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Overview

In 2006, the Social Security Administration funded the Accelerated Benefits (AB) Demonstration to
test whether early access to health care and related services would improve outcomes for new Social
Security Disability Insurance (SSDI) beneficiaries. Under current law, most beneficiaries are not
eligible for Medicare for a period of 24 months after they are entitled to receive cash benefits. Many
SSDI beneficiaries in this “waiting period” have serious health care needs, and health insurance may
provide the medical care needed to stabilize their health conditions.

AB included about 2,000 new SSDI beneficiaries without insurance. Individuals were randomly
assigned to one of three research groups: (1) the AB group, which had access to health care benefits
designed for the project; (2) the AB Plus group, which had access to the same health care benefits as
well as voluntary services delivered by telephone to help them navigate the health care system and
return to work; and (3) a control group, which could not receive AB health care benefits or AB Plus
services but could obtain health insurance on their own.

Key Findings

e Participants made extensive use of program services. Almost all members of the AB and AB
Plus groups used AB health benefits during the first year, most commonly for doctor visits, di-
agnostic testing, and prescription medications. Program group members averaged $19,265 in
AB health benefit claims during the year. In addition, about two-thirds of the AB Plus group
participated in key telephonic services.

e AB health care benefits increased health care use and reduced reported unmet medical
needs. In addition, members of the AB and AB Plus groups reported spending less of their own
money on health care. There were few differences in these outcomes between the AB and AB
Plus groups, suggesting that AB’s health care benefits were responsible for these improvements.

e AB Plus services encouraged people to look for work but did not increase employment
levels in the first year. Members of the AB Plus group were more likely to use vocational re-
habilitation and other job preparation services and were more likely to look for work than either
the AB group or the control group. Despite this promising intermediate result, the three groups
had similar employment rates in the first year.

These results are promising, but they reflect short-term impacts partway through the intervention. It
will be important to continue to track outcomes to assess whether long-term employment gains and
reduced need for health care result in future savings for the federal government. Despite these
limitations, AB provides perhaps the most rigorous information to date suggesting that health care
benefits can improve the health of a medically needy group.
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Preface

When Medicare was extended to Social Security Disability Insurance (SSDI) beneficia-
ries in 1972, an important gap in health care coverage was introduced: beneficiaries were not
eligible for Medicare until two years after they were entitled to receive SSDI cash benefits.
Introduced to keep spending low by targeting health care benefits to those with long-term
disabilities, this “waiting period” now leaves many individuals without health insurance during
an especially vulnerable time, soon after they have suffered an event that has left them too
disabled to work.

Although it is intended to reduce costs, the waiting period might increase costs in the
long run. If lack of health insurance discourages new beneficiaries from seeking care, their
health might deteriorate, worsening the condition that landed them on the rolls. Individuals
who could have been helped off the roles with the right care in the short term would then
receive SSDI benefits for many years, possibly adding billions of dollars to the costs of Social
Security programs.

Although it seems intuitive that the cost of health care would discourage the uninsured
from receiving care and that the lack of care would result in worsened health, there is little
rigorous evidence to support that intuition. Instead, past research has relied on comparisons of
people with insurance and those without insurance, and the differences in health care and health
outcomes between these groups might be due to other, unobserved characteristics of the two
groups. For that reason, a well-cited review of the evidence written by Helen Levy and David
Meltzer concluded that many studies that claim to show the effects of health insurance on health
are not convincing.

The Accelerated Benefits Demonstration provides the most rigorous evidence to date
on the link between health care benefits, health care use, and health outcomes for a high-needs
group of health care users. Conceived and funded by the Social Security Administration, the
study included about 2,000 new SSDI beneficiaries without insurance, half of whom were
randomly chosen to receive a comprehensive set of health care benefits. A subset of this group
also was eligible for services to help them navigate the health care system and return to work.

Results from the project not only will inform SSA’s attempts to help SSDI beneficiaries
return to work but also will provide crucial information to help understand the likely effects of
recently passed health care reform, since individuals who would have remained uninsured
during the waiting period now will be required to obtain health insurance — many of them,
through state Medicaid programs or state health exchanges.

Gordon L. Berlin
President
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Executive Summary

Many Social Security Disability Insurance (SSDI) beneficiaries have serious health care
needs, but, under current law, most are not eligible for federally funded health care benefits
through Medicare for a period of 24 months after they are entitled to receive cash benefits.
During this “waiting period,” most beneficiaries have poor health and limited functioning, but
many lack health insurance. In 1999, Congress provided the Social Security Administration
(SSA) the authority to examine the effect of changing the waiting period. The result was the
Accelerated Benefits (AB) Demonstration, a five-year study of whether a short-term investment
in health care and related services for newly entitled SSDI beneficiaries leads to improved
health, increased employment, and reduced reliance on SSDI benefits. MDRC led the design
and evaluation of AB in collaboration with Mathematica Policy Research, Inc. This final report
from the project describes all activities to date, including a summary of impacts one year
following recruitment into the study. In addition to helping SSA design policies to help SSDI
beneficiaries, results from AB have broader policy implications as the first random assignment
study of the efficacy of providing health care benefits to a high-needs population.

Two versions of AB were tested. Both provided health care benefits to new SSDI bene-
ficiaries who did not have health insurance during the Medicare waiting period. The second
version of AB — called “AB Plus” — added three voluntary services delivered by telephone to
help individuals navigate the health care system and to help them return to work.

New SSDI beneficiaries without health insurance who consented to be part of the study
were assigned at random to one of the three research groups: (1) the AB group, which had
access to the program’s health care benefits; (2) the AB Plus group, which had access to the
health care benefits and could use the other services delivered by telephone; or (3) a control
group, which could not receive AB health care benefits or AB Plus services but could obtain
health insurance on their own. Random assignment ensures that any differences among the three
groups when participants entered the study were due to chance and that any systematic differ-
ences that later emerged were most likely due to the program services being studied.

Recruitment and Characteristics of Sample Members

The study targeted uninsured new SSDI beneficiaries, since they were most likely to
benefit from AB’s health care benefits. Sample members also had to meet the following criteria:
(1) have at least 18 months until they were eligible for Medicare, so they would receive AB
services soon after the onset of their disability; (2) be between 18 and 54 years old, so there was
a reasonable expectation of returning to work; and (3) live in one the 53 metropolitan statistical
areas with the most new SSDI beneficiaries. There was a strong interest in participating in
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services among beneficiaries who met these criteria: of the 12 percent of new SSDI beneficia-
ries who were without health insurance, over 99 percent completed a baseline interview and
enrolled in the demonstration. From October 2007 through January 2009, 2,005 individuals
meeting these criteria consented to be in the study and were randomly assigned. Subsequently,
seven individuals were later determined by SSA to have been ineligible for the SSDI program
and therefore ineligible for the study, and an eighth person was removed because it was later
determined that she was insured at the time of randomization and therefore ineligible for the
study. The study sample thus consists of 1,997 individuals assigned to the control group (986
individuals), the AB group (400 individuals), or the AB Plus group (611 individuals).

At random assignment, the participating sample members had diverse impairment char-
acteristics, were in very poor health, and reported high rates of unmet medical needs. They had
a range of impairments, including mental disorders (22 percent) and diseases of the muscu-
loskeletal system (19 percent), nervous system (17 percent), or circulatory system (12 percent);
and neoplasm (usually cancer; 8 percent). Reflecting their disability status, nearly all partici-
pants were limited in performing such activities as preparing meals, taking medications, and
using the telephone. In addition, nearly three in ten reported very serious limitations that
prevented them from performing basic daily activities, such as getting in or out of a bed or
chair, using the toilet, or eating. Although a majority of sample members reported being
uninsured for more than six months, most had seen or talked with a doctor in the preceding six
months. In terms of demographic characteristics, sample members were 47 years old, on
average, at the time of random assignment, and nearly 80 percent of them possessed at least a
high school diploma or its equivalent.

The AB Health Plan

AB and AB Plus group members could use the AB health plan from the day of random
assignment until they became entitled for Medicare. In addition to covering basic health care
needs, such as hospitalizations and physician visits, the AB health plan covered some rehabilita-
tion supports and treatment for mental health problems and chemical dependency. The plan
gave program group members access to a network that included 450,000 providers nationwide,
and it required modest copayments when network providers were used. Compared with Medi-
care, the AB health plan had lower copayments, provided greater reimbursement to health care
providers, and paid for some durable equipment rehabilitation therapies not covered by Medi-
care. At the same time, individuals were limited to $100,000 in health care until they became
eligible for Medicare.

Almost all program group members used the AB health benefit during the year after ran-
dom assignment — most commonly for doctor visits, diagnostic testing, and prescription
medications. Program group members averaged $19,265 in paid AB health benefit claims during
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the first year, but less healthy individuals used more: those with a primary diagnosis of neoplasm
(cancer) used $39,698, on average. As is typical with health insurance, a minority of members
accounted for a large share of the costs: 12.3 percent had payments of more than $50,000,
accounting for 53 percent of costs, and about 4 percent reached the benefit limit of $100,000.

AB Plus Services

AB Plus included three voluntary services delivered by telephone, the first two of which
were designed to help participants return to work:

¢ A behavioral motivation program called the “Progressive Goal Attain-
ment Program” (PGAP). PGAP is a 10-module program designed to in-
crementally increase participants’ activity levels and change daily routines to
be consistent with holding employment (for example, waking up at a regular
time). PGAP also tries to reduce participants’ perceptions of disability and to
help them better manage pain and discomfort. The staff who administered
PGAP — all of whom had social work backgrounds — also coordinated AB
Plus services and acted as participants’ primary point of contact during the
demonstration.

e Employment and public assistance benefits counseling. Employment
counselors helped participants develop and achieve employment goals. For
example, they helped participants prepare résumés, identify work or training
opportunities, and make use of local services. AB Plus benefits counselors
identified participants’ benefits concerns and provided information on how
work would affect their SSDI status and other benefits. Benefits counselors
also helped participants make the transition to Medicare, helped those who
had hit the plan’s $100,000 cap find ways to pay for health care, and helped
financially strapped individuals receive assistance paying bills.

e Medical case management. Nurses helped participants address short-term
health problems that might be barriers to using the two employment-related
services above. One nurse handled individuals who had mental health needs,
developing simple care plans, reviewing medications, and occasionally mak-
ing referrals to mental health providers. Other nurses handling physical
health problems helped participants navigate the health plan, particularly fol-
lowing a hospital stay. PGAP coaches also provided some basic disease-
specific education as part of medical case management.
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During the year after random assignment, 84.9 percent of the AB Plus group completed
an intake, during which AB Plus services were explained and the participant was assessed for
health care needs and the ability to participate in PGAP. In addition, 73.8 percent had at least
one additional session with AB Plus staff following intake. About one-third participated in each
of the employment-related services. Participants averaged 8.7 contacts with AB Plus staff,
lasting a total of 4.2 hours. However, there was substantial variation in the degree to which
people used different services. While about one-third used PGAP, for example, only about one-
sixth of that group completed all ten modules, and half completed at least four. The one-third of
the AB Plus group who used employment and benefits counseling averaged six telephone
sessions, for a total of 2.5 hours.

Estimated Effects of AB and AB Plus

Estimated short-term effects of AB health benefits and AB Plus services are shown in
Table ES.1 and are summarized below. Results are based primarily on a survey administered
about 12 months after random assignment.

o AB health care benefits increased health care use and reduced unmet
needs. Although most control group members had a regular source of health
care, both AB and AB Plus groups were about 13 percentage points more
likely to have a regular source of care and to have made three or more doctor
visits. In addition, program group members were substantially less likely to
report delaying or not getting needed care. Both program groups also had
lower out-of-pocket expenditures on health care costs, although AB led to
greater reductions than AB Plus. These effects should be interpreted in light
of the fact that about 40 percent of control group members obtained health
insurance during the year (not shown in the table).

e AB health care benefits improved health outcomes. Increased use of health
care and AB Plus medical case management were intended in part to improve
health and functioning. The second panel of Table ES.1 shows that higher
proportions of the AB and AB Plus groups than of the control group reported
that their health was good or better than good. Results presented in the report
confirm a range of positive effects on health from AB’s health care benefits.

e AB Plus services encouraged people to look for work but did not in-
crease employment levels in the first year. Members of the AB Plus group
were more likely to use vocational rehabilitation and other job preparation
services and were more likely to look for work than either the AB group or
the control group. This was not true for the AB group. Despite this promising
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intermediate result, the three groups had similar employment rates in the first
year. Since looking for work is the first step toward returning to work, im-
pacts on employment might emerge after the evaluation has ended. In addi-
tion, since the study period coincided with one of the deepest recessions in
recent U.S. history, impacts on employment might emerge as the economy
grows stronger.

e Death rates were somewhat higher for program group members than
control group members. One note of caution is that, compared with the
control group, more sample members in the AB and AB Plus groups died. In
particular, 5.2 percent of the AB and AB Plus groups died within a year of
random assignment, compared with 3.5 percent of the control group, al-
though the study’s sample size is too small for this difference to be statistical-
ly significant. Neither the demonstration’s logic model nor prior evidence
suggest that AB would increase death rates, and further analyses did not find
an association between specific AB or AB Plus services and death. For these
reasons, the research team concludes that the important difference in death
rates between the AB and AB Plus groups and the control group is unlikely
to represent a true effect of the AB interventions.

e SSA’s short-term investments might produce long-term savings, but it is
too early to estimate these potential effects. The AB health plan is pro-
jected to cost $31,370 per program group member, and AB Plus services are
projected to be over $3,000 per AB Plus member. While the impacts de-
scribed above are not substantial enough to cover these costs in the short
term, they have the potential to generate cost savings in the future. Improved
health and reduced unmet medical needs might result in savings for the
Medicare and Medicaid programs once individuals leave the 24-month
waiting period. Short-term improvements in health and increases in work
preparation and job search might result in increases in long-term employment
that reduce the cost of SSDI benefits. It is too early to know whether or how
much will be saved through these avenues, but outcomes for study partici-
pants should continue to be followed so that those effects can be estimated.

Summary and Policy Implications

The results described above are promising. Health benefits not only substantially in-
creased health care use but improved health, providing the most rigorous information to date on
the link between health benefits and health. Employment-focused services delivered by tele-
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phone increased the number of people preparing for work or looking for work by a substantial
degree, given the low rates of employment among SSDI beneficiaries.

Nevertheless, some caution is in order because the results cover only the first year of the
intervention, even though individuals were eligible for services for about 21 months, on aver-
age. This final report is being published before the program has ended in order to coincide with
the end of the contracted evaluation led by MDRC and Mathematica. It will be important to use
administrative records and follow the sample members beyond the demonstration period to
determine whether there are long-term effects on employment that lead to reductions in SSDI
benefits and whether increased health care use and improved health during the demonstration
period result in reduced Medicare use later on. Such long-term effects could help recoup the
costs of the program. In addition, administrative data should be used to track the death rates of
sample members, to confirm that AB did not increase mortality.

It is also important to remember that AB Plus services were delivered by telephone.
This was done because the research sample in any one location was too small to support the
delivery of services at each location. Other interventions, including tests of care management
and PGAP, have found stronger effects for other target populations when they were delivered in
person, and it is possible that in-person delivery would have led to larger effects.

Finally, it is not clear how these results relate to what will happen under health care
reform or if Congress votes to end the Medicare waiting period. It is likely that the effects of
Medicare or Medicaid eligibility on health care use for the AB target population would be
smaller than under AB, since those programs cover fewer services and often provide more
limited access to health care. In addition, Medicare and Medicaid typically reimburse providers
less than AB did, so costs might be lower than under AB, although neither Medicare nor
Medicaid has a cap on benefit payments, as AB did. At the same time, the costs under AB likely
understate the true costs of providing health care benefits to new SSDI beneficiaries, since the
costs ignore the possibility that some individuals would drop private insurance if they could
receive public insurance during the waiting period. Finally, it is important to remember that AB
systematically excluded some key groups of SSDI beneficiaries. In particular, individuals
receiving both SSDI and Supplemental Security Income were excluded, since most are insured
through Medicaid, and limiting the study to individuals who had at least 18 months remaining
in the Medicare waiting period left out those who take longer to be approved to receive SSDI
benefits. Results presented in this report at best reflect what might happen to the group that was
targeted for the study.

Despite these limitations, AB provides perhaps the most rigorous information to date
suggesting that health care benefits can improve the health of a medically needy group. Longer-
term follow-up would be needed to understand whether these effects last or translate into later
effects on employment, SSDI benefits, and health care.
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