2.1 3.04 | 0.490 13.3
Primary
Insurance
Amount
Low 44.0 3.04 48.2 3.31 -4.2 450 | 0.350 46.0
Medium 41.0 3.02 38.2 3.22 2.8 4.41 | 0.525 39.7
High 15.0 2.19 13.6 2.27 1.4 3.15 | 0.657 14.4
In TWP
Yes 1.5 0.75 4.8 1.41 -3.3 1.59 | 0.038 3.0
No 98.5 0.75 95.2 1.41 3.3 1.59 | 0.038 97.0
Prior
Benefits
Counseling
Yes 33.5 2.89 36.1 3.17 -2.6 429 | 0.544 34.7
No 66.5 2.89 63.9 3.17 2.6 429 | 0.544 65.3
Successful
VR Closure
Yes 4.9 1.32 8.3 1.82 -3.4 2.25 | 0.131 6.5
No 95.1 1.32 91.7 1.82 3.4 2.25 | 0.131 93.5

Data Source(s): SSDI-EP, WI DHS and DVR administrative records, and SSA administrative
records

Sample Sizes: 496, T=266, C=230 except for PIA 494, T=266, C=228

Notes: Primary Insurance Amount categories defined by Low = $829 or Less; Medium = $830 to
$1199; High = $1200 or More. The indicator for benefits counseling prior to SSDI-EP entry
combines information from provider agencies and records from the Wisconsin SPI project.
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Additionally, table 1V. 3 provides information about TWP usage, successful
closure from vocational rehabilitation services after 2002, and the receipt of benefits
counseling prior to pilot entry.'®* Only a small proportion of participants were in their
TWP when they enrolled in the SSDI-EP (3%).%%? The importance of these data comes
from the fact that almost 70% of those entering the pilot had not used a single TWP
month. Even if one of these participants started a TWP immediately after enrollment it
would 122 at least a year into their participation period before any of them could use the
offset.

The fact that only 6.5% of enrollees were discovered to have a recent successful
closure was unexpected given the relatively high employment rates and earnings
observed in the four quarters prior to the quarter in which participants enrolled (see table
IV.1 above). The relatively high proportion with prior benefits counseling (34.7%)
reflected the fact that enrolling participants were supposed to get a comprehensive
benefits analysis prior to enrollment, if there wasn’t an up to date one available.*®*

We were interested in the distribution of primary insurance amounts (PIA) as an
indicator of whether a participant had a relatively high or low SSDI benefit and, thus, also
as an indicator of their relative earning capacity before disability. We wondered whether
a high PIA would be associated with greater or lesser use of the offset provision, as we
could think of reasons why one might hypothesize either greater or less utilization.*®® We
also were curious whether the result would be influenced by participation in other public
programs, such as the Medicaid Buy-in.*®® The “medium” category includes the mean
and median PIA amounts for the years in which pilot enrollment was conducted.*®’

The type and severity of a person’s disability may affect both the probability that
one can exploit the offset and the types of services and support that might facilitate a
successful return-to-work. Table IV.1 includes information about the distribution of

181 A successful closure generally requires employment for at least ninety days.

162 The difference between the treatment group and control group is significant, though the
number of cases is small.

1%% The offset could not be applied until after the three month grace period that followed the
completion of the nine month TWP.

164 A comprehensive benefits analysis indicates that there had been “serious” benefits counseling
that examined an individual's specific situation and required verification of public benefits.

185 A high PIA would indicate having skills and experience that would support the ability to obtain
employment well above the SGA level. However, if a participant feared the consequences of
using the offset on future eligibility for SSDI or other public programs, the participant might be
more cautious about risking a relatively high benefit level.

1%® The Wisconsin Buy-in's premium structure disadvantages unearned income relative to earned
income. SSDI is classified as unearned income. An individual with earnings above SGA and who
retained any significant proportion of a large SSDI benefit could face a very large premium that in
extreme cases would lower total income to less than the participant would have had if they had
decided not to work at all.

187 p|A amounts, as all monetary data used in our participant analyses, were inflation adjusted
using the 1982-84 CPI-U adjusted so that August 2005 would equal 100.
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participants across SSA impairment categories. However, these categories are not
widely used among SSDI-EP participants, the provider agencies or the range of
government and non-governmental entities in Wisconsin with which persons with
disabilities regularly interact. The terms “physical,” “cognitive,” and “affective” are in
more common usage. The distribution presented in table IV.4 is based on information
from provider agency staff; it is possible the results might have been different if based on
participant self-report or the judgments of medical professionals. According to provider
agency staff almost half of participants’ had a primary disability that was best
categorized as “physical.” The next largest group was that of persons reported as having
an “affective” disability. By contrast, only about 7% of participants were assigned to the
“cognitive” disability category. Given that Pathways had recruited a number of provider
agencies that specialized in working with persons with cognitive impairments, this result
was unanticipated.

Table IV.4: Various Disability Related Variables in Percentages by Study
Assignment Group

Treatment Control Group Difference All
Grou
Estimate | Std. | Estimate | Std. | Estimate | Std. P- Estimate
Err Err Err | value
Primary
Disability
Status
Physical 478% | 3.06| 48.1% | 3.29 -0.3 450 | 0947 | 48.0%
Cognitive 8.2 1.68 6.1 1.58 2.1 2.31 | 0.363 7.2

Affective/Mental 37.3 2.97 36.9 3.18 04 435 | 0.927 371
Health

Sensory 4.7 1.30 5.1 1.45 -0.4 1.95 | 0.837 4.9

Other 2.0 0.86 3.7 1.24 -1.7 1.51 | 0.261 2.8

OQOS category

Most Significant 38.9 2.99 44.5 3.28 -5.6 4.44 | 0.207 41.4
(1)

Significant (2) 60.1 3.00 54.3 3.28 5.8 4.45 | 0.192 57.5

Not Significant 1.0 [o61]| 12 [o072| -02 |o094]|0832 11
(3)

Data Source(s): SSDI-EP administrative records and WI Division of Vocational Rehabilitation
administrative records

Sample Sizes: Primary Disability Status 469, T=255, C=214; OOS 367, T=203, C=164

Note: These data do not necessarily represent status at SSDI-EP enrollment.

Admittedly, assignment to a vocational rehabilitation Order of Selection (OOS)
category is a rough assessment of severity, but it is one that directly reflects a trained
professional’s evaluation of how difficult it will be for a consumer to return to work.
Though all pilot participants necessarily met the criteria for SSDI eligibility, only two-fifths
were assigned to the “most significant” (OOS 1) category. This is important as the
Wisconsin DVR is required to serve the most severely impacted consumers first. The
nearly 60% of SSDI-EP participants who were not assigned to the OOS 1 category were
likely to have been negatively affected by protracted (though often partial) OOS closures
that occurred during the pilot. Services that might have helped pilot participants were
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either delayed or unavailable. It is also possible that in the absence of OOS closures a
larger proportion of pilot participants would have sought DVR services.

The purpose of table V.5 is to examine overlap in the distributions based on SSA
impairment classifications and those resulting from provider agency reports to the SSDI-
EP central office. The chi-square of the cross-tabulation (p-value <.001) suggests the
two distributions are unrelated. Yet a visual examination of the table makes it clear that a
majority of participants had a disability that was identified as a “mental illness” in either
or both of the classifications. Based on experience, some Pathways staff thought that
persons without clearly visible impairments might find it more difficult to maintain SSDI
(or Medicaid) eligibility after using the offset. The concern was that work activity that

resulted in earnings above SGA might be viewed as an indicator of medical

improvement by Disability Determination Services (DDS) adjudicators, especially when

the disabling condition was chiefly manifested through a consumer’s behavior.

168

Table IV.5: Cross-tabulation of SSA Impairment Classifications with Primary
Disability Status reported to SSDI-EP Staff (% within Primary Disability Status)

Musculoskeletal | Neurological | Mental Mental All Others
Retardation | Other
Physical 59 52 4 46 64
(26.2%) (23.1%) (1.8%) (20.4%) (28.4%)
Cognitive 0 4 10 16 4
(0%) (11.8%) (29.4%) (47.1%) (11.8%)
Affective/Mental 7 3 5 149 10
Health (4.0%) (1.7%) (2.9%) (85.6%) (5.7%)
Sensory 1 1 1 1 19
(4.3%) (4.3%) (4.3%) (4.3%) (82.6%)
Other 0 4 1 3 5
(0%) (30.8%) (7.7%) (23.1%) (38.5%)

Data Source(s): SSDI-EP administrative records and SSA administrative records
Sample Sizes: 469, T=255, C=214
Note(s): Pearson Chi-Square = 302.37; df = 16; p-value < 0.001

Tables IV.6 and IV.7 display employment related information to supplement that
provided in table IV.1. In these tables data are from participant reports rather than Ul
data. The first item in table IV.6 is the proportion of participants reporting some
employment between when they became eligible for Social Security benefits and pilot
entry. Over three-quarters reported some employment. Though we lack comparable

data for the larger SSDI population, these data would support a claim that pilot
participants, as a group, have demonstrated a strong behavioral orientation toward work.

As Wisconsin Ul records do not capture certain types of employment, including
self-employment, employment at out of state locations, and jobs at certain categories of
non-profit employers, it is likely that the Ul employment rates underestimate
employment. The employment rate, based on self-reports, ranges from approximately
10% to 15% higher then the rates reported in table 1V.1 for the four quarters prior to the
quarter of pilot enrollment. Though it is likely the rate based on self-report is an over-

188 The Wisconsin DDS is known at the Disability Determination Bureau (DDB). DDB is housed

within the WI Department of Health Services (DHS).
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estimate, we doubt that much of any overestimate reflects inaccuracies in what
participants reported.®

Table IV.6: Various Employment Related Variables in Percentages by Study
Assignment Group at Project Entry

Treatment Control Group Difference All
Group

Estimate | Std. | Estimate | Std. | Estimate | Std. P- Estimate
Err Err Err value

Employment
between
entering
SSDI and
Pilot

Reported 76.7% | 259 | 77.8% |2.74 -1.1 3.77 | 0.771 | 77.2%
Employment

Did not 23.3 2.59 22.2 2.74 11 3.77 | 0.771 22.8
Report
Employment

Employed at
Project
Entry (self-
report)

Yes 50.4 3.07 53.9 3.29 -3.5 4.49 | 0.436 52

No 49.6 3.07 46.1 3.29 3.5 4.49 | 0.436 48

Data Source(s): SSDI-EP Encounter Data
Sample Sizes: 496, T=266, C=230

Table V.7 exhibits hour and wage data from positions reported on the pilot
enrolliment form. The values provided were calculated only for those who reported
employment. Mean and median hours are consistent with having roughly “half-time”
employment. Mean earnings were estimated at $9.82 per hour and were a bit higher for
those in the control group.*”® Though this value is above minimum wage, it implies
monthly gross earnings of only $819 (about $9825 annually). By comparison,
Livermore’s 2008 MPR research brief, reported somewhat lower hourly wages ($7.58)
and monthly pay ($644) in her sample of employed SSDI-only beneficiaries.*"*

%9 Puring the pilot we noticed that many of the monthly update forms that reported a participant

had started a new business also reported there were no gross earnings for the month. When
asked about this, provider agency staff often pointed out that the participant was involved in start-
up activities. Additionally, participants’ Ul employment rates and average earnings were rising
during the period approaching enrollment and in the enrollment quarter. SSA asked that the
employment rates and earnings for the enroliment quarter not be included in table IV.1 (a.k.a.
SSA table 2).

170 The monthly convention for full time employment depends on both the weekly convention (e.g.
thirty-five hours, forty hours) and the number of work weeks (e.g., 4 or 4.3). Our interpretation
reflects forty hours and four weeks.

1 | ivermore, Gina A. 2008. p.3.
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Table IV.7: Various Employment Related Variables in Means and Medians by
Study Assignment Group at Project Entry

Treatment Control Group Difference All
Group

Estimate | Std. | Estimate | Std. | Estimate | Std. P- Estimate
Err Err Err value

Hours
employed
per Month
for those
Self-
Reporting
Employment

Mean Hours 84.0 4.25 82.8 4.23 1.2 6.00 | 0.838 83.4

Median 80.0 80.0 0.0 80.0
Hours

Implicit
Hourly
Wage

Mean $9.49 $10.19 -0.75 $9.82

Data Source(s): SSDI-EP Encounter Data
Sample Sizes: 258, T=134, C=124
Notes: Data for participants who had more than one job were pooled.

Tables IV.8 through V.10 display attitudinal data from the baseline survey.
Three areas are explored: participant fears about loss of Social Security and other public
program benefits, self-efficacy, and information about how participants perceived their
health status. Besides providing insight into participant perceptions at enrollment, these
data also serve as a baseline against which to assess later change in these domains.

The first item displayed in table 1V.8 is the average value for an index intended to
elicit the level of concern that increased work activity might result in the loss of eligibility
for benefits, reductions in benefits or income levels, or make it more difficult to regain
eligibility if needed.'’? Scores range from one to five, with higher scores representing
greater levels of fear.'”® As 3.0 is the midpoint, a mean score of 2.2 (and slightly lower

172 \We use the term index rather than scale, as the psychometric properties are unknown.

3 The index score represents the average of six survey items including:

e Working for pay will affect my ability to keep my Social Security Cash benefits

o If  work for pay, it will be hard to earn enough money to make up for lost Social Security
benefits
| worry that | may lose my eligibility for my Social Security Benefits if | work for pay
| worry that working for pay will trigger a review of my eligibility for my Social Security
benefits

o If  work for pay, it will be difficult to re-qualify for Social Security disability benefits in the
future

e | worry that | will not be eligible for Medicare or Medicaid if I'm working
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medians) indicates a substantial degree of concern about the potential for benefits loss.
The data also indicate that those assigned to the treatment and control groups
expressed equivalent levels of fear when they entered the pilot.

Table IV.8: Participant Attitudinal Data in Means and Medians by Study
Assignment Group at Project Entry

Treatment Control Group Difference All
Group
Estimate | Std. | Estimate | Std. | Estimate | Std. P- Estimate
Err Err Err value

Fear of SSA
Benefit Loss
Index
Mean 2.3 .07 2.2 .07 0.1 0.1 0.222 2.2
Median 2.0 1.9 0.1
Self-Efficacy
Index
Mean 3.6 0.06 3.6 0.06 0.0 0.08 | 0.700 3.6
Median 3.7 3.8 -0.1 3.7
SF-8
Physical
Component
Scale
Mean 41.9 0.69 43.4 0.72 -15 1.00 | 0.133 42.7
Median 42.3 43.8 42.8
SF-8 Mental
Component
Scale
Mean 42.5 0.77 42.7 0.77 -0.2 1.09 | 0.867 42.6
Median 44.0 44 .4 44.2
General
Health (GH)
Mean 442 0.50 44.3 0.53 -0.1 0.73 | 0.843 44.3
Median 46.4 46.4 46.4

Data Source(s): SSDI-EP Survey Data

Sample Sizes: Fear 452, T=240, C=212; Self-Efficacy 454, T=244, C=210; SF-8 433, T=223,
C=210

Notes: Both the Fear of Benefit Loss Index and the Self-Efficacy Index represent averages of
items on the SSDI-EP participant surveys. US population averages and standard deviations for
SF-8 scales are: PCS Mean=49.20, SD=9.07; MCS Mean=49.19, SD=9.46; and GH
Mean=49.44, SD=7.45.

Subjective self-efficacy refers, in the broadest sense, to an individual’s beliefs in
her ability to act in ways that increase the probability of achieving her goals. Although

The response set ranged from “strongly agree” to “strongly disagree” with respondents having the
option of answering “not sure.” Responses other than “not sure” were averaged. The case was
excluded unless there were at least two useable answers for the six items.




85

the linkage between belief and behavior and, in turn, that between behavior and goal
attainment is far from perfect, high self-efficacy is associated with goal attainment. In
the context of the SSDI-EP, this should result in participants with high self-efficacy
having a higher probability of employment and higher earnings, including a greater
likelihood of earnings above the SGA level. Moreover, it is reasonable to hypothesize
that high self-efficacy would reinforce any positive effects of the benefit offset.

The self-efficacy index represents the average score of participants’ responses to
Six survey questions. Scores can range from one to five. Scores approaching five,
indicate that the participant has provided answers that are consistent with having a high
level of self-efficacy.'™ The mean score of 3.6 is a bit above the index midpoint and
suggests the typical participant was reasonably confident that their actions would lead to
desired results. Once again, the mean and median values for the treatment and control
group are comparable.

Table 1V.8 also displays mean and median scores on three measures from the
SF-8™ Health Survey: the Physical Component Scale (PCS), the Mental Component
Scale (MCS), and a General Health (GH) Indicator.*”® As SSDI beneficiaries qualify for
benefits because they have medical conditions that negatively affect the capacity to
work, it was not surprising that the mean scores are somewhat below those for the
general population (approximately fifty).'”® Medians are a bit higher than means,
suggesting that the means are lower due to a minority of participants reporting more
severe health problems. Results for the two study groups are basically identical for the
MCS and GH, though treatment group members, on average, report somewhat greater
physical problems.*”’

Additional information about how enrolling participants perceived their health
status appears in tables IV.9 and IV.10. A clear majority (57%) rated their health as at
least “good” at the time of enrollment. By contrast only 11% reported that their health
was poor or very poor. When asked to compare their health status to that of a year

" The six survey items included:

If something looks too complicated | will not even bother to try it

| avoid trying to learn new things when they look too difficult

When | make plans, | am certain | can make them work

When unexpected problems occur, | don't handle them very well

| do not seem capable of dealing with most problems that come up in my life
| feel insecure about my ability to do things

The response set ranged from “strongly agree” to “strongly disagree” with respondents having the
option of answering “not sure.” Responses other than “not sure” were averaged. The case was
excluded unless there were at least two useable answers for the six items.

17 sF-8™ is a trademark of QualityMetric, Inc. For detailed information see Ware, John, E. Jr., et
al. 2001. How to Score and Interpret Single-ltem Health Measures: A Manual for Users of the SF-
8™ Health Survey. Lincoln, RI: QualityMetric Incorporated

176 Differences approach, but do not exceed, one standard deviation from the general population

means.

" However, these differences are not statistically significant.
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earlier, about twice as many participants offered that it had improved (46%) as said that
it had declined (24%). On the whole, pilot entrants gave an upbeat assessment of their
health, at least relative to their recent experience. A positive assessment would seem
consistent with a decision to enter a program intended to facilitate increased work effort.

Table IV.9: Participant Responses to “Overall, how would you rate your health

during the past 4 weeks” in Percentages at Project Entry

Treatment Control All
Excellent 5.2% 5.6% 5.4%
Very Good 18.0 21.1 19.5
Good 35.2 29.1 32.3
Fair 30.0 33.3 31.6
Poor 10.7 10.3 10.5
Very Poor 0.9 0.5 0.7

Data Source(s): SSDI-EP Survey Data
Sample Sizes: 446, T=233, C=213

Note(s): Item from SF-8. Valid responses only

Table IV.10: Participant Responses to “Compared to one year ago, how would

you rate your health in general now” in Percentages at Project Entry

Treatment Control All
Much better 19.3% 21.5% 20.3%
Somewhat better 27.5 22.8 25.3
About the same 30.3 30.6 30.5
Somewhat worse 21.3 20.1 20.7
Much worse 1.6 5.0 3.2

Data Source(s): SSDI-EP Survey Data
Sample Sizes: 463, T=244, C=219

Note(s): Valid responses only

The final tables in this section examine differences between early and late
enrollees. Early enrollers entered the pilot before May 1, 2006; late enrollers thereatfter.
The division reflects the approximate time that recruitment letters went out to those in
the Medicaid Buy-in or served by DVR thought reasonably likely to meet pilot eligibility
requirements. Table 1V.11 shows some interesting differences between early and late
enrollees. For example, the proportion of females in the late enrollee group is 6% higher
than in the early enrollee group. However, this and most of the other differences did not
reach the level of statistical significance. The one difference between early and late
enrollees that did was the difference in the proportion of participants who had worked
after gaining SSDI eligibility. The proportion of those who reported being employed at
some point after qualifying for benefits was over 8% higher among those who enrolled in
the earlier period. This is an important difference, as work after becoming disabled is

one of the best predictors of future work activity.*"®

178

This is one of the rationales for encouraging return to work as early as possible. For example

see Sim, Joanne. 1999. “Improving Return-to-Work Strategies in the United States Disability
Programs, with Analysis of Program Practices in Germany and Sweden.” Social Security Bulletin.

62 (3) pp. 41-50.
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Table IV.11: Various Participant Characteristics in Percentages by Time of Project

Entry

Early

Enrollees

Late Enrollees

Difference

All

Estimate

Std.
Err

Std.
Err

Estimate

Std.
Err

Estimate

value

Estimate

Assignment

Treatment

52.3%

3.37

54.7% | 3.00

-2.4 451

0.594

53.6%

Control

47.7

3.37

45.3 3.00

2.4 4.51

0.594

46.4

Gender

Female

41.8

3.33

47.8 3.01

-6.0 4.48

0.181

45.2

Male

58.2

3.33

52.2 3.01

6.0 4.48

0.181

54.8

Age

44 or
younger

43.6

3.34

42.8 2.98

0.8 4.48

0.858

43.1

45 or older

56.4

3.34

57.2 2.98

-0.8 4.48

0.858

56.9

Education
(Wl recode)

High School
or less

33.2

3.18

32.6 2.82

0.6 4.25

0.888

32.9

More than
High Schoal,
but less than
4-yr College
degree

43.2

3.34

45.7 3.00

4.49

0.578

44.6

4-yr College
degree or
more

23.6

2.86

21.8 2.49

1.8 3.79

0.635

225

Employment
between
SSDI Entry
and Project
Enrollment

Reported
Employment

81.8

2.60

73.6 2.65

8.2 3.72

0.027

77.2

Did not
Report
Employment

18.2

2.60

26.4 2.65

3.72

0.027

22.8

Data Source(s): SSDI-EP Encounter Data
Sample Sizes: 496, Early=220, Late=276

Similarly, there were large differences in employment outcomes for early and late
enrollees for the calendar quarter immediately prior to entering the SSDI-EP. The Ul
employment and earnings data in table V.12 shows there were large and significant
differences between the two groups. The employment rate is 15% higher for early
enrollees. Mean quarterly earnings are almost $500 greater. These data are consistent
with what one would expect from a cohort of participants with greater post-disability
attachment to the work force.
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Table IV.12: Various Participant Employment Characteristics in Percentages and
Means by Time of Project Entry

Early Enrollees Late Enrollees Difference All

Err Err Err value

Employment | 52.3% 3.37 37.0% 2.91 15.3 445 |0.001] 43.8%
Rate in the
Calendar
Quarter
before
Enrollment

Estimate Std. Estimate | Std. | Estimate Std. P- Estimate

Mean $1158.03 | 128.36 | $666.32 | 76.85 | 491.71 | 149.61 | 0.001 | 884.42

Earnings in
the
Calendar
Quarter
before
Enrollment

Data Source(s): WI Unemployment Insurance administrative records
Sample Sizes: Early=220, Late=276

C. Enrollment Process Data (Pace and Distribution)

The pace of enroliment during the early months of the SSDI-EP was relatively
slow and would not have been sufficient to reach the lower enrollment target of 500,
even after the enroliment period had been extended from twelve to fifteen months. On
average, twenty-four valid enrollees entered the pilot each month.*”® As noted in Chapter
I, the SSDI-EP expected most participants to either be individuals currently or formerly
associated with one of the provider agencies or to seek out the pilot as a result of the
agencies’ local outreach efforts. Additionally, several provider agencies did not begin
outreach or enrollment activities in August 2005. One agency did not enroll its first
participant until early 2006. Enrollment after the mass recruitment mailings proceeded at
a faster pace, averaging nearly fifty-one valid entrants over the final five months of the
enrollment period.

Figure IV.2 displays the cumulative enroliment trend. One can readily see the
inflection point after which enroliment grew more rapidly. The lower line represents
actual participants; the upper line includes the additional thirty-three enrollees who were
later removed from the pilot because they did not fully meet eligibility requirements.
Despite the increased pace of enroliment and that later enrollees were less likely to have
existing ties with their provider agency, the proportion of invalid enroliments was actually
slightly lower over the last five months of the enroliment period than during the first ten.

79 A valid enrollee was one who was not disqualified from the pilot after SSA had checked

eligibility.
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Figure 1V.2: Cumulative Enrollment, by Month, over SSDI-EP Enrollment Period
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Of the thirty-three individuals found ineligible after enrollment, twenty (61%) were
from the control group. Additionally, those disqualified from the treatment group often
learned about their disqualification months after enrollment, in one case as OCO was in
the process of applying the offset to the participant’s benefit check.*® As ineligibility for
the pilot was determined by different offices depending on which study group the
enrollee had been assigned to, we checked the limited encounter and administrative we
had to explore the possibility that standards were being interpreted differently in the SSA
offices in Baltimore and Madison. We found nothing beyond the numbers and the timing
of decisions that would suggest any difference.

As indicated in chapter Ill, there was substantial variation across provider
agencies in the number of participants enrolled. Valid enroliment totals ranged from four
to seventy-eight. Mean enrollment was just under twenty-five; the median was slightly
lower at twenty-two.'®* These numbers gain potential significance from two
circumstances. Agency staffing levels devoted to the pilot did not vary as much as
enrollment. Most agencies, large or small, assigned a single benefits counselor to serve
their SSDI-EP participants. Second, the provider agencies that had not been involved in
SPI generally had larger enroliments. These “new” agencies averaged about forty-one
participants, compared to nineteen for the others.

'8 |nternal Pathways communication, May 18, 2006.
181 This excludes the provider agency that had no enroliment. Enrollment at the agency that
severed its relationship with the project is assigned to the agency where all those participants
transferred.
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We have identified several factors we think provide insight into why enroliment
levels were higher at the “new” provider agencies. During SPI, provider agencies had
direct funding to support staff and provide both benefits counseling and vocational
services. We conjecture, with support from agency staff interviews, that the former SPI
agencies exhibited some reluctance to aggressively recruit participants because the
SSDI-EP could not provide direct support for participant services other than for benefits
counseling.*® The only direct income flow would be for research reporting and
encouraging continuing participant involvement. By contrast, the “new” agencies made
their decisions to participate without direct experience of the former, more generous
funding environment. We hypothesize that most of the non-SPI agencies sought higher
enrollments as part of their “business plans.” They appear to have been more willing to
take advantage of economies of scale and to spread potential risk from any participants
with higher service costs. It is suggestive that participant to staff ratios appear higher at
the agencies that did not participate in SPI.'%

Still, there is a remaining puzzle. When provider agency staff were interviewed in
the spring of 2006, respondents from both types of agencies were equally likely to report
they actively recruited from both their current and past caseloads. Even though there
were large differences in the average number of pilot participants served between the
new and old agencies, the typical client population of the former SP| agencies was, if
any thing, larger. It appears likely that both Pathways central operations and evaluation
staff overestimated the proportion of enrollment that would be generated from agencies’
own caseload, an assertion that is supported by participant survey data indicating only
about a fifth of enrollees first learned about the pilot from the organization where they
enrolled.

Additionally, though provider agency staff generally could not identify former SPI
participants, they were frequently able to identify consumers they had worked with who
had significant post-disability work histories. '** Staff thought these consumers would
benefit most from access to a SSDI benefit offset and their participation would help build
evidence for the efficacy of an offset provision. However provider agency staff claimed
that a large proportion of these consumers had already passed the seventy-second
month following TWP completion or would have done so shortly after enroliment had
they entered the SSDI-EP.*®®> Provider agency staff and, to some extent, Pathways staff,
external informants, and, in focus groups, participants themselves have all asserted that

182 Technically, the funding for benefits counseling was available through a Pathways grant

separate from the SSDI-EP. However, provider agencies faced no significant barriers to getting
these funds.

183 Nevertheless, it is important to remember that agencies can differ in service philosophies. This
can be a result of legal requirements, organizational choice, and/or needs that arise from the
characteristics and circumstances of an agency’s consumers.

18 See section F of chapter Il for information about the challenges that provider agencies that
had taken part in SPI faced in identifying SPI participants.

'8 n particular, provider agency staff reported that about 40% of the consumers indicating a
serious interest in entering the pilot were determined ineligible before they could enroll. The main
reason for ineligibility was reported to be the “seventy-two month rule.”
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the “seventy-two month rule” depressed enrollment in two ways.*®® First, it excluded
persons who have strong continuous work histories, even when beneficiaries had
disabling conditions that unequivocally met SSA listings. Some argued that these were
the very people in the best position to make gains under an offset provision. Second,
some individuals approaching the seventy-two month limit may not have enrolled
because they feared that they would incur high transaction costs during the short period

between entrance and exit.

187

Finally, we observed unexpected geographic variation in enrollment patterns.
Table 1V.13 displays information about the distribution of participants across Wisconsin's
three largest metropolitan areas/labor markets at the time of their enroliments. There is

also a residual “other” category that combines data from all other Wisconsin locations.

188

Table 1V.13: Distribution of Participants by Geographical Area at Enroliment

Treatment Control All % of State
Group Group Population

Area of
Residence
Milwaukee 26.7% 14.3% 21.0% 30.7%
Area
Madison Area 12.0 18.7 15.1 9.8
Green Bay / 10.2 11.7 10.9 14.0
Fox Valley
Other 51.1 55.2 53.0 45,5

Data Sources: SSDI-EP encounter data and 2006 U.S. Census Estimates
Sample Sizes: 496, Treatment=266, Control=230

The Green Bay/Fox Valley area (11% of enrollment) and, especially, the

Milwaukee area (21%) have a smaller proportion of SSDI-EP participants than would be
implied by their share of the state’s population. The difference is especially noticeable in
the Milwaukee area where the proportion of pilot participants is barely two thirds of what

might be expected and almost half the provider agencies were located. By contrast, a
somewhat greater proportion of enroliment came from the Madison area (15%) and
elsewhere in the state (46%).

186

It is important to note that observers are not necessarily or even mainly talking about persons

with histories of lengthy spans of above SGA earnings following their TWP. In many cases they
are talking about persons with earnings relatively close to SGA on a persistent basis. This is
sometimes called “parking,” especially when it is a conscious strategy.

87 While such costs can be directly financial, they can also be incurred in time, effort, and
anxiety. While such costs might have been viewed as hypothetical during the SSDI-EP’s
enrollment period, ongoing difficulties in administration of the benefit offset have made these

costs real.

188

Areas are composed of county units. The three metropolitan areas reflect Metropolitan

Statistical Areas (MSA) as defined in 2005. The Milwaukee area includes the Milwaukee-
Waukesha-West Allis MSA and the Racine MSA. The Green Bay/Fox Valley area includes the

Green Bay, Appleton, Oshkosh-Neenah, and Fond du Lac MSAs.
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It is not likely that this distribution had a major effect on pilot outcomes. Though,
it could be argued that employment options are more constrained in rural areas, the
“other” category includes all or parts of eight MSAs including portions of the Chicago and
Minneapolis-St. Paul metropolitan complexes. The geographical “irregularities” that had
greater potential to affect pilot outcomes were the differences in the proportions
assigned to the study groups within geographical areas. AlImost twice as many
participants in the Milwaukee area were assigned to the treatment group than to the
control group. By contrast, Madison area enrollees were about 50% more likely to have
been assigned to the control group. To the extent that labor market conditions and/or
human capital characteristics differed across regions, there would be a chance that the
offsets’ estimated impacts could be either exaggerated or suppressed.*®

D. Participants Experience with Enrollment Process

This section of chapter IV examines the participants’ experience of the
enrollment process. We begin by presenting information obtained directly from
participants through surveys or focus groups. As this information is limited in scope and
was collected well after enrollment, we supplement this with what provider agency staff
conveyed about feedback they received from the participants they worked with.
Additionally, we present information about how provider agency staff viewed the
enrollment process and the challenges they faced implementing it.

1. Feedback from Participants

Relatively little information about participant perceptions of the enroliment
process was collected through surveys and only then through instruments administered,
respectively, one and two years following enrollment. Most participants completed the
follow-up surveys.'®

Table 1V.14 displays responses for a question intended to measure participants’
opinions about whether the pilot had been well explained to them. This item is a global
assessment and does not allow us to look at participants’ views about how well specific
aspects of the pilot were explained.

Four-fifths of those who responded to this item agreed that the project had been
well explained. Those assigned to the treatment group were somewhat more likely to
report that they strongly agreed than those assigned to the control group (58% vs. 42%).
Additionally, there was substantial variation across provider agencies in how well
participants thought the project had been explained. In general, participants at agencies
with smaller enrollments were more likely to say the pilot had been well explained; the

189 Economic conditions were significantly better in the Madison area than the Milwaukee area

through the study period. Additionally, the Milwaukee area, particularly within the City of
Milwaukee, had higher poverty levels and generally lower levels of educational attainment and
other indicators of human capital development. However, we have not yet looked for differences
in “human capital” variables across geographical areas for those in the SSDI-EP sample.

1% The year one return rate was 82%, the year two rate 77%. Return rates for the two study
groups were almost identical for the first follow-up survey, though the proportion of those
completing the second survey was almost 5% lower for the control group than for the treatment

group.
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percentage of answers in the positive categories was about 13% higher.*** We do not
show the response distribution for the second follow-up survey as they were similar to
the result shown in table IV.14. The main difference were increases in the proportions of
control who either strongly agreed that the pilot had been well explained or indicated that
they felt it had not.

Table IV.14: Participant Perceptions of How Well Provider Agency Staff Explained

Pilot
Strongly Disagree Neutral Agree Strongly
Disagree Agree
Staff
explained
the Pilot in
ways |
could
understand
Treatment 6.2% 5.7% 5.2% 25.2% 57.6%
Control 5.7 9.1 7.4 36.4 41.5
All 6.0 7.3 6.2 30.3 50.3

Data Source: SSDI-EP Year One Participant Survey
Sample Sizes: 386 (78%), Treatment=210 (79%), Control=176 (77%)
Note: Valid answers only

However, additional information from focus groups suggested that the survey
data may gloss over important nuances in how participants experienced the enrollment
process. In turn, only a small number of SSDI-EP patrticipants attended the focus groups
and their responses cannot be assumed to be representative of the full sample.

Attendees at the spring 2007 focus groups were asked whether they felt they had
a good understanding of the pilot when they enrolled. Responses were decidedly
bimodal. About as many attendees felt that they had an inadequate understanding of the
pilot when they enrolled as the number that indicated they had understood the pilot very
well. Relatively few of those attending the focus groups expressed a “middle” position,
for example that they had enrolled with some understanding of the SSDI-EP, but lacked
information or felt confusion about one or more aspects of the project.

When focus group participants offered specific comments about what aspects of
the pilot were not well enough explained during the enrollment process, the emphasis
was on the financial aspects of the project. Some said they did not receive a good
explanation of how or when the offset would be applied. Others expressed having
uncertain comprehension of how their earnings would be tracked, including the purpose
of the earning estimates.

The spring 2007 focus groups elicited other information about how participants
viewed the enrollment process. For the most part, attendees didn’t have strong feelings
about the process. Some were bothered by the amount of paperwork, but for the most
part saw it as something to be endured in order to get a chance to use the offset.
Similarly, there was relatively little concern with the need to give the SSDI-EP personal

191 smaller provider agencies were those with less than twenty-five participants.
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information. Several individuals indicated that the requirement to do so was a sign of the
project’s authenticity.

Though the majority of focus group participants seemed accepting of random
assignment, some expressed dissatisfaction. Though, in some cases, this feedback
reflected disappointment with not being assigned to the treatment group, several
attendees had more generalized objections to random assignment. In particular, some
argued that all volunteers should have access to the offset as the current level of
employment outcomes among SSDI beneficiaries were so low as to allow those
outcomes to serve as an adequate “natural” comparison.

Indeed, it is not surprising that those volunteering for a study would have an
interest in how the random assignment worked. After all, it is reasonable to assume that
most participants joined the SSDI-EP because they wanted access to the offset feature.
It would seem to follow that each participant would want to know whether he had been
assigned to the treatment group and would tend to remember that information. That
would appear to be particularly true for those assigned to the treatment group. Beyond
any actual use of the offset, the need to update earnings estimates and to provide the
pilot with pay stubs, W2 forms and/or other confirmations of earnings would appear to
serve as periodic reminders of assignment to the intervention.

Table I1V.15 presents information about how well participants recalled their study
group assignments, respectively, a year and two years following enroliment. On the
positive side, only a small proportion of survey respondents mistook their assignment. In
no case was the proportion over 3% and these proportions were even smaller in the
second year.'%?

Table IV.15:; Participant Self-Report of Study-Group Assignment

Responded Responded Didn’t Know
“Assigned to “Assigned to

Treatment” Control”
Responses, one
year after entry
Treatment 58.1% 2.9% 39.0%
Control 2.3 60.8 36.8
Responses, two
years after entry
Treatment 54.2 5 45.3
Control 7 60.0 39.3

Data Source: SSDI-EP Year One and Year Two Participant Surveys

Sample Sizes: Year One, Treatment=210 (79%), Control=171 (74%) Year Two, Treatment=190
(71%), Control=145 (63%)
Note: Valid answers only

Nonetheless, a large minority of participants, usually approaching 40%, reported
not recalling which study group they had been assigned to. This finding is not
necessarily surprising for the control group who in many cases may have had little

192 A5 the proportion of survey respondents decreased over time, it is likely that respondents were

disproportionately those with ongoing involvement with the project.
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contact with the pilot after their first months beyond that for collecting information for
evaluation purposes. Yet the proportion of “don’t know” responses was actually higher in
both time periods for the treatment group.

Unfortunately neither the surveys nor the 2007 focus groups included a question
that would identify why participants enrolled in the pilot. The 2008 focus groups did.**?
Attendees responded much as expected, with the most frequent answer being that they
hoped to use the offset to increase their earnings without losing all of their SSDI benefit.
Another frequent response was that while there was no immediate expectation of using
an offset, the participant wanted the opportunity to use it in the future.*®** However, one
frequent response, at least if taken literally, was inconsistent with what the pilot offered.
Some participants said that they expected that the SSDI-EP would provide direct help in
placing them into jobs.

2. Feedback from Provider Agency Staff

We now turn to the information that provider agency staff gave us about
consumers’ feedback about the enrollment process. This feedback includes reports of
what consumers told staff and the staff members’ observations of the behavior of those
consumers. For the most part this information was gathered through formal interviews in
spring 2006. Thus, this information applies most to the period before recruitment letters
were sent directly to those using the Medicaid Buy-in or DVR services.

Agency staff recalled a wide range of questions and comments consumers made
during the enroliment process. Nonetheless, the most frequent themes closely matched
those identified by the participants who attended focus groups. There was occasional
and largely negative feedback about random assignment, chiefly after assignment and
from those placed into the control group. Some staff reported consumer concerns about
the amount of paperwork or the loss of privacy. There were also reports of consumers
expressing satisfaction with the enrollment process, particularly that they would be
informed of the results of random assignment almost immediately. However, no staff
member reported that any participant complained that the staff member hadn’t
adequately explained the pilot.

These interviews also provided valuable information about how agency staff
viewed the enrollment process. Their comments emphasized issues pertaining to
eligibility determination and requirements.

Though almost all provider agency staff interviewed said that the BPQY (Benefits
Planning Query) was the single most important information source for assessing pilot
eligibility, about 60% of respondents also said that they often needed to obtain additional
information to make even a tentative judgment of a consumer’s eligibility. Most
frequently, the main challenge was identifying whether a prospective participant had
completed the TWP and, if so, when that had occurred. Given this, it is not surprising

193 Participation in these focus groups was limited to those in the treatment group who had at
least started a TWP. Though we see no reason why their motivation for enrolling would be
different than for other participants, we acknowledge that possibility.

19 Enrollees were told that if assigned to the treatment group the offset would be available for
their use in the future, no matter when they completed their TWPs.
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that agency staff most often contacted a local SSA field office or the Social Security Area
Work Incentive Coordinator (AWIC) for Wisconsin for additional information. Staff also
reported obtaining eligibility relevant information directly from consumers, existing
agency records, and occasionally caseworkers at other organizations or employers.
Other challenges to determining pilot eligibility included issues around possible SSI
participation (including use of a PASS), whether consumers received checks reflected
their oiglsn FICA payments, or whether there had been expedited reinstatements to

SSDI.

About three-quarters of those we interviewed said that they either never or rarely
encountered problems establishing eligibility. Those who reported having more frequent
problems generally attributed them to either incomplete or inaccurate information on the
BPQY. As already noted, once such issues were identified, the typical response was to
seek information from other sources, most frequently from local SSA offices or the
AWIC.

Provider agency staff also noted challenges about understanding and interpreting
pilot eligibility rules. Almost all reported talking to staff at Pathways for clarification.
Usually agency staff initiated the contact, though SSDI-EP central staff made the first
inquiry about a third of the time, usually after a problem had been brought to their
attention. By far, the most frequently discussed issue was how to interpret the seventy-
two month rule and its implications for how long a potential enrollee would have access
to the offset.'®

Finally, a significant minority of provider agency staff made it very clear that they
considered the seventy-two month rule a serious mistake.*®” They argued that the rule
either excluded or greatly discouraged participation of the best candidates for testing the
value of the offset: those past the end of their EPE and having continuing employment.
The argument was that many of these individuals were deliberately keeping their
earnings under SGA to retain their benefit check and would not do so if they had access
to a benefit offset.

1% PASS stands for Plan to Achieve Self Support. This work incentive, among other things,
allows those receiving Social Security disability benefits to save for or spend money on
employment related training, equipment, or services without running afoul of earnings, income, or
asset limits that would otherwise apply. When a SSDI only beneficiary uses PASS, she must
devote enough of her personal income to also qualify for SSI. By starting a PASS an otherwise
eligible beneficiary becomes ineligible for the offset pilot.

19 Until shortly before enrollment began, the draft policy was that enrollees assigned to treatment
and who had completed their EPE but had not reached the seventy-second month after TWP
completion would get thirty-six months in which they could potentially use the offset. Though by
the time the pilots started SSA had changed this policy to a hard and fast limit on eligibility to the
end of month seventy-two, provider agency staff was initially trained as if the prior expectation
had remained in effect.

97 provider agency staff offered these remarks at the end of the interview when asked to bring up
any important topic they felt had not been raised before or adequately discussed. Since we did
not seek to elicit comments on the issue, we take the relatively large number of unsolicited
comments as indicating the concern about the implications of the seventy-two month rule was a
highly salient one.
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E. What worked well (enrollment)

Two important indicators of the success of the enrollment process were exactly
the same as for the recruitment process. There were a sufficient number of volunteers to
assess pilot processes and to conduct a formative impact evaluation. As noted before,
the first benchmark was easily met, though the second was only marginally achieved, if
the criterion was the minimum recruitment target of 500. Study groups were of
acceptable size and baseline characteristics were consistent with a successfully
implemented random assignment process.

Additionally, it is clear that enrolling participants at geographically removed
locations using organizations and staff not directly under SSDI-EP central office control
worked adequately. Training and technical assistance activities, data collection, and
random assignment processes all appear to have worked well enough. Though there
were some problems around eligibility determination, the problems could not be
characterized as severe. Provider agency staff was able to obtain BPQYs with
reasonable ease and more often than not these proved adequate for determining pilot
eligibility. When information was incomplete, agency staff could generally obtain what
they needed, especially from SSA local offices or the state AWIC.

For the most part, enrollees felt the pilot had been well explained, albeit with
some later reports that important issues, such as how the offset would be implemented,
were not as well covered as they might be. Though participant understanding of their
assignment to the treatment or control group was far from complete, few participants
incorrectly identified their assignment. In general, participants tolerated the paperwork,
the need to provide personal information, and the use of random assignment. They liked
learning their assignment in real time. Attrition immediately following enroliment was
slight and (excluding deaths) was relatively modest over the course of the pilot.**®
Finally, as will be documented in chapter V, most enrollees proved willing to stay in
contact with the pilot and to cooperate with data collection for both administrative and
research purposes, in some cases for more than three years.

F. What didn’t work (enrollment)

Though relatively few participants were affected, there were some serious
problems with determining eligibility in specific cases. Though these cases occurred in
both the treatment and control groups, the ramifications were quite different.

Eligibility problems for those in the control group were determined rather quickly
through the cooperation of the AWIC. Though loss of pilot eligibility could mean that the
former participant would lose access to benefits counseling and other services, available
evidence suggests that this rarely happened. By contrast, being declared ineligible
following enroliment would deprive a treatment group member of potential access to the
offset and of suspension of the medical CDR during the pilot. As these eligibility
determinations were made at Office of Central Operations in Baltimore, enrollees and
their provider agencies sometimes learned about enrollees’ ineligibility months after
enrollment. This problem appears to have been exacerbated by the fact that OCO did
not assign designated staff to pilot duties during the first year of the effort.

198 gix participants voluntary withdrew before completing the first quarter following the enrollment

guarter. All had been assigned to the control group.
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This is not to say that implementation of enrollment processes in Wisconsin
whether by the central project office or at the provider agencies was without fault. We
have noted that the SSDI-EP central staff disseminated some incorrect information in its
initial training of agency staff. Not all provider agencies were equally effective in
explaining the pilot. Indeed, we are especially troubled that well over a third of
participants did not know their assignment to treatment or control irrespective of
assignment. This is especially troubling in the case of the treatment group.

Finally, there are important aspects of the enrollment process for which we have
little information. The most important of these is whether and how well the “ability to
benefit” discussions were performed. Though the fact that most participants reported
that the pilot had been well explained, we have anecdotal reports, including from
provider agency staff, that such discussions were often brief and shallow. Nonetheless,
the need for extensive discussions may have been reduced because some level of trust
had been developed between the enrollee and the staff member conducting the
enrollment. In many cases the enrollee may have already had a long term relationship
with the provider agency and/or the staff member. More often than not, the staff member
was a benefits counselor. As benefits reviews were often updated or performed de novo
prior to formal enrollment, this activity may have encouraged the consumer to at least
provisionally extend her trust.

G. Summary of lessons learned for informing BOND (enrollment)

Our thoughts about the applicability of what we learned about the SSDI-EP’s
enrollment process rests on our current understanding of the Benefit Offset National
Demonstration (BOND), an understanding that is certainly incomplete and possibly
inaccurate. To the best of our knowledge, SSA expects several hundred thousand
beneficiaries to be included in the project. Most of these will be in a control group and
will almost certainly never be informed of their “involvement.”**® Those in the primary
treatment group will be informed, probably by mail, of the availability of the offset and the
rules for its use. Our understanding is that there will be no formal enrollment process for
these individuals, though it is likely they will be given contacts for more information about
BOND and, perhaps, how to access benefits counseling and other support services.?®

However, the BOND design appears to include a number of smaller participant
groups to test various combinations of services and support, both in conjunction with the
offset and without it. Though, unlike the SSDI-EP, these individuals will be pre-selected
through a sampling procedure, they still must volunteer for the project. Therefore, it
would appear that BOND must design and implement processes to explain the pilot and
gain informed consent from the volunteers participating in so-called “tier two” groups.

199 “Involvement” in this context refers to BOND's use of data about control group members from
SSA and possibly other federal agency databases.

% Managers and operational personnel from the four offset pilots have all argued that those in
the primary treatment group will need access to benefits counseling and perhaps other services
to effectively use the offset and/or to avoid inadvertently doing things that might negatively affect
their eligibility or benefits for public programs. See Jensen, Allen and Silverstein, Robert. 2007.
“Significant Lessons Learned from the Benefit Offset Pilot Demonstrations: Summary of the
March 2007 Conference (draft).” Cambridge: MA: Abt Associates, Inc. pp. 11-12 and 18.
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If it is correct that these volunteers will be drawn from ten geographically distinct
areas, the BOND will need local capacity to conduct tier two enrollment. In some
respects those operating BOND will face the same need to locate, train, support, and
monitor local capacity as the SSDI-EP did and can learn much from the SSDI-EP’s
experience. BOND presumably will have the advantage of having eligibility confirmed
before approaching potential tier two volunteers. However, BOND may face two
disadvantages. The first arises from general distrust of SSA, whether resulting from the
often arduous process of establishing SSDI eligibility or that many beneficiaries find
communications from the agency difficult to understand. Moreover, even when the
content can be understood, a sizable proportion of beneficiaries are said to hold the view
that any communication from SSA portends “trouble.” Second, even if BOND engages
local organizations to perform enrollment, it will not necessarily be the ones that most
prospective enrollees already have relations with. It is not that we fear that SSA and
BOND will make poor choices, but that they are likely to contract with a relatively small
number of entities to provide services in ten relatively large geographical areas. As such,
we would expect that the presence of existing trust relations will be relatively infrequent
compared to the SSDI-EP and the other pilots.
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CHAPTER V: ADMINISTRATION OF THE PILOT

This section of the report concentrates on the SSDI-EP’s implementation, save
for the recruitment and enrollment processes already discussed in previous chapters.
Nonetheless, this chapter inevitably looks at some events that occurred before any
beneficiary was either recruited or enrolled. The pilot had to be staffed and, in turn, those
engaged to staff the pilot had to be prepared to fulfill their responsibilities.

The core of this chapter is the material about service provision and the
implementation of the benefit offset provision. We conceptualize offset administration
broadly. It is not just identifying which participants would be using the offset at any
particular time and then processing the reduction of their SSDI checks by one dollar for
each two dollars of earnings beyond SGA. We also include the processes for estimating
earnings, confirming earnings, suspending medical Continuing Eligibility Reviews
(CDRs), and conducting work CDRs at the end of the Trial Work Period (TWP). While
material concerning service provision applies to all SSDI-EP participants, material about
the other topics applies only to members of the treatment group.

As service provision was implemented wholly in Wisconsin, we had opportunities
to gather information from all relevant parties and, to a lesser extent, directly observe
project activities. On the other hand, the processes associated with offset administration
were largely in the hands of SSA staff in Baltimore. While we had limited contact with the
project manager, there was essentially none with Office of Central Operations (OCO)
staff who carried out many of these activities. What we know about how OCO
implemented the offset is largely through the reports of third parties.

Since the offset pilot involved an interorganizational division of labor, significant
attention is given to how staff located in multiple entities interacted to manage and
deliver a project. This includes the relationship between the SSDI-EP central office and
SSA, but given the decentralized structure of the Wisconsin pilot at least as much effort
goes to describing the relationships between the SSDI-EP central office and the twenty-
one provider agencies that directly worked with participants.”*

Chapter V also presents material about participants’ experience of the pilot, with
an emphasis on what was learned through surveys and focus groups. In some respects,
information about how participants perceived the offset pilot may prove more important
than reports or assessments from project staff. After all, it will be beneficiaries who will
make the decision as to whether to make use of a benefit offset should one become
available. We would further argue that the participant perspective is vital for making
good design decisions for the national demonstration (BOND). For example, SSA hoped
that the pilots would provide useful information about effective methods of keeping
participants informed and for encouraging them to remain actively involved in the project.
This is not to say that useful information about these issues cannot be obtained from
project staff and records. Yet, who was in a better position than the participants
themselves to indicate what worked in these areas?

21 Twenty agencies after June 30, 2007
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A. Implementation of Pilot Components

To either describe or assess the implementation of the Wisconsin offset pilot
requires providing relevant information about those who staffed the project. It is
important to ask whether project staffing was both quantitatively and qualitatively
adequate. It is also important to know whether staff attrition was of a character to
seriously impede project implementation. For the SSDI-EP, staff critical to implementing
the pilot were housed in three different settings: SSDI-EP central operations at
Pathways, the provider agencies, and at SSA in Baltimore. Pathways had only partial
authority over who staffed the pilot at the provider agencies and how they performed
their functions. Pathways had no control whatsoever over staffing at SSA.

Over most of the project, eight individuals at Pathways devoted substantial time
to the SSDI-EP.?% Collectively, they constituted the SSDI-EP central office. The Director
of the DHS Office of Employment and Independence (OIE) was viewed as project lead
at SSA. While he had been deeply involved in early planning and implementation, in
later years his internal role was to exercise general oversight. The OIE Director
continued to take a leading role in representing the SSDI-EP to SSA, the other pilots,
and other units in Wisconsin state government. The personnel who carried out the day to
day work of the central SSDI-EP office were divided into two functionally distinct groups:
an operations team and an evaluation team.

The operations team’s activities were diverse but could be viewed as having two
major components. The first was to make sure that field operations (e.g. enrollment,
service provision, etc.) would be performed as intended. To a large extent this meant
making sure that provider agencies had adequate capacity, monitoring provider agency
performance, and figuring out how to respond to any problems that were observed.
Secondly, the operations team acted on behalf of SSA to collect information needed to
administer the offset itself or related procedural tasks. Often these functions overlapped.
The operations staff might need to act as an intermediary between the provider agencies
and SSA, for example to clarify a policy or to “troubleshoot” individual participant
problems. Generally, there were three individuals assigned to this team. Two members
had primary responsibility for performing these functions on an ongoing basis. The third
member focused more on overall project management and coordination, but was still
involved in day to day support activities.

The evaluation team was also housed at the SSDI-EP central office. Their role in
administering the pilot itself was restricted to information collection, especially training
and technical assistance for provider agency staff. The team was composed of four
members, three researchers and a data manager. The data manager also served the
operations team.

The SSDI-EP central office experienced relatively little attrition. It is even
arguable that the attrition that occurred might have actually improved the SSDI-EP’s
capacity to administer the project. Two of the three original members of the operations
team left the project less than a year after enrollment began. Though one of these
individuals was an experienced benefits counselor, these individuals involvement in the
pilot had been mainly in the areas of policy development and process design. Both of the
replacements were experienced benefits counselors. Moreover both had been involved

292 pathways also devoted a substantial part of a clerical employee’s time to the project.
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in the training and mentoring of new counselors through the Wisconsin Disability
Benefits Network (WDBN) and had worked at provider agencies involved in both SPI
and the SSDI-EP. Whether by foresight or fortune, the SSDI-EP would be in a better
position to help provider agency staff and pilot participants troubleshoot the increasing
issues that arose around work CDRs and either late or inaccurate payments to those in
the treatment group.

As noted in chapter Il, provider agencies were given substantial latitude on how
to staff the project. In reality, there were only two requirements. The provider agency had
to be able to provide SSDI-EP participants with benefits counseling that was acceptable
to Pathways. In most cases this requirement was met by having one or more benefits
counselors who had been trained by the WDBN on staff. However, it was also
acceptable to obtain benefits counseling services by contracting with another
organization or a qualified independent contractor. In either case, Pathways specified
that no full time benefits counselor should have a caseload of more than thirty.

Secondly, each provider agency needed to designate an administrative contact,
sometimes called the “site coordinator,” to handle contract issues and to be responsible
for assuring that necessary operational and research reporting was done. Sometimes,
this function was added to an agency administrator’s work load. More often, the site
coordinator duties were handled by a benefits counselor or another individual who
provided services directly to pilot participants.

Although the SSDI-EP expected provider agencies to help participants to identify
and then access needed employment services, this expectation did not generate an
explicit staffing requirement.*®® There was substantial variation in how and in what
guantities provider agencies engaged in employment related service coordination and
provision. Our observation is that variation reflected the provider agency’s overall service
philosophy and capacity. If a provider agency had already heavily invested in the ability
to provide some range of employment related services to its consumers, those enrolled
in the pilot would also be likely to have good access to those services. In those cases
where capacity did not exist, the benefits counselor would have to take on the
employment service planning/coordination duties if they were to be performed at all.

Thus, when assessing whether provider agencies were adequately staffed, the
bottom line is whether there was sufficient benefits counseling capacity. In interviews
held less than a year after project start-up, site coordinators reported that they had little
difficulty identifying capacity. In most cases this assertion was true. Experienced benefits
counselors were already working at most agencies. In other cases, newly hired staff
would need to go through the WDBN training and then acquire some job experience.
This process, at best, would take several months.

The greater danger to provider agency capacity would be attrition of benefits
counselors, especially when there was only a single counselor at an agency. Such
losses were compounded by the fact that a new benefits counselor had to earn the trust

293 The SSDI-EP recommended that for each fifteen participants there should be one staff
member to help plan and coordinate employment related services. We are not aware of any
serious effort to encourage provider agencies to meet this standard. Indeed, in contrast to
benefits counseling, there was little besides providing access to training that the SSDI-EP could
do to help provider agencies to build or maintain capacity to provide employment related services.
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of her consumers. Fortunately, most provider agencies were able to keep benefits
counselors in place over long periods of time. However, there were exceptions. On the
basis of project records, reports from central operations staff, and participant focus
groups, it is clear that at least four provider agencies went through protracted periods of
time without providing participants with adequate access to benefits counseling
services.?®* The positive news is that in three of these four cases, problems were
ultimately resolved or substantially reduced. As such, we think the evidence supports a
judgment that the SSDI-EP developed and maintained the basic capacity needed to
guarantee the delivery of required benefits counseling services.?*

The SSA staff directly involved in administering the offset pilot all worked in the
agency’s headquarters in Baltimore, MD. The staff performed activities relevant to all
four pilots, not just the SSDI-EP. However, these staff cannot be viewed as constituting
a central project office. The project manager was located in the Office of Program
Development and Research. The individuals who administered the offset and related
processes were located in the Office of Central Operations (OCO).

Our ability to observe or to obtain reports about the project manager’s activities
was largely limited to his efforts as a contract manager and/or as a liaison between the
four pilots and his agency. In our view he preformed these functions effectively; neither
the SSDI-EP nor this evaluation would have been possible without his efforts.*®
However, the project manager did not have direct control over how OCO organized or
performed offset administration. Though we have reports that the project manager
encouraged changes in how OCO conducted offset administration, we are notin a
position to identify his actual role.

OCO was responsible for both applying the offset to SSDI checks and
ascertaining when those in the pilots’ treatment groups would be eligible to use the offset
provision. In many respects these tasks were non-routine, either requiring application of
different rules or the need to record information “by hand.” Until spring 2008, OCO did
not constitute a unit with designated staff to perform these duties.?®’ Even after
designated staff was assigned to offset administration, their tenure was limited due to
SSA’s staff rotation policies. It is reasonable to ask whether OCQO'’s performance of pilot
related tasks were affected by insufficiently developed organizational capacity early in
the pilots and staff turnover later on. The evidence appears to be yes. When SSA

2% n three of these cases the problem was either the lack of internal capacity or the

unwillingness or inability to use existing capacity for the pilot participants. The fourth case
combined unwillingness to use internal capacity on behalf of the pilot with an inability to get an
external organization that had been contracted to provide benefits counseling to fulfill its
obligations.

% This assertion is not a claim about the quality of benefits counseling services. It is also not an
assertion that all provider agencies provided one full time benefits counselor for every thirty pilot
participants. These matters will be examined later in this chapter.

2% For example, the project manager was chiefly responsible for assuring that SSA administrative
data would be available for evaluating the pilots. Getting this accomplished in a manner that
addressed legal requirements and all parties’ needs and interests proved to be a major effort.

27 However, it does appear that OCO utilized a small group of disability examiners to do the work
CDRs through most of the period the offset pilots operated.
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decided to end the “active phase” of the pilots and return treatment group members who
had not completed their TWP to regular SSDI rules as of the start of 2009, SSA cited the
difficulty of administering the offset as the major reason for taking those actions.?®

1. Benefit Counseling and Other Program Services

The SSDI-EP assured participants that they would have access to work incentive
benefits counseling as needed and without distinction based on assignment to the
treatment or control group. This commitment was backed with a funding source (albeit
initially one of last resort) and substantial training and technical assistance capacity
through the WDBN and the pilot itself. Participants were also told that their provider
agency would help them identify employment goals and what services and supports
would be needed to achieve them. However, the provider agency was not required to
supply or pay for those services and supports. The obligation was to make a good faith
effort to help the participant obtain access.

a. Benefits counseling

Table V.1 displays information about the amount of benefits counseling pilot
participants received in the nine quarters that constitute the primary analytical period for
this study. QO designates the calendar quarter in which the participant entered the SSDI-
EP. Service hours represent the hours of benefits counseling activity reported by the
provider agency. It can include time spent on gathering information or engaging in
troubleshooting with public agencies, as well as direct contact with consumers.*

Table V.1: Benefits Counseling Services Provided to Participants, Q0-Q8

Treatment Control Difference All
Mean Hours 8.9 6.5 2.4 7.8
Median Hours 5.0 2.5 2.5 4.0
Standard 12.8 10.3 2.5 11.7
Deviation
% getting no 16.2% 29.6% -13.4% 22.4%
benefits
counseling
% getting >0 27.1% 26.1% 1.0% 26.6%
hours but < 4
hours
% getting 4 to 8 21.4% 17.4% 4.0% 19.6%
hours
% getting > 8 35.3% 27.0% 8.3% 31.5%
hours

Data Source: SSDI-EP Encounter Data
Sample Sizes: 496, Treatment = 266, Control = 230

28 Federal Register Online, December 11, 2008. Washington DC: GPO Access,
wais.access.gpo.gov. 73 (239) pp. 75492-4. E-mail forward to SSDI-EP central office December
12, 2008.

299 However it excludes gathering or recording information specifically for administrative or

research reporting.
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The data presented in table V.1 suggest that the typical participant received
relatively little benefits counseling in the roughly two years following enroliment. The
average value was approximately eight hours, the median only four. We were surprised
by this finding, as we were by the fact that 22% of participants received no benefits
counseling subsequent to enroliment.

Yet, the relatively small number of service hours most participants received is
only problematic if not having more service was injurious to their ability to make progress
toward their employment goals. About 90% of benefits counselors serving the project
claimed that participants, irrespective of study assignment, received service that at least
adequately met their needs.?° As will be described later in this chapter, most
participants thought so too, though not by such an overwhelming margin.

In chapter VI, we present evidence that even relatively small amounts of service
(four hours or more) were associated with increases in employment outcomes.
Additionally some benefits counselors did not record all service hours that they might
have, though we cannot quantify the extent to which this happened.?! Finally, it is
possible that at least some participants received sufficient benefits counseling prior to
pilot entry. For example, the SSDI-EP did not require a new or updated benefits analysis
when one had been completed within a year of enrollment and there had been no
important changes in the participant’s circumstances or employment goals.

Table V.1 also provides a basis for asking whether those in the control group had
equal access to benefits counseling services. The information suggests this cannot be
assumed to have occurred. Both mean and median service hours are less for the control
group than for the treatment group. Still, the more disturbing piece of information is the
difference between the two assignment groups in the percentages receiving no benefits
counseling in the Q0-Q8 period. The proportion in the control group is 30%, compared to
only 16% in the treatment group. Similarly, the percentage in the treatment group who
got the amount of service that is associated with positive employment outcomes was
about 12% higher than for the control group.

Though these differences are real, they must be put into context by remembering
that it was expected that the typical participant would get more benefits counseling soon
after enrollment than later, in large part due to the need to produce new or updated
comprehensive benefits analyses. It was also hypothesized that those in treatment
might, on average, get more benefits counseling over the course of the pilot as they
used the offset to achieve ongoing monthly earnings above SGA.

Table V.2 presents information about the receipt of benefits counseling services
in two time periods shortly after pilot entry. The first time period is limited to the

enrollment quarter and the first quarter thereafter. The second time period adds Q2.%*

19 Spring 2008 provider agency interviews were held exclusively with benefits counselors and

concentrated on topics related to service provision and offset usage.
2 For example, during our 2008 interviews with benefits counselors we learned that some did
not record the hours they spent troubleshooting problems stemming from offset administration
problems such as incorrect or late SSDI checks.

%2 Encounter data for benefits counseling and other services delivered by the provider agency
was recorded from enroliment forward. Therefore, there can be significant variation in the amount
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There is no difference in the mean hours of service received between the treatment and
control groups, though the typical treatment group member still gets somewhat more
benefits counseling. The proportions getting services in each group is similar, though
almost 40% in both have no reported hours. Finally, the results for the alternative Q0-Q2
analysis are comparable to those for the Q0-Q1 period. All in all, these data suggest that
most of the treatment group’s additional service comes after Q2. The data also make it
clear that those who get their first benefits counseling after Q2 are over twice as likely to
be treatment group members.

Table V.2: Benefits Counseling Services Provided to Participants, Q0-Q1

Treatment Control Difference All
Q0-Q1
Mean 3.8 3.8 0.0 3.8
Median 2.0 1.3 0.7 1.8
Standard 5.2 5.3 -0.1 5.2
Deviation
% getting 62.4% 60.9% 1.5% 61.7%
service
Q0-Q2
Mean 4.6 4.3 0.3 4.4
Median 2.0 1.6 0.4 2.0
Standard 6.4 5.8 0.6 6.1
Deviation
% getting 66.5% 62.6% 3.9% 64.7%
service

Data Source: SSDI-EP Encounter Data
Sample Sizes: 496, Treatment = 266, Control = 230

Although the findings exhibited in table V.2 imply that differences between the
treatment and control groups in the amounts of benefits counseling services received
shortly after entering the SSDI-EP are modest, they do little to explicate why so many
participants did not receive any benefits counseling in the months following enroliment.
Is it possible that an appreciable portion of the 35% who had not gotten any benefits
counseling by the end of Q2 had received services prior to enrollment and needed no
more? The available information suggests otherwise.

We have identified 172 SSDI-EP participants that we have strong reason to think
had meaningful benefits counseling prior to enroliment.?*? A small number of these
participants had also been in SPI, but most were identified from information that the
SSDI-EP operations staff collected from provider agencies in early 2008.%** Participants

of time included in QO, ranging from a maximum of three months to a minimum of a single day.
We offer data for the Q0-Q2 period to more nearly equalize the comparisons across participants.
However, the variation in the lengths of QO periods included in these data should not have any
impact on differences between study assignment groups.

213 Meaningful benefits counseling is understood as that producing or utilizing a comprehensive
benefits analysis.

24t is likely this number includes errors of both inclusion and exclusion. There are cases of
recall error that can be clearly identified using the monthly encounter data reported to the
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for which there was a report of prior benefits counseling received a mean of 10.5 hours
of service and a median of 5.4 hours over the Q0-Q8 period. These figures are greater
than the comparable values for all participants or even those assigned to the treatment
group (see table V.1). Consequently, it follows that most of those who did not get
benefits counseling services during the pilot were unlikely to have received meaningful
services prior to entry.

However, none of this suggests why over the course of the pilot those in the
control group received less benefits counseling. Random assignment suggests that
there should not have been major differences between the study groups in their receipt
of benefits counseling prior to entering the pilot.?®> One plausible explanation has
already been mentioned. It is possible that access to the offset resulted in large enough
differences in employment opportunities and outcomes that those in the treatment group
had far greater incentive to use benefits counseling later in their pilot experience even if
they had not used the service earlier. The problem with this hypothesis is that it doesn’t
conform to actual trends in employment and earnings. Without going into details that are
found in chapter VI, there simply aren’t statistically significant differences in employment
and earnings trends between the treatment and control groups over the first two years of
participating in the SSDI-EP. While it is true that towards the end of the study period
there were increases in outcomes within the treatment group relative to the control
group, employment outcomes for the control group had generally been a little better over
the first year of SSDI-EP participation.

Another candidate for explaining differences between the treatment and control
groups is that provider agencies found it easier to get benefits counseling funded if the
participant was assigned to the treatment group. The SSDI-EP did not directly fund
services. Though provider agencies could arrange for payment through another
Pathways effort, the MIG funded “OIE grant,” at least initially Pathways was suppose to
be the funder of last resort. The most probable source of support outside Pathways was
DVR. As DVR policy was to financially support benefits counseling when a consumer
indicated he intended to earn above SGA, some thought that DVR would give
preference to consumers who had access to the benefit offset. However, we found no
evidence in support of this claim or that anyone in DVR made affirmative efforts to
identify who was assigned to the treatment group. In any case, even within the first year
of the pilot most benefits counseling was funded through the OIE grant. By 2008,
virtually all was.?*°

To attempt to understand reasons for variation in the provision of benefits
counseling to the two study groups, we examined differences at the provider agency
level. Nearly half of the agencies exhibited results consistent with overall findings: those

evaluation team. There may be cases where reporting staff were not aware of service that had
been provided by benefits counselors at other organizations or even at their own agency that had
been unrelated to pilot participation.

15 \We have not yet confirmed this directly. However, material in chapter IV supports the claim
that there are no differences in pre-enrollment characteristics incompatible with that expected
with random assignment.

% puring the pilot's first two years several provider agencies chose not to utilize the OIE grant, in
one case by unaccountably not being aware of the opportunity. There was no effective barrier to
receiving the grant. By 2007 all but one SSDI-EP provider agencies used the grant, by 2008 all.
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in the treatment group received slightly more benefits counseling than those in control,
with differences growing after Q2. There were even a couple of agencies where those in
the control group received more services.

Nonetheless, we found that at half (ten) of the provider agencies the typical
treatment group member received at least 50% more hours of benefits counseling than
those in control. At six of these agencies the median was at least twice as high for the
treatment group. Furthermore, at four provider agencies the median amount of benefits
counseling received by those in the control group was zero hours. Lastly, at most of
these provider agencies the proportion of control group cases that received no benefits
counseling in the Q0-Q8 period was at least 20% higher than the proportion in the
treatment group.?*’

With one exception we could not find any common thread among the ten
agencies where there were large proportional differences in the amounts of benefits
counseling provided associated with study assignment. All four of the agencies where
there had been protracted deficiencies in their capacity to deliver benefits counseling are
included in the group of ten. Additionally, three of these agencies are among the four
where the control group median was zero hours. It is possible that staff at these
agencies engaged in a form of triage favoring those in treatment, though we do not have
additional evidence to support that view.

We also want to recognize an additional factor that might explain at least some of
the greater amount of service that those in the treatment group received. In discussing
our doubts about whether all relevant benefits counseling hours had been captured in
the encounter data, we mentioned that some benefits counselors said they had not
reported time working on the problems of treatment group members related to actual
utilization of the offset. Still, it is likely that some benefits counselors reported such
activity as benefits counseling hours. Moreover, given the relatively small proportion of
offset users among all participants (roughly 11%) it is likely that the burden of dealing
with such cases fell disproportionately on some benefits counselors.

Another important factor in assessing service provision is variation across the
provider agencies. When we compared the hours of benefits counseling across twenty
provider agencies, we saw large inter-agency variation. Two agencies averaged more
than thirty hours, four less than three hours. Further, though the four agencies with long
periods of diminished service capacity were grouped toward the lower end of the
distribution, so too were several agencies with strong reputations for providing benefits
counseling and/or major roles in WDBN activities. Another relevant factor may have
been having caseloads well above the recommended thirty to one ratio.?*® Three of the
four agencies in this category had average service levels well under the average for the
twenty agencies. Then again, there is an exception. The fourth agency with a benefits

17 such differences in proportions need to be viewed with caution for the provider agencies with

smaller enrollments, especially when random assignment resulted in a disproportionate share of
participants at that location being assigned to one of the study groups.

18 The most extreme case was a caseload ratio of 78:1, 2.6 times the recommended load. This
benefits counselor faced the additional challenges of needing to be trained after he began work
on the pilot and working at an agency that did not have an experienced benefits counselor who,
though not assigned to the pilot, might have provided useful backup or mentoring.
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counselor serving a very large caseload posted the third highest mean and median
service level.

To the extent that we can discern a pattern in the group of agencies that had
means well above the average for the pilot, there is a tendency for their service
populations to have large proportions of consumers with cognitive and/or affective
conditions. Nonetheless, there are agencies that serve similar populations which have
mean and median hours of benefits counseling that are much lower.

Lastly, service quality can be just as important as service quantity. Unfortunately,
we did not have data that would support a direct assessment of the quality of benefits
counseling delivered through the pilot. Indeed, the issue of how to do this is of great
concern to those seeking to expand and improve benefits counseling practice both in
Wisconsin and nationally. SSDI-EP operations staff has characterized quality across
provider agencies as variable but generally acceptable or better. They reached this
judgment through input from those at WDBN who train and monitor the performance of
new benefits counselors and their own interactions with provider agency staff.***
Persistent concerns about unacceptable quality (as opposed to availability) focused on
only two agencies. We will now leave the topic of benefits counseling until later in this
chapter when we report information about both participant and provider agency staff
perceptions of their respective experiences receiving or providing the service.

b. Employment related services

Provider agencies were not under any specific obligation to provide employment
related services to participants. There was an expectation, consistent with Pathways’
and the SSDI-EP’s commitment to person centered planning approaches, that provider
agency staff would seek to identify participants’ employment goals and what services
and supports might be needed to achieve them. As the SSDI-EP (or Pathways) did not
fund such services, the provider agency would need to find some entity that would pay
for them.

Those planning the SSDI-EP hoped that the Wisconsin Division of Vocational
Rehabilitation (DVR) would be the main source of payment. Pilot staff, at both the central
office and the provider agencies, indicated that DVR purchased limited amounts of
employment related services for participants, chiefly due to the full and partial Order of
Selection closures that were concurrent with the pilot. We do not have data that will
confirm or refute this claim, though a substantial majority of SSDI-EP participants were
open DVR cases either during the pilot or in the period leading up to their enroliment.?°
The pilot's designers also anticipated that DHS long term care programs might be a
significant source of resources for employment related services. Though this might have

1 The central operations staff's role as intermediaries between the participants and provider
agencies on one hand, and OCO on the other, allowed them a particularly good window to
assess many aspects of benefits counselors activities related to the pilot.

2 Though DVR may have expended fewer dollars than it might have under better fiscal
conditions, it is still probable that DVR provided a large proportion of external funding for
participant’'s employment related services, especially when delivered through entities other than
the provider agency.
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been true for individual cases, only 8% of SSDI-EP patrticipants took part in one of these
programs.

More generally, we caution readers not to conclude that all or even most of the
employment related services that a participant received were delivered by provider
agency staff assigned to the SSDI-EP. In some cases services might have been
delivered by others in the organization. It is possible that the provider agency staff
working with the participant either did not know about the service provision or did not
consider it relevant to the pilot.?** The participant may also have received services
directly from other sources. Even if the staff working with the participant had full
knowledge of this service delivery, it would not have been reported to the evaluation
team using the monthly case-noting form.

Table V.3 presents encounter data about employment related services delivered
through the provider agencies that staff considered relevant to making use of the pilot.
The data are again for the Q0-Q8 period. Two facts stand out. Whatever the funding
challenges, on average, pilot participants received four times more hours of employment
related services than benefits counseling (31.3 versus 7.8). Table V.3 also indicates that
a majority of participants received no employment related services whatsoever.
Moreover, the standard deviations are at least three times larger than the means,
indicating that the lion’s share of services went to relatively few individuals among those
who received any.

221 provider agency staff made the decision as to which services provided to a participant through

their organization were relevant to someone’s participation in the pilot. There was no guidance
beyond this broad standard and the definitional material for the service categories reported to the
evaluators using the monthly case-noting forms.
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Table V.3: Employment Related Services Provided to Participants through
SSDI-EP Provider Agencies, in Hours, Q0-Q8

Treatment Control Difference All
Assessment &
Service
Coordination
Mean 17.3 25.3 -8.0 21.1
Median 0.0 0.0 0.0 0.0
Standard 74.0 113.4 94.3
Deviation
Employment
Support
Services
Mean 7.7 4.2 3.5 6.1
Median 0.0 0.0 0.0 0.0
Standard 23.0 15.3 19.9
Deviation
Job Coaching
and Natural
Supports
Mean 5.8 2.3 3.5 4.2
Median 0.0 0.0 0.0 0.0
Standard 20.3 9.5 16.3
Deviation
All Services
Mean 30.8 31.8 -1.0 31.3
Median 0.6 0.0 0.6 0.0
Standard 86.6 119.0 102.8
Deviation

Data Source: SSDI-EP Encounter Data

Sample Sizes: 496, Treatment = 266, Control = 230

Note: The “employment support services” category excludes “job coaching and natural
supports” data.

Data presented in table V. 3 also indicate that members of the treatment and
control groups received about the same mean hours of employment related services.
However, when overall service hours are disaggregated, the profiles for those assigned
to treatment and control become more distinct.

The first category “assessment and service coordination” would include most of
the goal identification and planning activities associated with a person centered planning
approach. “Employment support services” group a range of services (e.g. job
development, placement, planning job accommodations, planning for self-employment,
etc.) pertinent to obtaining or upgrading employment. We have separated “job coaching
and natural supports” from the general “employment support services” category due to
the historical association of job coaching with supported employment programs and the
disability populations that most frequently use those programs.

Those in the control group received an average of about eight more hours of
“assessment and service coordination.” This represents nearly a 70% difference. Those
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in the treatment group received somewhat more “employment support services” and “job
coaching and natural supports” than those in the control group. The absolute difference
in both cases is about 3.5 hours. We have no clear explanation for the differences. Had
the employment outcomes for treatment group members been better than for those in
the control group, the additional increments of employment support services for those
having potential use of the offset would have been intelligible. Yet as will be documented
in chapter VI, employment outcomes for the two assignment groups were not
significantly different. Similarly, several agency staff members indicated giving
somewhat more attention to control group members they felt would have been in a good
position to benefit from an offset had they been assigned to the treatment group.
However, we have no evidence to suggest this was a common orientation among
provider agency staff.

Table V.4 provides additional information about provision of employment related
services through the pilot. The table displays information about the percentages of
participants who received services in each of the categories along with mean hours for
services for those who actually received the services. Some patterns emerge that could
not have been discerned from table V.3. Most importantly, it appears that while control
group members who got assistance in “assessment and service coordination” area
received much more (sixty-nine versus thirty-eight hours) than those in the treatment
group, those in the treatment group were far more likely to receive some service.??
About 46% of treatment group members received some services from this category
compared to 36% for those in the control group. Table V.4 also shows that while both
assignment groups received the majority of their hours of employment related services in
the “assessment and service coordination” category, a much higher proportion of the
total employment related service hours received by control group members (79.5%)
came from this category than for treatment (56.2%).

Participants in the treatment group were also more likely to get “employment
support services” and/or job coaching through the pilot. Close to 10% more of those
assigned to treatment had reported hours in these service categories than those in
control. Those in the treatment group who received a service also, on average, received
more hours of that service. The difference is especially notable for the “job
coaching/natural supports” category where those in treatment got almost twice the
service hours as those in the control group.

222 This pattern is also reflected in the summary figures for “employment related services.” When

a control group member got service he averaged nearly fifteen hours more than those in the
treatment group. Yet only 43.7 % received any service, compared to 53.6% for those in
treatment.
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Table V.4: Employment Related Services Provided to Participants through SSDI-
EP Provider Agencies, Data for Those Receiving Services, Q0-Q8

Treatment Control Difference All

Assessment &
Service
Coordination

% who received 46.4% 36.4% 10.0% 41.7%
service

Mean Hours 37.5 69.1 -31.6 50.3

% of Total 56.2% 79.5% -23.3% 67.2%
Employment
Services Hours

Employment
Support
Services

% who received 33.6% 24.2% 9.9% 29.2%
service

Mean Hours 22.9 17.2 57 20.7

% of Total 24.9% 13.2% 11.7% 19.4%
Employment
Services

Job Coaching
and Natural
Supports

% who received 29.1% 19.9% 9.2% 24.8%
service

Mean Hours 20.2 11.5 8.7 16.9

% of Total 18.9% 7.3% 11.6% 13.4%
Employment
Services

All Services

% who received 53.6% 43.7% 9.9% 49.0%
service

Mean Hours 57.7 72.3 -14.6 63.8

% of Total 100.0% 100.0% 0.0% 100.0%
Employment
Services

Data Source: SSDI-EP Encounter Data

Sample Size: 496, Treatment = 266, Control = 230

Note: The “employment support services” category excludes “job coaching and natural
supports” data.

It is common for community agencies to concentrate on providing a particular
menu of services and supports. Choices may reflect organizational preferences or legal
requirements related to access to public funds; often choices are correlated with the
predominant characteristics and needs of the organization’s primary service population.
Thus, we decided to examine the average number of hours delivered by each provider
agency for, respectively, the assessment and service coordination, employment support
services, and the job coaching/natural support categories over the active phase of the
pilot. We would then see if there were patterns that coincided with our understandings of
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the service philosophies and core consumer populations of the SSDI-EP provider
agencies.

In table V.5, we try to give a sense of how delivery patterns of categories of
employment related services varied across provider agencies. The primary finding is that
service delivery for each category is concentrated at relatively few of the provider
agencies. Indeed only for the “employment support services” category did the typical
agency approach the mean values. Meanwhile the provider agencies with the highest
means exhibit values many times higher than the group mean, in the most extreme case
over seventeen times higher than the group mean.

Table V.5: Mean (Per Capita) Hours for Three Categories of Employment Related
Services by Provider Agency, Pilot Start-up through December 2008

Assessment & Employment Job Coaching and
Service Support Services Natural Supports
Coordination
Mean for All Twenty 31.3 6.8 3.2
Provider Agencies
Mean, Highest 544.5 57.3 37.1
Provider Agency
Mean, Second 218.2 46.2 32.3
Highest Provider
Agency
Mean, Third Highest 56.7 35.5 7.8
Provider Agency
Mean, Tenth 1.9 5.2 0.0
Highest Agency

Data Source: SSDI-EP Encounter Data

Sample Size: 496, Treatment = 266, Control = 230

Note: Rank in one service category does not denote rank for any other category

Note: The “employment support services” category excludes “job coaching and natural
supports” data.

In every case, the agencies with extremely high means are those that both offer
a full service model and served persons with cognitive and/or affective impairments.
However, this description must be qualified in two ways. First, it does not appear that
there is a strong association between providing large amounts of an employment related
service and the reputed severity of the agency’s general service population. Second,
and perhaps more important, while the agencies providing the most per capita
employment related services predominately served consumers with cognitive and/or
affective impairments, it does not follow that all provider agencies that have this profile
delivered higher than average hours of employment related services.

Later in this chapter we return to the topic of service provision, but from the
perspective of participants and provider agency staff. For participants the focus is on
satisfaction, especially whether services met their needs as they perceived them. For
staff the presentation centers on the challenges they faced in service delivery and
whether they thought support from the SSDI-EP central office was adequate to their
needs.
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2. CDR waivers

Though the benefit offset itself was the main feature of the intervention, those in
the treatment group were not subject to undergoing medical continuing disability reviews
(CDR) during their participation in the SSDI-EP.??® ?* These periodic reviews are
important as they determine whether a beneficiary will retain SSDI eligibility. In
Wisconsin, as in most states, medical CDRs are performed by state entities called
Disability Determination Services (DDS) rather than directly by SSA.?*® Each DDS
assesses whether a beneficiary remains disabled following a sequential process and
standardized criteria. Given the definition of disability used, having a medically
determinable impairment does not by itself establish SSDI eligibility. The individual must
be incapable of performing any kind of substantial gainful work. DDS personnel look at
work activity in several ways: whether an individual is earning over SGA, whether there
is an impairment that interferes with the ability to perform basic work activities, and, in
some circumstances, whether there is residual functional capacity. While true that once
a beneficiary has established eligibility the burden passes to the DDS to prove that the
beneficiary is no longer eligible, it is understandable that those encouraged to earn over
SGA might, in anticipation of a future CDR, be reluctant to do so. SSA suspended
medical CDRs for those in the pilot treatment groups to obviate these concerns.??®

However, the CDR waiver did not apply to a scheduled medical CDR that had
been initiated by the time of enrollment. Thus a small number of those assigned to the
treatment group had to undergo a CDR while in the study. While this caused some
uncertainty and dissatisfaction on the part of both participants and pilot staff, no member
of the treatment group lost SSDI eligibility because of these reviews.

The CDR waiver appears to have been well implemented during the pilot.
Though we cannot directly confirm this, it seems reasonable to infer that SSA has
provided DDSs with sufficient information to recognize when a scheduled CDR should
be suspended. However, central project staff, provider agency staff, and, through focus
groups, participants have all raised the issue of what will happen following the end of the
pilot when treatment group members are again subject to medical CDRs. In particular,
they have expressed concern that a DDS, following normal processes and rules, will use
the work activity and above SGA earnings of the more successful members of the

%3 The length of time between medical CDRs is set at the time of the prior eligibility review and
reflects a judgment about the likelihood of medical improvement.

224 This protection ended with the seventy-second month following TWP completion, even though
affected individuals would remain in the pilot in terms of access to benefits counseling and for
evaluation purposes.

% The Wisconsin DDS is called the Disability Determination Bureau (DDB). It is located within
DHS though, like all DDSs, it is subject to substantial SSA oversight and supervision.

2% Those involved in planning the SSDI-EP had argued that the waiver should also apply to those
in the control group. From a strictly evaluation perspective not doing so made it more difficult to
isolate the effect of the benefit offset itself.

It is likely that some control group members had suspended CDRs due to their use of the Ticket
to Work. Similarly some of those in the treatment group who were returned to regular program
rules in January 2009 may be similarly protected.
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treatment group to terminate their SSDI eligibility and, indirectly, that for other programs
such as the Medicaid Buy-in. Concern was greatly elevated in those cases where the
beneficiary’s medical condition is not included in SSA’s “impairment listings” or
assessing its severity depends on the interpretation of reported behavior and/or
subjective states (e.g., pain) rather than direct physical evidence.?*’ Pathways staff
discussed this issue with a Wisconsin DDS manager in September 2009. Though the
DDS staffer thought that serious problems were fairly unlikely, he did not discount the
possibility that some problems might occur and, though correctable, might well result in
stress and material hardship for some individuals.?*®

Ironically, a different type of CDR played a far more important role in
administering the SSDI-EP, the work CDR. In a work CDR, the beneficiary’s earnings
are looked at to determine whether she remains eligible to receive monthly benefits. A
variety of events can trigger a work CDR, but in the context of the offset pilots the critical
events were TWP completion and/or initiating offset usage. Unlike medical CDRs, work
CDRs are performed directly by SSA staff. Generally, this means local SSA staff, but for
those in a pilot’s treatment group responsibility was shifted to OCO in Baltimore.

Though any SSDI beneficiary may face a work review, the reviews can be
viewed as an integral part of offset administration as there could be no application of an
offset until the work record had been developed and TWP and SGA determinations
made. Therefore, expediting work CDRs involved significant effort at both the provider
agencies and the central office. Delays in completing work reviews resulted in problems
in the timely application of the offset in individual cases. Thus problems experienced in
this area were perceived to be associated with the increased incidence of both
overpayments and underpayments. Further discussion of work CDRs occurs in the next
section of this chapter.

3. Benefit offset waivers

The benefit offset was the central feature of the intervention tested through the
four pilots. The offset involved a one dollar reduction in the SSDI check for every two
dollars in earnings above the SGA level. As already noted, the offset is applied only
following TWP completion and a three month grace period. The offset could not be
applied once a beneficiary reached his seventy-second month following TWP
completion.

The benefit offset, in the most literal sense, was administered entirely by SSA’s
Office of Central Operations. As already noted, the evaluation team did not have the
opportunity to directly observe how the offset was implemented. Indeed, we have only

227 see Office of Disability, U.S. Social Security Administration. Disability Evaluation Under Social

Security. 2001. Baltimore MD: SSA Publication 64-039. pp. 18-142.

28 The DDS staffer offered several reasons for his opinion. The most important of these was that
the DDS would have to show there had been improvement in the medical condition underlying
impairment; it would not be enough to show there had been greater work activity. He also made a
distinction between “control” and “remission.” For example an individual with severe mental
illness whose symptoms were controlled through medication would not be viewed as having
achieved medical improvement. Nonetheless, the staffer conceded this practice is not explicitly
found in the written rules for the disability determination process.
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fragmentary information from SSA about which SSDI-EP participants ever used the
offset, the periods of time they did so, and the adjustments made to their benefit checks.
The information used in this account is from reports from various stakeholders, including
reports about the consequences of OCO actions.

This is not to say that SSDI-EP staff, whether at the central office or the provider
agencies, did not contribute to the process of offset administration in important ways.
They did so in areas such as obtaining and amending earnings estimates, monitoring or
collecting earnings information for OCO, facilitating work CDRs, engaging in
troubleshooting to deal with delays and inaccuracies in SSDI checks and/or to resolve
overpayments and underpayments related to offset use, and resolving problems with
other public benefits stemming from offset use. As such, we have organized this section
of chapter V around the performance of these activities. It should also be noted that
some of these activities, most notably facilitating work CDRs and dealing with over- and
underpayments, were performed on behalf of those in the control group. Doing so was
part of the SSDI-EPs commitment to facilitate the employment goals of all its
participants, not just those assigned to the treatment group.

It should also be noted that relatively few members of the treatment group ever
used the offset feature and that we do not know the number with certainty. The SSDI-EP
operations staff has told us that a total of fifty-five participants (21% of the treatment
group) had made use of the offset by summer 2009. They could not provide information
as to when each of these individuals had first used the offset or whether they had done
so continuously.?*® However, operations staff once again noted something they and
provider agency staff had told us throughout the project. If one used the offset, there was
a near certainty that SSDI checks would be delayed or inaccurate.

However, it is important to remember that the difficulties of benefit offset
administration were not limited to problems of getting the right check to the right person
at the right time. All areas of offset administration involved serious and persistent
difficulties. Every month, SSDI-EP operations staff sent the SSA project manager a
status report which, among other things, listed current staff and participant concerns.?*
Following the first months of the pilot, every monthly report identified the same seven
concerns:

Problems reporting/estimating earnings on an annual basis

Problems related to completing forms needed for SSA work reviews

Delays in OCO applying the benefit offset

Incorrect offset amounts

Delays in getting Impairment Related Work Expenses (IRWE) approved
Incorrect or confusing notices

Overpayments and/or requests for information about how to apply for waivers of
overpayments

29 3SA supplied some data regarding offset usage but the numbers of cases we could identify
from what are essentially appended notes appear about 20% less than the number of cases
identified by central operations staff. As the central pilot staff's count is based on working with
these cases, we think it is more credible.

20 These monthly reports are identified as “Task 8” in SSA’s contracts with the four pilot states.
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As will be described below, all seven concerns, though not always exclusive to offset
administration, arise from that process.

a. Earning estimates

SSA decided to implement the offset on an annual basis. Those in the treatment
group would provide the pilot with an annual earnings estimate at the time of enroliment
and then update it on an annual basis.?*! The pilot would then forward the estimate to
OCO, with amended estimates sent on a quarterly basis. Once a member of the
treatment group was determined to be qualified to have the offset applied to his SSDI
check, the estimate would be used to determine the monthly SSDI amount (if any) for
the rest of the year.?®? Those in the treatment group were expected to amend the
estimate whenever there was a major change in earnings. If a beneficiary was in “offset
status,” OCO would presumably change the amount of the monthly SSDI check
accordingly. SSA also agreed to ignore minor overpayments that would result, especially
when there were large increases in estimates late in a calendar year.?*?

In practice, the earnings estimate proved difficult to implement well. In Wisconsin,
both participants and provider agency staff found it difficult to understand how to fill out
the form.*** Among the more frequent issues that came up were how to treat an IRWE or
subsidy, how to report earnings when they were highly variable, and how to merge
information about actual earnings and expected earnings from different time periods into
annualized estimates for the current year. Seemingly simple issues proved surprisingly
difficult to resolve. For example, just when should someone in the treatment group
amend the earnings estimate? It wasn't until January 2007 that this issue was settled;
that is, nearly one and one-half years after the first participant entered the SSDI-EP. The
final rule was that an estimate, even one from a previous year, only needed to be
amended if the annual change from the previous estimate was at least $1000.

Getting earnings estimates “right” was complicated by the multiple stakeholders
involved. The form and its instructions had to make sense to participants and provider
agency staff. Though SSA was initially comfortable with some state to state variation in
these materials, staff at OCO also had a need to make sure that they could interpret
estimates from different pilots in the same way. In Wisconsin, the estimate form went
through multiple revisions with the final version implemented in 2007. Every amended

1 The initial estimates were collected prior to random assignment; thus all SSDI-EP participants

made an earnings estimate at enrollment.
%2 1n this context, being qualified meant having earnings greater than SGA as well as having
completed the TWP and the three month grace period. Additionally, if earnings were high enough
(essentially SGA plus twice the monthly benefit amount) applying the offset would result in a
monthly benefit of $0.

33 This amount was initially set at $500; it was later increased to $1000. Though participants
were responsible for paying back larger overpayments, SSA could waive payment. Our
understanding is that generally such requests were approved except when there was evidence of
fraud or other misconduct on the beneficiary’s part.

%4 1t is likely these difficulties were greater in Wisconsin because of the decentralized structure of
the project.
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version meant there was some need for SSDI-EP central staff to provide additional
technical assistance.

We cannot directly assess how well OCO utilized earnings estimates or how the
quality of utilization changed over time. Reports from SSDI-EP operations staff suggest
that offset users who conscientiously amended their estimates still faced substantial
delays and inaccuracies in their checks. What we cannot tell is whether and to what
degree these problems arose from unresolved problems in the forms and instructions
leading to “user error” by participants, agency staff, or OCO staff, from deficiencies
resultingzgfsrom guesstimates rather than retrospective information, or from a combination
of both.

b. Reporting earnings/reconciliation

All SSDI beneficiaries have an obligation to report earnings to SSA. Those in the
control group met this obligation through normal reporting mechanisms. Those in the
treatment group did so through the pilot to OCO. The principal means for doing this was
through retrospective annual reporting that was expected to be performed relatively early
in the new calendar year. In many cases, retrospective reporting stretched over months.
As OCO needed to reconcile actual SSDI payments with the retrospective reports, the
full reconciliation process took additional months, sometimes into the next calendar year.

An additional factor lengthened the process in Wisconsin compared to the other
pilots. Provider agency staff needed to collect participant information and then transfer it
to the central project office so that it could be conveyed to Baltimore. If OCO (or the
SSDI-EP project office) had questions requiring follow-up action, it generally required
contacting agency staff who would then need to contact participants. Then the
information would have to be moved back up the chain to OCO.

Early in the pilot there was some confusion as to whether retrospective earnings
reporting should be done using the W2 form or pay stubs.?*® SSA’s preferred
documentation proved to be pay stubs: always the last in a calendar year, though
sometimes the first in the following year if it included earnings from the previous year.
This method was prone to errors in specific cases, e.g., where cumulative earnings were
not reported on the pay stub. According to our informants, such errors could lead to
serious overpayments or underpayments, especially for the minority of treatment group
members who actually used the offset.

Furthermore, there was some confusion among participants, provider agency
staff, and even at SSA field offices as to whether those in the treatment group still
needed to provide earnings information to staff at the field offices. There was also a

2 |t also appears that many treatment group members did not submit amended earnings
estimates on a yearly basis or, in some cases, at any time subsequent to enroliment. For some
this might reflect either persistent non-employment or stable earnings. Still, even if the failure to
amend was purposeful, such action would not have resulted in either an overpayment or
underpayment as long as these individuals were not using the offset.

2% The original instructions to the provider agencies emphasized the use of W2s. See Pathways
to Independence. “Wisconsin SSDI Employment Pilot Policy and Operations Guide”. 2005.
Madison, WI: Office of Independence and Employment, WI Department of Health and Family
Services. Section 1.9 “Processing the Cash Benefit Offset.”
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mistaken belief at a few provider agencies that reports to the evaluators of the earnings
associated with new jobs qualified as earnings reporting for administrative purposes.

Finally, there were two additional issues about reporting earnings that were
important for some individuals within the treatment group. Those currently in their TWP
needed to report their earnings on a monthly basis to OCO. This involved the same
basic procedures as described for annual reporting and, though to a lesser degree,
involved delays for the same reasons. The second issue involved the processing of
IRWESs and work subsidies. OCO had to approve IRWESs and subsidies for those in the
treatment group, including those already approved by SSA field offices.?*’ Once again
this increased the probability of delays and that the delays would be longer.

c. Facilitating work CDRs

All SSDI-EP participants remained subject to work CDRs irrespective of their
assignment to one of the study groups. Though work CDRs can be conducted for
multiple reasons, the ones associated with TWP completion were the most important in
the context of the offset pilots. The review would provide necessary evidence as to
whether the offset could be applied to the benefit checks of those in the treatment group.
Additionally, work CDRs would become important for identifying who would be able to
begin use of the offset after the end of 2008. Treatment group members who had not
completed their TWP before the start of 2009 would never get an opportunity to do so.?*

Work reviews for those in the control group were conducted by staff at SSA field
offices. These reviews, participants’ experiences with them, and their impact on pilot
operations are not directly examined in this report. Still, these reviews have some
relevance for understanding how the pilot operated. First, SSDI-EP staff, consistent with
program “equal access” rules, helped control group members understand what was
expected of them, facilitated the submission of required paperwork, and, when
requested, acted as mediators when problems arose during or following the review.
Second, these work CDRs provide a benchmark against which to assess the
performance of work CDRs for those in the treatment group. By benchmark, we mean
typical, not exemplary, performance. Pilot staff, participants, and external informants
have all noted that work reviews for SSDI beneficiaries are often late, even when work
activity and earnings are reported in a timely manner. Delays, whether at SSA or
stemming from beneficiary or employer failure to submit forms and other documentation,
often result in incorrect payments and subsequent work to resolve problems.?* To the

%7 |IRWESs and subsidies were not counted as earnings in calculating the offset. As the offset was

calculated from the earnings estimate it was important that treatment group members have
accurate information about whether an IRWE or subsidy had been approved.

2% However, SSA did not need to finish the work review confirming TWP completion by
December 31, 2008. Thus, the final status of a number of treatment group members would not be
clear for some time thereafter.

8 |nformants claim that SSA is the predominant source of delay, saying that SSA is very slow to
respond to earnings reports and thus initiating work reviews, especially at the end of a TWP. This
leads to a higher probability of overpayments. The eWork reporting system has not, as hoped,
resolved these problems, though our informants report that it has helped insofar as lost
documentation has become less of an issue for those in the control group. SSDI-EP operations
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extent a process tends to increase the length of delays, the result will be a larger number
of incorrect checks and, thereby, increases in the size of the payment errors.

Work CDRs for treatment group members were performed at OCO. Though from
early on reviews from the four state pilots were handled by specific disability examiners,
our informants have told us that it took considerably longer to conduct reviews compared
to the time it took at SSA field offices. Several factors appear to have been at work. For
instance, having designated disability examiners at OCO did not, by itself, fully
ameliorate the negative effects of frequent staff rotation.?*° We have also been told that
disability examiners at OCO often had little experience in performing work, as opposed
to medical, reviews. Finally, reflecting SSA’s general tendency of having some backlog
in conducting work reviews, there was a large number of reviews on treatment group
members that needed to be conducted almost immediately following enroliment into the
pilot.?*! Indeed, the workload problem was compounded by OCO’s charge to conduct
reviews for all treatment group members currently in TWP.?*2

However, the most important factor in delaying work reviews throughout the pilot
may have been the additional distance, both physical and social, between OCO, pilot
staff, and treatment group members. We think it probable that this “remoteness” was of
greater consequence for the Wisconsin pilot than for the others, due to the SSDI-EP’s
more decentralized structure.

Through most of the project OCO staff would respond directly to only central pilot
staff, not at all with treatment group members. OCO, for understandable reasons, did not
want to communicate directly with benefits counselors and other staff at the SSDI-EP
provider agencies.?**® Relevant notices and paperwork would be mailed to the participant
with copies sent to central pilot staff who, in turn, would fax these to benefits counselors
at the provider agencies. Though a beneficiary could in theory complete and return
paperwork to OCO, few did. Typically, agency staff would work with participants to
complete materials, though in some cases SSDI-EP central staff would need to become
involved. Typically, the staff in Madison would send documentation to OCO after getting
it from the provider agency and/or participant. Doing so increased the likelihood that the
material was complete and accurate and, as effective follow-up was insured, lessened

staff have pointed out that OCO, which performs the reviews for those in the treatment group,
appears to make little or no use of eWork.

240 The standard rotation period is 120 days.
41 As indicated in chapter IV, SSDI-EP participants entered the pilot far more likely to be
employed or to have completed a TWP than the general beneficiary population. We have been
told that this was also true for the other three pilots.

242 Central project staff indicated there were yearly backlogs in conducting work reviews, though
the greatest delays were experienced in the first full years of the pilot.

243 \We speculate that OCO, in addition to wanting to limit the number of state level individuals it
would need to interact with, wanted to limit access to the secure e-mail system that it had set up
to facilitate the flow of confidential information to and from the pilots.
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the probability that the material would be misplaced at OCO.?** In some cases, pilot
staff needed to contact employers to complete alternative documentation. Participants
did not always provide required information for a work review.

By itself, this process suggests delays relative to what would have occurred at a
SSA field office. However, in the SSDI-EP, there was an additional party that needed to
be involved, the benefits counselors at the provider agencies who worked directly with
the participants. This additional layer added to the time needed to gather information or
to respond to problems. It also added to the potential for miscommunication, which in
turn tended to contribute to delays and errors. Finally, beyond the difficulties arising out
of longer and more complex communication networks, there is also the possibility that
the lack of continuing interactions between provider agency and OCO staff may have
also contributed to delays in processing work CDRs. Familiarity and trust often increase
the efficiency of bureaucratic processes. Benefits counselors at the provider agencies
often have good working relationships with SSA field staff; there was no opportunity to
reduce the social distance with OCO staff. This same point could be made for some
beneficiaries who have developed working relationships with staff at SSA field offices.

In an effort to reduce delays, SSDI-EP central staff in early 2007 began to collect
information from provider agencies in order to prompt OCO to conduct needed work
reviews. Whether for this reason, the creation of a dedicated unit at OCO to administer
the offset, or others, the number of serious delays decreased late in the project. Another
helpful change was implemented in late 2007, when OCO started to consistently report
to pilots the TWP and EPE status of those in the treatment groups. OCO also started to
provide the pilots with copies of letters sent to participants who had reached their
seventy-second post TWP month. Previously, these kinds of information had been
provided on an intermittent and incomplete basis.

d. Troubleshooting offset problems

While we know little about the process of offset calculation at OCO and its
attendant challenges, it is clear that SSA had enormous difficulty in administering the
offset. Staff at the provider agencies indicated that virtually every offset user
experienced either substantial delays in receiving her SSDI checks and/or that the
amount was wrong. Though these problems could occur at any time, agency staff
reported that errors most often happened when offset use was first initiated.** Staff at
Pathways corroborated these reports, as program participants did to a lesser extent.?*® It
is unlikely these reports were seriously exaggerated; SSA itself cited deficiencies in
administering the offset as a principal reason for returning those in the treatment group
who had not completed a TWP back to regular program rules at the start of 2009.

244 SSDI-EP staff reported that only a handful of treatment group members sent work review

materials directly OCO. In most cases these materials were misplaced and had to be resubmitted
by staff at the pilot’s central office.

%5 1t is almost certain that delays or mistakes in completing work CDRs were important
contributing factors to delays or inaccuracies in the first application of the offset.

4% 5ee section E below for more detailed information about participant perceptions.
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The negative effects of not having a dedicated unit for offset administration at
OCO, as well as those arising from the staff rotation policy have already been identified.
There was an additional difficulty in the area of check calculation. While specific
disability examiners worked on the offset cases, through most of the project offset cases
were not given to a benefit authorizer (the position responsible for calculating check
amounts) specifically trained and assigned for that responsibility. Further, as checks
were calculated and recorded manually, there was additional potential for mistakes.**’

Beyond implementation problems involved in either confirming that offset use
could be initiated or adjusting the SSDI check, SSA’s communications to participants,
especially about the offset, were problematic. Often there were notices which contained
information inconsistent with the checks sent out or decisions actually taken at SSA. The
use of preapproved blocks of information “borrowed” from other SSA letters and
apparently used for legal purposes tended to obscure rather than enlighten. Based on
remarks offered by pilot participants during focus groups, the language used could
reinforce existing fears about how work activity might lead to the loss of benefits. Even
language intended to reassure, such as the description of appeal rights, was reported to
be difficult to understand and, because of its context, as likely to heighten as to reduce
fears. Though SSDI-EP operations staff offered to draft language for letters that pilot
participants would find easier to comprehend and/or would be less likely to induce fear,
SSA refused the offer.

These impacts were exacerbated because OCO did not always send copies of
the letters sent to treatment group members to SSDI-EP central staff. As such, benefits
counselors at the provider agencies, who might otherwise have been in position to
assuage unnecessary participant concerns, were not in a position to be proactive in
doing so. Over time OCO did a better job in making sure copies of participant notices
reached the SSDI-EP central office. However, staff in Madison still lacked anything
resembling real time information about which participants were using the offset, which
had (at least temporarily) stopped using it, and the size of actual adjustments

Problems with offset administration were reflected in the very significant time that
both central SSDI-EP staff and agency benefits counselors put into troubleshooting
problems with delayed or inaccurate benefit payments for those actually using the offset.
SSDI-EP central office staff acted as liaison between affected participants and their
benefits counselors and OCO. In addition to performing this function, central office staff,
as experienced benefits counselors, provided their agency based colleagues with either
direct technical assistance or referral to other sources (such as the Wisconsin SSA
AWIC). Even OCOQO'’s efforts to be responsive to problems could result in additional
difficulties. Efforts to resolve overpayments could, according to staff reports, result in a
fluctuating series of over- and underpayments that made it difficult for those affected to
budget their modest resources. Finally, OCO did not have an internal process for
resolving overpayments that were above the $500 (later $1000) automatic forgiveness
level. Consequently SSA field offices had to be involved in any appeals and subsequent
forgiveness of all or part of an overpayment. We have no certain information about

247 Both the disability examiner and benefits authorizer were involved in calculating check

amounts. The benefits authorizer had the particularly difficult job of reconciling the offset amount
with what the beneficiary had received earlier in the year before entering offset status.
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whether this advantaged or disadvantaged offset users, though informants reported that
it added another layer of confusion and delay.

Finally, there were reports from provider agency staff and participants that
application of the offset to SSDI checks occasionally affected eligibility or cost share for
other benefit programs. Most reports concerned increases in premiums for the Medicaid
Buy-in where, in Wisconsin, the combination of significant earnings and unearned
income like SSDI can result in the net loss of income that the benefit offset was intended
to prevent.

B. Attrition from the Pilot

Measuring the amount of participant attrition from the pilot and understanding the
reasons for it is important for at least two reasons. As attrition increases, the reliability of
even formative estimates of project impacts decreases. This is especially true if there
was substantially more attrition from one of the study assignment groups than from the
other. The second reason is that participant attrition may indicate intervention problems
that were pernicious enough to seriously affect project outcomes. In the context of the
current project this kind of information can inform understanding of what occurred. In the
context of future policy and program planning, problems can be anticipated and past
mistakes corrected.

From August 2005 through the end of 2008 a total of thirty-eight individuals left or
were removed from the pilot.>*® There were a total of eleven deaths and twenty-two
voluntary withdrawals. All the voluntary withdrawals, save one, were from the control
group. An additional five individuals were terminated from the pilot in fall 2008 for failure
to provide SSA with information about their earnings. All five of these individuals were
from the treatment group.

As we generally examine participant outcomes during the pilot using a period
starting with the calendar quarter of enroliment and concluding with the eighth full
guarter thereafter (Q0-Q8), it is especially important to understand attrition levels over
this time span. The total number of attritors over this period was twenty-eight. Seven
participants died (three from control, four from treatment). Twenty-one participants chose
to withdrawal (20 from the control group). All of the participants who were
administratively termina