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Objective: The Ticket to Work and Work Incentives Improvement Act of
1999 removes work disincentives and promotes access to vocational servic-
es for people with disabilities. This study calculated the amount of pay-
ments that would have been made to employment service providers if study
participants had been enrolled in the Ticket program. Methods: Data were
from 450 Social Security Disability Insurance beneficiaries with psychiatric
disabilities enrolled in a multisite study of supported employment. Earn-
ings over two years were used to calculate provider payments under two
reimbursement formulas used in the Ticket program. Resulis: Only a quar-
ter of service recipients (26 percent) reached earnings levels that would
have triggered provider payments under the first reimbursement formula.
Only 4 percent would have completed their trial work period and left the
rolls, generating payments under the second formula. Conclusions: The
current provider payment systems of the Ticket to Work program do not
reflect the reality of rehabilitation for individuals with severe mental ill-
ness. Reforms should take into account outcomes of return-to-work servic-
es for this population. (Psychiatric Services 57:465-471, 2006)
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large and growing segment of
AU.S. population—dispropor-

tionately comprising adults
with severe mental illness—finds itself
out of work and dependent on public
benefits and entitlements for cash in-
come and health care coverage. Formi-
dable barriers to employment include a
lack of vocational rehabilitation servic-
es (1), employment discrimination
(2,3), the ineffective response of feder-
al-state vocational rehabilitation (4,5),
inadequate education (6), failure to
provide best-practice clinical services
(7-9), and the effects of poverty
(10-12). Data from the National
Health Interview Survey indicate that
60 percent of working-age adults with
mental health disabilities are out of the
labor force, compared with 18 percent
of the general population (13).

This situation is perpetuated by a se-
ries of unintended consequences that
arise from disability income support
policies of the Social Security Admin-
istration (SSA) that create employ-
ment disincentives (14). The practice
of continuing disability review, in
which beneficiaries” disability status is
reevaluated when their earnings in-
crease substantially, discourages signif-
icant attempts to work (15). Another
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disincentive is an “implicit tax” on dis-
abled workers whose participation in
the labor force causes them to lose
benefits, such as health insurance,
housing subsidies, utility supplements,
transportation stipends, and food
stamps (16). Recipients of Social Secu-
rity Disability Insurance (SSDI)—but
not of Supplementary Security In-
come (SSI)—encounter a “cash cliff,”
whereby cash payments cease entirely
once their earned income exceeds a
certain threshold, referred to as sub-
stantial gainful activity (SGA), for
more than nine months plus a three-
month grace period (17).

Persons with psychiatric disabilities
are disproportionate users of both SSI
and SSDI. In 2003, 35 percent of all
working-age SSI beneficiaries had a
psychiatric disability, and 28 percent of
all adult SSDI recipients were dis-
abled workers with a psychiatric dis-
ability (38 percent of those on SSDI
under age 50) (18). In a study of indi-
viduals with schizophrenia who were
followed for an average of five years af-
ter their first hospitalization (11), 72
percent relied on SSI, SSDI, or other
welfare payments throughout much of
the follow-up period. Research has
shown that SSI beneficiaries with psy-
chiatric disorders are significantly less
likely to work than those with other
types of disabilities (19) and that SSDI
beneficiaries remain on the rolls sig-
nificantly longer than those with other
disabilities (20).

To address employment disincen-
tives and encourage return to work, the
1999 Ticket to Work and Work Incen-
tives Improvement Act (TWWIIA)
Public Law 106-170 (21) was passed.
This law was intended to give people
with disabilities increased options for
obtaining vocational services and to re-
move unintended employment disin-
centives caused by SSA policies (22).
The latter was to be accomplished by
providing counseling on benefits and
entitlements, eliminating continuing
disability reviews tied to employment,
and encouraging state Medicaid buy-
ins that would enable people to keep
their health insurance after cash bene-
fits cease. To give people with disabili-
ties increased options for obtaining vo-
cational services, SSA would send ben-
eficiaries “tickets” or vouchers through
the mail that could be redeemed for
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vocational services from local providers
of their own choosing, creating a com-
petitive market that would enhance the
service quality (23). Because another
purpose of the law was to reduce gov-
ernment spending on people with dis-
abilities (24), it limited ticket eligibility
to SSI and SSDI beneficiaries, because
these groups were receiving cash and
other forms of income.

Somewhat of a misnomer, Ticket to
Work employment networks are typi-
cally individuals or organizations that
qualify as providers of employment

mn
The
Ticket to
Work program
was established to
give people with disabilities
increased options for
obtaining vocational services
and to remove unintended
disincentives to
work caused by
Social Security
Administration

policies.

services under the Ticket to Work
program. A large majority of pro-
viders are state vocational rehabilita-
tion authorities, with a much smaller
proportion comprising not-for-profit
and for-profit employment programs,
businesses and corporations, Work-
force Investment Act One-Stop Ca-
reer Centers, and peer provider or-
ganizations (25).

The Ticket to Work program has
now been implemented in all 50 states
and U.S. territories; however, individ-

uals with disabilities have been slow to
participate in the program. Since the
program’ start in 2002, less than .8
percent of all tickets issued have been
assigned to a provider (26). Most tick-
ets are used by individuals who are al-
ready receiving services from state vo-
cational rehabilitation agencies (25).
In its latest report to the President and
Congress (27) the Ticket to Work and
Work Incentives advisory panel found
that TWWIIA program is foundering
because of implementation problems,
including slow and inefficient methods
of provider reimbursement; unequal
payments for serving SSI and SSDI
beneficiaries; inadequate levels of
provider reimbursement, especially
during the first 12 months of service
delivery; and the inability to reward
providers for benefit reduction to
amounts other than zero.

The slow uptake of the Ticket to
Work program was not entirely unex-
pected, because economists had fore-
casted that the program’s provider
payment system would offer too little
financial incentive to serve certain
clients, including those with mental ill-
nesses and mental retardation (28).
Providers receive payments only for
months in which ticket holders” earn-
ings achieve SGA, currently $830 per
month. Even then, providers are eligi-
ble only for $295 to $347 per month,
for a maximum of $20,820 per client.
Therefore, the incentive is to accept
tickets solely from SSA beneficiaries
who can work full-time without inter-
ruption (29), which raises the question
of whether providers will be adequate-
ly reimbursed for serving ticket hold-
ers with significant preemployment
needs or ongoing service require-
ments or those who do not have the
goal of full-time, continuous work. In-
dividuals with severe mental illness are
usually unemployed at program in-
take, take longer to obtain employ-
ment, require extensive postemploy—
ment support, and may not desire full-
time employment with earnings above
SGA, which threatens cash benefits
and health insurance coverage (30,31).

This study used data from 450 par-
ticipants in the Employment Interven-
tion Demonstration Program (EIDP),
a large, multisite, randomized trial of
employment services for persons with
psychiatric disabilities (32) to deter-
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mine how service providers for a large
group of these individuals would have
fared in terms of reimbursements if
the sample had been enrolled in the
Ticket to Work program. Only one
previous study (33) has attempted to
model provider payments in the Tick-
et to Work program by using data on
actual wage earnings that came from
SSA’s project NetWork, a multisite
demonstration that expanded return-
to-work services for SSI and SSDI
beneficiaries in the mid-1990s. How-
ever, in this earlier study, only yearly
earnings data from project NetWork
were available for analysis, limiting the
ability to examine participants” ach-
ievement of above-SGA earnings on a
month-by-month basis, which is criti-
cal to accurately simulating payment
mechanisms in the Ticket to Work
program.

Methods

Multisite study background

The EIDP involved eight study sites
located in Maryland, Connecticut,
South Carolina, Pennsylvania, Ari-
zona, Massachusetts, Maine, and
Texas (32). All participants met criteria
for severe and persistent mental illness
on the basis of diagnosis, duration of
illness, and severity of disability as es-
tablished by the federal Center for
Mental Health Services (34). To be el-
igible, participants had to be aged 18
years or older, able to provide in-
formed consent, and unemployed at
study entry. For this analysis, the pop-
ulation was restricted to SSDI benefi-
ciaries who were enrolled in a voca-
tional rehabilitation program.

All sites recruited participants from
existing clinical populations by refer-
rals from case managers, self-referral,
and word of mouth. Sites received ap-
proval of human subjects” protections
and confidentiality safeguards from
their organizations™ institutional re-
view boards. Participants were recruit-
ed between February 1996 and June
1998 and were monetarily compensat-
ed for participation in each interview
with amounts that varied by site and
over time from $10 to $20.

Intervention

For the analysis presented here, a vo-
cational rehabilitation program was
defined as a program providing servic-

es that included placement into com-
munity-based jobs that paid at least
the minimum wage and that were in
socially integrated settings, with ongo-
ing supports available without time
limits. Several of the sites implement-
ed models specifically tailored for peo-
ple with mental illness, such as indi-
vidual placement and support (35), the
Program of Assertive Community
Treatment (36) and the Clubhouse
model certified by the International
Center for Clubhouse Development
(37). Other programs delivered gener-
ic supported employment services (38)
with novel enhancements developed
for the study. Further information
about the models tested is available at
the EIDP Web site (39).

Measures

The study’s dependent variable was
the dollar value of provider payments
from either of the Ticket to Work pro-
gram’s two reimbursement systems.
Providers themselves choose between
the two systems when they apply to
the program. In the milestone-out-
come system, providers are paid for
the first month that clients” earnings
are above the SGA level and subse-
quently for the third, seventh, and
12th “milestone” months of above-
SGA earnings. Then, for months in
which the client achieves an “out-
come” (cessation of cash benefits),
providers receive only 85 percent of
the amount they would have received
without the milestone payments, fur-
ther reduced by the amount paid for
the milestones spread across 60 possi-
ble payments. Thus, in return for
“front-loaded” payments, total reim-
bursement is limited to 85 percent of
potential payout under the second
payment system, called the outcome
payment system. In the outcome pay-
ment system, providers receive 40 per-
cent of the national average monthly
SSI or SSDI cash benefit for each
month a worker does not receive SSA
payments because of employment.
Thus, although no payments are re-
ceived earlier in the process, more
generous amounts are provided once
cash benefits cease. In the study re-
ported here, researchers and vocation-
al staff tracked clients’ earnings week-
ly, including number of hours worked,
wages earned, and benefits received.
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Table 1

Characteristics of 450 Social Security
Disability Insurance beneficiaries with
psychiatric disabilities who were receiv-
ing vocational rehabilitation services

Characteristic N2 %
Male 265 59
Race or ethnicity
African American 88 20
Hispanic or Latino 61 14
Caucasian 279 62
American Indian or
Alaska Native 12 3
Asian or Pacific Islander 1 <1
Other race or ethnicity 8 2
Diagnosish
Schizophrenia spectrum
disorder 247 55
Mood disorder 188 42
Personality disorder 102 23
Substance use disorder 161 36
Married or cohabiting 45 10
Employed in the 5 years
before study entry 273 61
Education
High school graduate 328 73
Some college 185 41

Mean+SD age (years)© 39+9.3

* Numbers vary because of missing data.

b Primary or secondary diagnosis on axis I. Some
participants had more than one diagnosis.

¢ Median, 38 years; range, 19-71 years

Analyses

The actual 1999 SGA level of $500 was
used to calculate potential earnings in
the Ticket to Work program, because
that year was the study’s midpoint. To
estimate provider payments during
the Ticket to Work era, the 2003 na-
tional average monthly SSDI payment
of $819 was used to arrive at monthly
payments of $327.60, or 40 percent of
the national average benefit. The sim-
ulated provider payments were aver-
aged across all clients for an estimate
of reimbursement per client served.
Finally, savings that would have been
returned to SSA—calculated by using
$1 for every $2 offset on participants’
earnings—were estimated and applied
to actual cash payments made to the
450 SSDI beneficiaries with psychi-
atric disabilities in calendar year 2003.

Results

Participants

Table 1 presents the demographic and
clinical characteristics of the 450 SSDI
beneficiaries who were receiving voca-
tional services.
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Table 2

Employment characteristics of 450 Social Security Disability Insurance beneficiaries with psychiatric disabilities who were
receiving vocational rehabilitation services over 24 months

Variable N % Median
Number of days before first job (mean+SD)? 206+176.8 15
Number of days before achieving
above-SGA earnings (mean=SD)P 283+188.4 243
Provider involvement in securing job®
Job developed for clientd 241 34
Job found with provider’s assistance® 276 38
Job found by client 201 28
Full- and part-time jobs (one or more hours per week)
Number of full- and part-time jobs 718 100
Hourly salary (mean=SD) $5.84+$1.56 $5.35
Hours worked per week (mean+SD)¢ 17+11.7 15
Job benefits®
Medical benefits 29 4
Sick leave 23 3
Vacation 28 4
Full-time jobs (35 or more hours per week)
Number of full-time jobs® 84 12
Hourly salary (mean+SD)® $6.39+£$2.27 $6.00
Job benefits
Medical benefits® 20 24
Sick leave® 15 18
Vacation® 19 23
Total earnings per person
over 24 months (mean+SD)? $3,670+$5,483 $1,819
Total Supplementary Security Income and SSDI
cash benefits per person over 24 months (mean+SD)4 $12,570+$5,253 $12,288

 For all participants employed (N=310)

b Forall participants with earnings above the threshold of substantial gainful activity (SGA) (N=116)

¢ Out of all jobs held (N=718)
d Forall participants (N=450)
¢ Out of all full-time jobs held (N=84)

Employment outcomes

As shown in Table 2, for the clients
who worked, the average number of
days before obtaining a job was 206, or
around seven months. A third of all
jobs (34 percent) were developed by
providers or obtained with their assis-
tance (38 percent). For those whose
earnings exceeded the SGA level, the
average number of days before that
earning level was achieved was 283, or
more than nine months. The mean
salary was $5.84 per hour, and the
mean number of hours worked per
week was 17. Few jobs offered bene-
fits: 4 percent provided medical insur-
ance coverage, 4 percent provided va-
cation, and 3 percent provided sick
leave.

A small proportion of jobs (12 per-
cent) were held full-time (defined by
the U.S. Department of Labor as 35 or
more hours per week). Full-time jobs
paid more, averaging $6.39 per hour.
Full-time jobs were also more likely to
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offer benefits: 24 percent provided
medical insurance coverage, 23 per-
cent provided vacation, and 18 percent
provided sick leave.

Over 24 months, employed partici-
pants’ earnings averaged $3,670 per
person. The average SSA cash pay-
ment during this same period, for
working and nonworking individuals
combined, was $12,570 per person.

Overall, study participants” employ-
ment was characterized by low-paying,
part-time jobs without benefits. On av-
erage, those who worked did not begin
to work until their seventh month of
program participation, and their earn-
ings did not exceed the SGA level un-
til the ninth month of participation.

Simulated provider payments

Participants” actual monthly earnings
were then used to simulate provider
payments under the Ticket to Work
program. On average, providers oper-
ating under the milestone-outcome

payment system would have received a
total of $184+$472 per person served
over the two-year period. Among the
116 clients whose earnings would have
generated payments, amounts would
have ranged from $151 to $2,899: 70
percent of these payments would have
been less than $500, and 30 percent
would have exceeded $500. Under the
outcome payment system, $31 per
person would have been returned to
service providers for two years of serv-
ice provision. Only 16 clients would
have generated payments under this
system: 62 percent of these would
have totaled less than $1,000, and 38
percent would have exceeded $1,000.
Because actual annual costs for direct
services in these programs ranged
from $2,000 to $6,000 per client, nei-
ther payment mechanism would have
covered program costs.

Why would these programs have
done so poorly as providers in the
Ticket to Work program? First, almost

PSYCHIATRIC SERVICES ¢ ps.psychiatryonline.org ¢ April 2006 Vol. 57 No. 4



a third of participants (140 partici-
pants, or 31 percent) did not achieve
any paid employment. Another 43 per-
cent (N=194) had earnings below the
SGA level throughout the study, leav-
ing only 26 percent (N=116) with
above-SGA earnings. Under the mile-
stone-outcome system, 26 percent
(N=116) would have reached the first
milestone, 18 percent (N=82) the sec-
ond milestone, 8 percent (N=35) the
third, and 4 percent (N=16) the
fourth. Under the outcome payment
system, only this last group of 4 per-
cent would have completed their trial
work period and left the rolls, thereby
generating income for their providers

At the same time, study participants
could have generated substantial sav-
ings for SSA under a less stringent
earnings threshold than the “cash cliff”
currently in place. Savings could have
occurred, for example, if more individ-
uals worked and achieved higher
monthly incomes as a result of being
able to retain some of their beneficiary
income instead of losing all of it
abruptly. Currently, workers stop re-
ceiving SSDI cash income after they
earn above SGA for ten months. If in-
stead, beneficiaries were allowed to
retain $1 in cash benefits for every $2
above SGA they earned, SSA would be
able to reduce its payments (rather
than continuing them indefinitely as
happens now), and beneficiaries
would add to their monthly income by
retaining some cash benefits plus
earned income (up to half the amount
of their maximum cash benefit). This
$1 for $2 offset formula is used for SSI
beneficiaries who earn above SGA but
not for SSDI beneficiaries.

In this scenario, given average earn-
ings of $3,670 per employed worker in
the EIDP, if half that amount (that is,
$1,835 per worker) had been returned
to SSA over a two-year period, the sav-
ings generated for SSA would have to-
taled $568,850 over all workers. Dur-
ing the same two-year period, EIDP
study participants received actual SSA
cash payments of $12,570 per partici-
pant, totaling $5.66 million. Thus sav-
ings of $568,850 would have constitut-
ed 10 percent of total cash payments
that could have been recouped by
SSA.

Nationwide, in 2003 SSA reported
payments to disabled workers with

mental illness that averaged $792.70
per month; more than 1.66 million dis-
abled workers with mental illnesses
were enrolled, and they received cash
benefits totaling $15.8 billion (18).
When the 10 percent savings figure
(derived from EIDP participants’
earnings and their SSA cash payments
as described above) is applied to this
$15.8 billion, an estimated $1.6 billion
could have been saved by using a $1
for $2 offset formula. This significant
amount might have been even higher
without income restraints caused by

-

The
payment
mechanisms
established by the
Ticket to Work program
do not reflect the reality
of the vocational
rebabilitation process
Jor people with
psychiatric
disabilities.

the cash cliff. That is, with reassurance
that their benefits would not cease al-
together, which was not the case for
EIDP participants, under a $1 for $2
formula, beneficiaries might have gen-
erated even higher earnings with con-
comitant higher savings for SSA.

Discussion

Our original question was whether the
Ticket to Work program would ade-
quately compensate providers who
serve people with psychiatric disabili-
ties. The answer appears to be no, giv-
en that actual earnings seldom reached
levels that would have triggered pay-
ments to providers under that pro-
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gram. The earnings of 74 percent of all
participants remained below the SGA
level throughout the study. Moreover,
the “back-loaded” outcome payment
system would not have generated fi-
nancial rewards until after clients had
spent a considerable amount of time in
vocation rehabilitation programs. Even
then, payments would not have
reached levels commensurate with
providers’ costs. Thus payment mecha-
nisms established by TWWIIA do not
reflect the reality of the vocational re-
habilitation process for people with
psychiatric disabilities, with its need for
heavy up-front investment of re-
sources, its relatively slow pace, and
the low earnings of participants.

A number of caveats qualify our
study findings. The most important is
that the study’s calculations represent
a simulation of the Ticket to Work
payment systems rather than an
analysis of actual performance of tick-
et holders and providers. In actual sit-
uations, when ticket holders assign
their tickets to registered providers,
both parties may behave quite differ-
ently. Providers might be more selec-
tive, accepting tickets only from
clients who are likely to have above-
SGA earnings and to maintain those
earnings. Actual ticket users might be
more likely than those in this study to
seek full-time work that provides
above-SGA earnings.

Second, we were unable to take into
account the number of months before
the study in which participants” earn-
ings exceeded the SGA level. Because
we counted only the months after
study enrollment, we may have under-
estimated the number of clients who
would have completed their trial work
period and left the rolls, thereby gen-
erating provider payments under the
outcome payment system. We also
used only a two-year work history
rather than the unlimited number of
months over which the maximum 60
monthly payouts per client are al-
lowed, thereby underestimating the
total amount of possible reimburse-
ment per client in the Ticket to Work
program. On the other hand, use of
the 1999 SGA of $500 per month may
have inflated our estimates of pay-
ments, because clients today might
find it more difficult to earn above the
2005 SGA of $830.
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Also, given the randomized con-
trolled study design, the participants
were not a nationa]ly representative
sample of SSDI beneficiaries with psy-
chiatric disabilities, which suggests
that the results may not be generaliz-
able to this population and calls for
caution in extrapolation of our find-
ings. Finally, the EIDP study took
place during the second half of the
1990s and early 2000, a time of labor
market expansion, in sharp contrast to
the current period of economic down-
turn. For example, throughout much
of the study, local unemployment rates
at the study sites declined steadily
(40). Current participation in the labor
force would most likely be influenced
by today’s poorer job economy, with
lower earnings and longer periods of
unemployment.

The final report of the President’s
New Freedom Commission on Mental
Health (41) identified the low employ-
ment rate of individuals with severe
mental illness as a major barrier to re-
covery and community integration.
Several of the reports recommenda-
tions are germane to future directions
in the development of the Ticket to
Work program, particularly to any re-
forms that are considered. First, the
report recommended that “return-to-
work should be consumer-driven,”
and, in order to make this a reality, the
report called for a dramatic increase in
the quality and availability of employ-
ment services. Such an increase in
service capacity appears unlikely with-
out changes to the program’s reim-
bursement structure. The report also
noted that “return-to-work should in-
volve a multi-systemic approach” and
that “States will have the flexibility to
combine federal, state, and local re-
sources in creative, innovative, and
more efficient ways, overcoming the
bureaucratic boundaries between
health care, employment supports,
housing, and the criminal justice sys-
tem.” What would such a multisys-
temic approach look like? It would
comprise federal, state, and local sys-
tems responsible for employment, in-
come support, rehabilitation, mental
health, health care, housing, educa-
tion, legal aid, asset accumulation, and
other social services.

It remains for SSA and other feder-
al agencies to partner with states and
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local organizations and advocacy
groups to explore such multisystemic
models. The Ticket to Work program’s
narrow emphasis on reducing SSA
cash payments targets only one im-
portant stakeholder in the return-to-
work process and offers insufficient
benefits for people with disabilities
and service providers. Failure to take
account of the complexity of the re-
turn-to-work process may be taxing
the Ticket to Work program, con-
tributing to its poor performance. The
policy of incremental reform underly-
ing this legislation is not likely to suc-
ceed in the face of such complexity.
Moreover, the program is not appro-
priate for all individuals. It remains
for us to develop new solutions that go
beyond the Ticket to Work program
and encompass larger-scale policy re-
forms as well as rigorous outcome as-
sessment of their effectiveness.
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