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September 11, 2016

The Honorable Sylvia Mathews Burwell, Secretary
U.S. Department of Health and Human Services
200 Independence Avenue, SW

Washington, DC 20201

Re: Healthy Indiana Program 2.0 § 1115 Demonstration
Waiver — Non-Emergency Medical Transportation
(NEMT)

Dear Secretary Burwell,

We appreciate the opportunity to comment on Indiana’s
proposal to extend its waiver of NEMT for the Healthy
Indiana Program (HIP) 2.0. The National Health Law
Program (NHeLP) protects and advances the health rights
of low income and underserved individuals. The oldest non-
profit of its kind, NHeLP advocates, educates and litigates
at the federal and state level.

While we support states providing Medicaid coverage to
low-income adults, we ask CMS to deny Indiana’s proposal
to extend this waiver of NEMT for its HIP 2.0
demonstration. The evidence the state provides in support
of the extension is flawed, incomplete and fails to justify
extending the waiver for this important service.

Indiana acknowledges that its initial NEMT evaluation
evidence is flawed. The state has published one relatively
small NEMT evaluation, conducted by the Lewin group in
February 2016. That study acknowledges significant
shortcomings, including a small sample size and more
fundamental methodological problems due to the absence
of an appropriate comparison group. The Lewin group
acknowledges that the state plan population with access to
NEMT differs substantially from the HIP population in terms
of income, health need and in other key demographic
features likely to impact access and need for NEMT. The
report goes so far to say that: “these populations are very
different; a direct comparison of their proportions is not
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advisable.”' The differences are large enough to render cross-group comparisons more

misleading than informative. The very implausible result that individuals with no access
to NEMT reported fewer missed appointments due to transportation barriers (6%) than
individuals who do have an NEMT benefit (11%) suggests either key unmeasured
variables or a fundamental flaw in the comparative approach as a justification for an
NEMT waiver.?

The state notes it may have found a slightly better comparison group because one of
the three HIP MCOs offers its own NEMT benefit (not funded by the state). However,
the data presented does not include key demographic data for the MCO subgroups
(health status, age, gender) to show similarities (or differences) between the MCO
populations. Factors like selection bias could lead to substantial differences. Results
from a second, larger survey conducted in June 2016 address some, but not all these
shortcomings. Unfortunately, the state has not made the full results and methodology of
the second survey publicly available. This perplexing omission renders it impossible for
stakeholders to assess whether the results from the second study indeed support the
state’s claims.

Other important shortcomings of the evaluation design are not acknowledged in either
survey:

* Both surveys conducted by the Lewin group focus narrowly on missed
appointments, which ignores individuals who have no access to
transportation and thus make no appointments or avoid care altogether.
The appropriate unit of analysis should be to measure unmet need for care due
to lack of transportation. The federal evaluation of Indiana’s HIP demonstration
will survey unmet care needs due to transportation and may find quite different
results than Lewin Group did.

* The published Lewin Group evaluation does not discuss or address
potential response bias in its survey. lowa’s evaluation found that survey
respondents skewed older, whiter and more female than the actual population.®
Indiana’s analysis does not include any data on response rates or on
demographic discrepancies between respondents and the general HIP
population. It is plausible that isolated individuals who lack adequate access to
transportation may be systematically less likely to respond to the survey (e.g.
individuals with limited English proficiency).

' The Lewin Group, Indiana HIP 2.0: Evaluation of Non- Emergency Medical Transportation (NEMT)
Waiver, 21 (Updated March 2016).

? Indiana Family & Social Services Administration (FSSA), NEMT Waiver Amendment Request to the
Healthy Indiana Plan (HIP) 2.0 Medicaid Section 1115 Demonstration Waiver, 3 (August 2016).

® Suzanne Bentler, et al., University of lowa Public Policy Center, Non-Emergency Medical Transportation
and the lowa Health and Wellness Plan, 26 (Mar. 2016),

http://ppc.uiowa.edu/sites/default/files/nemt report.pdf.
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* Neither survey really addresses the quality and accessibility of Indiana’s
existing NEMT benefit. An alternative, equally plausible interpretation of the
state’s presented evidence is that Indiana’s NEMT benefit is poorly understood or
difficult to access for beneficiaries who can access it. The state suggests that it
has added questions on awareness of the NEMT benefit in the larger Lewin
study, but does not detail what proportion of members with NEMT know about
the service (let alone how to access it.) CMS could not justify approving a
renewal of the waiver of the NEMT benefit for the HIP expansion if the reason for
“comparable” results is due to an ineffective current NEMT delivery system.

* Indiana’s NEMT evaluation fails to address the potential disparate impact of
its NEMT waiver on people of color and individuals with significant health
care needs. lowa’s most recent NEMT evaluation found that people of color are
significantly more likely to report unmet care needs due to transportation (83%
higher odds for Blacks, 31% for Hispanics). People in relatively poorer health
(58% higher odds), with multiple physical ailments (63%) or who have any
functional deficit (245%) are also much more likely to report unmet transportation
needs.* This evidence strongly suggests that waiving the NEMT benefit
disproportionately impacts these groups. While Indiana’s evaluation does stratify
by income and gender, it does not include any data on racial or ethnic differences
or primary language. Given the recent findings from lowa, health equity issues
should factor heavily into CMS’s evaluation of the proposed waiver extension.
CMS must not approve a continued waiver of this benefit because it likely
exacerbates long-standing healthcare disparities for populations that have been
historically underserved.

Given these shortcomings, and in light of the upcoming federal evaluation of HIP 2.0
that includes more appropriate questions related to transportation access, CMS should
not approve an extension to Indiana’s NEMT waiver.

NEMT may not be necessary for everyone, but it is crucial for some of the most
vulnerable people and likely helps reduce health disparities. In many ways, the
comparative evaluation structure entirely misses the mark by highlighting the relatively
small proportion of the general population that needs NEMT. NEMT is most commonly
used by individuals who may not be able to drive themselves, may not have access to a
car or public transportation, or may have other challenges that make it difficult to get
around, such as a disability. Depending on social networks to satisfy medical
transportation needs can be unreliable and presents a real barrier to accessing needed
care. While most beneficiaries can find ways to get to a provider when they need care
most of the time, the NEMT benefit is intended to ensure that all beneficiaries, including
the most vulnerable, can obtain needed care.

Indiana’s data, for all its flaws, clearly shows that many people across the state still
have problems getting to a doctor when they need it. Projected over the whole HIP
population without access to state-sponsored NEMT (~144,000 individuals), the Lewin

“1d. at 22.
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survey results indicate that nearly 9000 HIP 2.0 members (6%) miss an appointment
due to transportation barriers every six months.® This is not a trivial number. Even if
NEMT only reaches a fraction of that group, it would substantially improve access to
care for thousands of individuals, especially groups that are historically underserved.
Indiana’s evaluation and request to extend this waiver focuses on the majority of users
while not acknowledging or addressing the expressed needs of a sizeable minority that
disproportionately include key protected classes.

Conclusion

The broader point here is that a waiver of NEMT does not promote the objectives of the
Medicaid program and likely contributes to persistent health disparities. While we
support the continuation of Medicaid expansion coverage, we urge CMS to reject
Indiana’s request for an NEMT waiver extension. Thank you for considering our
comments. If you have any questions or need any further information, please contact
David Machledt (machledi@healthlaw.org; 202-384-1271), Policy Analyst, at the
National Health Law Program.

Sincerely,

Jane Perkins,
Legal Director

® The Lewin Group, supra note 1, at 5 &13. This represents more than a third of the individuals in
this population who reported missing an appointment during the survey period (16%). Id. at 21.
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March 17, 2017
VIA ELECTRONIC SUBMISSION

The Honorable Thomas Price, Secretary
U.S. Department of Health and Human Services
200 Independence Avenue, S.W. Washington, DC 20201

Re: Healthy Indiana Plan 2.0 Extension Proposal
Dear Secretary Price:

The National Health Law Program (NHeLP) is a public
interest law firm working to advance access to quality
health care and protect the legal rights of low-income and
under-served people. We support the comments submitted
as part of a national group sign-on letter we joined, and we
appreciate the opportunity to provide these additional
comments to the Healthy Indiana Plan 2.0 (HIP 2.0)
extension request.

We support Indiana’s decision to accept federal funds to
provide coverage to low-income adults. We are encouraged
that the extension request proposes to increase outreach
and education around tobacco cessation and strengthen its
benefit package to help address substance use disorders.
Such proposals recognize Medicaid’s important role in
addressing these public health problems.

However, NHeLP recommends that HHS not approve the
HIP 2.0 application as currently requested. This application
includes new and continuing waiver requests that do not
satisfy the requirements for an 1115 demonstration. We
have described our position on existing waivers (Premiums,
lockouts, waiting periods, nonemergency transportation and
emergency department copays, etc.) in prior comments
(dated Sept. 9, 2014). The State has yet to provide sufficient
evidence that demonstrates these components promote the
objectives of the Medicaid program. We urge HHS work with
Indiana officials to bring the proposals into a legally
approvable form that also better serves HIP enrollees.



A. Required Premiums & Lockouts

HIP 2.0 is premised on monthly contribution systems. Indiana requests these monthly
contributions to implement Personal Wellness and Opportunity (POWER) accounts. We
do not think these waivers should ever have been approved, and extensions should not
be granted until the State provides clear and convincing evidence that its premiums are
not depressing enrollment. Data provided thus far do not support that conclusion.

There is no authority in the Medicaid Act for HHS to approve “lockouts” after termination
or require prepayment to begin coverage. These provisions undermine continuity of
care. The State has still not presented a plausible argument that delaying enroliment
into Medicaid for numerous months helps furnish medical assistance.

The State has been serving parts of this population through a § 1115 demonstration for
years. The previous HIP demonstration already established that even a premium below
$5 a month depresses enrollment rates for very low income individuals." Moreover,
interim reports and evaluations from HIP 2.0 raise substantial concerns about the
impacts of premiums and cost-sharing on HIP participation and access to care:

e Both the State’s and Lewin Group’s evaluations report disenroliment figures
based on enrollees who initiated payments but later stopped paying, which
only partially describes who may actually be deterred by premium barriers.
Namely, this does not include another set of individuals who apply and are found
eligible, but never make their first payment. None of the available data shows how
large this group is. Based on monthly reports, roughly 4,000 to 5,000 individuals with
incomes above the FPL are “conditionally eligible” in a given month, but none of the
evaluations detail how many never pay. Lewin’s evaluation design included a survey
of “never members” to track people who miss that first payment, but out of a targeted
121 respondents, the surveyor collected only a single completed survey.? This
cleaving of a potentially large segment of individuals who never enroll from enrollees
who fail to continue payments creates the impression of a smaller participation barrier
due to premiums.

e The State reported 67% more disenroliments for nonpayment in HIP 2.0’s first
year than the Lewin Group.? The Lewin study reported 2,677 disenroliments for
failure to pay a premium in the first demonstration year, or roughly 6% of all
enrollees it found were subject to disenroliment.* By contrast, the Indiana HIP 2.0
Annual Report found that 4,486 members were disenrolled for nonpayment over the

' Ind. Family & Social Servs. Admin. (“FSSA”), Healthy Indian Plan 2.0 1115 Waiver Application,
28, (July 2, 2014).

2 LEWIN GROUP, Indiana Healthy Indiana Plan 2.0: Interim Evaluation Report, 16 (July 6, 2016),
https://www.medicaid.gov/Medicaid-CHIP-Program-Information/By-
Topics/Waivers/1115/downloads/in/Healthy-Indiana-Plan-2/in-healthy-indiana-plan-support-20-
interim-evl-rpt-07062016.pdf. Presumably, the survey will be included in the final evaluation, but
that will not come for several years.

% Author’s calculations based on Lewin and FSSA reports.

* LEWIN GROUP, supra note 2, at 63.
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same time period.® The latter number would approach 10% of the 45,607 people
ever enrolled who were subject to this policy (and does not include “never enrolled”
members described above).6 Neither Lewin nor the State explained this discrepancy
in their reports.

e Disenroliments appear to have increased precipitously during 2016. During the
third quarter of 2016, the state report 4,621 disenroliments for failure to pay--
approximately 10.5% of the roughly 45,000 monthly enrollees potentially subject to
disenrollment for nonpayment.” This is an 89% spike from the prior quarter, and
brings the total disenrollment in the second demonstration year to 9,384 through
only three quarters.8 Lewin reported 2,677 closures in year one, meaning the State
disenrolled 73% more people for nonpayment in the third quarter of 2016 than they
did in the entire first year of the HIP demonstration.®

e Participation in HIP 2.0 has not met projections. The state’s proposal says that it
has exceeded enroliment expectations, but that claim is not supported by the state’s
most recent published data. In early 2015, Milliman’s 1115 budget analysis projected
that average monthly HIP enrollment would be 518,000 in 2016.1° Earlier, more
modest Milliman projections suggested monthly HIP enroliment would reach 421,000
by October 2016."" Actual enrollment of individuals receiving services only reached
389,205 by October 2016."% Until better data is available to compare Indiana’s
participation rates — particularly for the income range subject to disenroliment —
against similar states that have expanded Medicaid with no lockout or prepayment
requirement, it is difficult to fully evaluate the extent to which premiums may be
inhibiting enrollment.

SFSSA, Healthy Indiana Plan Annual Report, 22 (Apr. 29, 2016),
https://www.medicaid.gov/Medicaid-CHIP-Program-Information/By-
Topics/Waivers/1115/downloads/in/Healthy-Indiana-Plan-2/in-healthy-indiana-plan-support-20-
annl-rpt-feb-jan-2016-04292016.pdf. The state claims that this represents only 6.3% of the ever-
enrolled over 100% of FPL, but the state’s total includes the medically frail, Native Americans,
pregnant women and individuals on transitional Medicaid who were not subject to disenroliment.
® LEWIN GROUP, supra note 3, at 63.

" In October 2016, fewer than 45,081 individuals were potentially subject to disenrollment due to
non-payment. Individuals in Basic (not subject to disenrollment) and individuals with incomes
above 138% FPL, who are likely in TMA, are not subject to disenrollment. Some of the 45,081
Plus members are likely medically frail, or pregnant or young adults under 21 who are also not
subject to disenroliment, so the share closed for nonpayment likely exceeds 10.5% of average
enrollment. FSSA, Healthy Indiana Plan Demonstration Quarterly Report, Demonstration Yr 2,
Qtr. 3, 4 (Dec. 30, 2016). The state did not publish an ever-enrolled figure for the third quarter.

8 The state corrected its quarter 2 total down to 2,442 closures. FSSA, Healthy Indiana Plan
Demonstration Section 1115 Quarterly Report Demonstration Yr. 1, Qtr. 4, 8 (Mar. 31, 2016).

® Percentages based on author’s calculations using state data.

' MILLIMAN, 1115 Waiver — Healthy Indiana Plan Expansion Proposal: Budget Neutrality
Projections, 1 (June 23, 2014). This budget neutrality analysis uses total member months, but
assumes that 518,000 individuals would be enrolled in each of the 12 months.

" MILLIMAN, 1115 Waiver — Healthy Indiana Plan Expansion Proposal: Budget Neutrality
Projections — 3 Year, 5 (Feb. 27, 2015).

'2 FSSA, supra note 7, at 4.
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e Health care access for individuals locked out from coverage has not been
evaluated. The interim evaluation postpones this aspect of the demonstration to the
final evaluation. Without evidence to show a positive impact, no extension should be
approved.

HHS should not approve extensions for waivers until the State has explained the full
breadth of what it has tested with respect to the previous demonstration population, the
results of those tests, how the lessons learned from that project have been incorporated
the new proposal, and what new experiments will be conducted regarding this
population during the extension. Those lessons must be based on accurate and
relevant data.

B. Copayments for Non-Emergent Emergency Department (ED) Use

Indiana’s experiment to charge heightened copays of $25 per visit for non-emergent use
of the ED cannot be extended. Federal regulations already provide states with generous
flexibility to charge as much as $8 for non-emergent ED visits for populations below
150% FPL, but no more than that.”™ To receive approval to waive cost sharing limits set
forth in federal law, a cost sharing pilot must meet the tightly circumscribed
requirements of § 1916(f), which include very clear requirements that any experiment
have a control group and may not exceed two years. HHS granted Indiana a waiver of
this statutory limit in February 2015. HHS has no legal authority to approve an extension
of any cost sharing waiver under the terms of 1916(f).

The state notes it did not secure approval for the ED copay protocol until February
2016, and CMS later changed the “effective date” of the ED copay waiver authority to
that date (Feb 4, 2016). The experiment will now end January 31, 2018." However,
HHS has no legal authority to extend it further under the terms of 1916(f). An extension
would no longer be a “unique and previously untested use of copayments.”"®

In its proposal, the state claims that the long approval process also dela1yed
implementation of the graduated copayment policy until February 2016." It cites the
delay to explain why no data comparing the control and experimental groups, or the
number of people charged $25 copays, has yet been included in published evaluations.
The state also claims early success for its ED copay policies by citing an Anthem report
that found that people transferring from traditional Medicaid into HIP reduced their ED
utilization by 30%. That Anthem study used data from February to September 2015."" If
the state did not implement the graduated copay prior to 2016, then the reductions

*42 C.F.R. § 447.54.

' Eliot Fishman, CMS, Letter to Joseph Moser setting new date for HIP ED copay experiment,
(Sept. 16, 2016), https://www.medicaid.gov/Medicaid-CHIP-Program-Information/By-
Topics/Waivers/1115/downloads/in/Healthy-Indiana-Plan-2/in-healthy-indiana-plan-support-20-
er-room-copay-ext-req-09162016.pdf.

42 U.S.C. § 13960(f)(1).

'® FSSA, Healthy Indiana Plan (HIP) Section 1115 Waiver Extension Application, 30 (January
31, 2017), http://www.medicaid.gov/Medicaid-CHIP-Program-Information/By-
Topics/Waivers/1115/downloads/in/in-healthy-indiana-plan-support-20-pa4.pdf.

" Anthem Public Pol'y Inst., Healthy Indiana Plan 2.0: Enhanced Consumer Engagement

and Decision-Making Are Driving Better Health, 8 and at FN 47 (July 2016).
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Anthem found must not be related to the State’s ED copay policy. If it did indeed start
charging enrollees $25 copays in 2015 — or informing enrollees that they faced $25
copays — then the ED copay experiment should already be over. In any case, the state
must present evidence from the analysis of its controlled experiment before HHS
considers approval of any other cost sharing waiver for higher nonemergency ED
copays. In prior comments, we have addressed the questionable validity of Indiana’s
claim to the effectiveness of its ED copay policy in the original HIP."®

More broadly, nonemergency ED copayments in the Medicaid context have been tested
before, and found to be largely ineffective at reducing nonemergency use of the ED."
CMS’s own bulletin on best practices to reduce unnecessary ED use points to the
potential effectiveness of strategies like expanding access to primary care or providing
health homes for frequent ED users, but suggests that increased copays for
nonemergency use are problematic.?’ For additional information, see David Machledt,
Reducing Medicaid Emergency Department Use: Increase Accessibility, Not Copays
(Oct. 2014), http://www.healthlaw.org/publications/search-publications/reducing-
medicaid-emergency-department-use.

Finally, any evaluation of this experiment must include careful monitoring of compliance
with statutory requirements that, prior to charging any copay for non-emergent use of
the ED, there must be an “actually available and accessible” alternate care option and
that the facility must provide notice that the care to be provided is non-emergent care
subject to additional charges, identify the alternative care option, and provide the
enrollee with a referral.?’

C. Reduce Complexity in POWER Account Incentive Structure

One major stated goal for HIP 2.0 is to incentivize cost-conscious health care seeking
behaviors, including incentivizing preventive care. The state claims success toward this
goal, but data presented in Indiana’s proposal appears to overstate the impact of
Indiana’s complex POWER account incentive structure associated in achieving these
goals. Other evaluation data paint a picture of considerable confusion,
misunderstanding, and administrative complexity in HIP 2.0. This is not simply an issue
of rolling out a new demonstration. The original HIP, which had a similar POWER

'® NHeLLP Comments to Indiana’s HIP 2.0 Demonstration Proposal, Appendix 1 (Sept 19, 2014),
http://www.healthlaw.org/publications/search-publications/nhelp-federal-comments-to-health-
indiana-1115-demonstrations.

'9 Mona Siddiqui, et al., The Effect of Emergency Department Copayments for Medicaid
Beneficiaries Following the Deficit Reduction Act of 2005, 175 JAMA INT. MED. 393 (2015);
Karoline Mortensen, Copayments Did Not Reduce Medicaid Enrollees' Nonemergency Use of
Emergency Departments, 29 HEALTH AFF. 1643 (2010); David J. Becker et al., Co-payments
and the Use of Emergency Department Services in the Children’s Health Insurance Program, 70
MED. CARE RES. REV. 514 (2013).

%0 CMS, Reducing Nonurgent Use of Emergency Departments and Improving Appropriate Care
in Appropriate Settings (Jan. 16, 2014), http://www.medicaid.gov/Federal-Policy-
Guidance/downloads/CIB-01-16-14.pdf; see also Wash. State Health Care Authority,
Emergency Department Utilization: Assumed Savings from Best Practices Implementation
(2013).

“1 SSA § 1916A(e)(1).
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account and rollover structure, was plagued by poor understanding of the incentives
even five years after implementation.22 HIP 2.0 does not appear to have addressed
these issues; awareness is actually worse in the new iteration. In short, the available
data do not support the conclusion that the State’s incentive structure improves health
awareness and access to preventive care compared to a standard Medicaid expansion.
We are concerned that the state wishes to add on new incentive programs before
adequately resolving issues with the current structure.

One of the criticisms of health accounts tied to high deductible plans is that they add
unnecessary complexity that enrollees do not understand. Lewin’s HIP 2.0 evaluation
found that more than half of surveyed HIP enrollees believed they would pay for
preventive services from their POWER accounts just like they do other services.?® Less
than 10% reported (correctly) that preventive services have no impact on their POWER
account balance.?* The finding that a majority of HIP enrollees incorrectly report that no-
cost preventive services actually cost them suggests that Indiana’s POWER account
structure may actually discourage seeking preventive care.

HIP 2.0 also included an incentive intended to make members more cost conscious and
to reward healthy behaviors like obtaining preventive care. The incentive allows
enrollees to roll over some of their remaining POWER account funds to reduce their
premiums in the second year, provided they stay enrolled for well over 12 months. Early
evidence suggests very poor understanding of the rollover program, which was also
poorly understood in the original HIP program. Fully 52% of HIP Plus members (65% of
Basic) reported they had never heard of or did not have a POWER account (See chart).
Another 20% of Plus members (15% of Basic) never checked their account at all.® This
directly contradicts the state’s claim in its proposal that 60% of Plus members check
their POWER account balance, with 40% checking monthly.?® With so few enrollees
aware of the basic structure of Indiana’s system, it is hard to imagine that the rollover,
with its delayed reward, is positively influencing healthy behaviors. Basic members
responded to a true/false question on the structure of the rollover in nearly equal
proportions for each answer — no better than random guessing. Plus members had
slightly higher awareness that getting preventive services allows them to double
rollover, but still only 52% found the true/false statement true.?’

22 |n demonstration year 5 of the original HIP, more members were aware of POWER accounts
(76.5%), but fully 72% believed incorrectly that preventive screenings were deducted from their
accounts. Sixty percent were not sure or did not know the connection between preventive
services and rollover. FSSA, Healthy Indiana Plan 2013 Annual Report & Interim Evaluation
Report, 58, 61-62 (October 2014). Note: Lewin cited this rollover connection data in their
evaluation, contending that awareness has improved in HIP 2.0, but the question on the prior
survey was structured differently, making a direct comparison problematic. LEWIN GROUP, supra
note 2, at 68.
zi LEWIN GROUP, supra note 2, at 66.

Id.
% Author’s calculations based on results in Lewin evaluation. See id.
6 FSSA, Healthy Indiana Plan (HIP) Section 1115 Waiver Extension Application, 12 (Jan. 31,
2017), http://www.medicaid.gov/Medicaid-CHIP-Program-Information/By-
;I;opics/WaiversM 115/downloads/in/in-healthy-indiana-plan-support-20-pa4.pdf.

Id. at 67.
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Enrollee Awareness of HIP POWER Accounts

m Never Heard of POWER
account

B Think They Do Not
Have POWER Account

B Never Check Power
Account

Rarely Check POWER
Account

Check POWER Account
At Least Monthly

Plus Basic

11%

11%

Charts based on data from Lewin Interim Evaluation, at 66.

The state also claims evidence of success in promoting preventive services with the
rather banal “finding” that the longer people are enrolled, the more likely they are to
receive preventive services.?® The state also points out that more Plus members
received preventive and primary care services compared to Basic members. But Plus
members are much older and generally sicker overall, making this an apples-to-oranges
comparison.?® And as the Lewin study points out: “It would be expected that sicker
members be more active users of preventive and primary care services.”® That Basic
members are less inclined to seek care or adhere to medications may also be a
consequence of the $4 copays they are charged for most services and the widespread
misunderstanding about no-cost preventive services.*' Cost sharing is a widely
understood to reduce service utilization. Their higher use of the ED may result from
delaying primary care; a point also supported by prior research. In sum, the state’s
claims of a successful incentives program may actually suggest added barriers to care
for lower income Basic members.

Finally, the HIP 2.0 evaluations reveal a number of insights about the effects of
administrative complexity on program participation. Two of the top five reasons for a
HIP 2.0 closure during the first year related to such administrative issues.? In Lewin’s
small survey of individuals who left HIP 2.0, 9% left due to affordability or nonpayment,
but an additional 9% experienced problems with administration or processing.>® A

8 FSSA, Response to Center on Budget and Policy Priorities Article, 4 (Sept. 2, 2016),
https://www.in.gov/fssa/hip/files/Solomon%20Response%209-2-16.pdf

9 State data shows that in January 2016, 46% of Basic members were under 30, while only 8%
were 50+. Twenty-seven percent of Plus members were under 30, while 25% were 50+. FSSA,
supra note 10, at 28.

% |_EWIN GROUP, supra note 7, at 104.

%1 For a review of research linking higher cost-sharing with reduced medication adherence, see
Jane Perkins and David Machledt, NAT'L HEALTH LAW PROGRAM, Medicaid Premiums & Cost
Sharing (Mar. 2014), http://www.healthlaw.org/publications/browse-all-publications/Medicaid-
Premiums-Cost-Sharing.

%2 | EWIN GROUP, supra note 2, at 21.

% LEWIN GROUP, supra note 2, at 25.
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different sample of Basic members found that two-thirds attributed their non-payment of
premiums to confusion about payments, plan type or some other administrative issue.®
These data all suggest that the bifurcation of plan types in HIP 2.0 is creating
unnecessary red tape rather than a functional incentive to promote cost conscious
decision-making.

D. No Employment-related Incentive Programs

We are generally skeptical of incentive-based healthy behavior programs and oppose
programs with punitive elements, such as higher premiums for smokers. Partly, this is
because their cost-effectiveness has not been clearly demonstrated. Partly, we find that
these programs often fail to accommodate and include people with disabilities and other
populations with special needs. Should HHS allow Indiana to implement broad wellness
incentives, we urge the State to ensure that all programs are designed to provide equal
access and opportunity for all enrollees, including people with disabilities and those with
limited English proficiency. Engaging such groups in the planning process is a vital
component of a successful design.

Secondly, Medicaid’s objectives are to furnish medical assistance. While medical
assistance can often help individuals stay healthy enough to work or provide needed
supports so individual with a disability can maintain work in the community, Medicaid is
not a jobs program. We do not believe employment-related incentives should be tied in
any way to Medicaid benefits.

Conclusion

In summary, we have numerous concerns with the legality of Indiana’s § 1115
demonstration application, as proposed. Please know that we fully support the use of
§ 1115 of the Social Security Act to implement true experiments. We strongly object,
however, to any efforts to use § 1115 to skirt essential provisions that Congress has
placed in the Medicaid Act to protect Medicaid beneficiaries and ensure that the
program operates in the best interests of the population groups described in the Act.
We urge HHS to address our concerns prior to issuing any approval. If you have
questions about these comments, please do not hesitate to contact me
(machledt@healthlaw.org) or Jane Perkins (perkins@healthlaworg). Thank you for
consideration of our comments.

Sincerely,

David Machledt
Senior Policy Analyst

¥ An additional 16% cited affordability issues. LEWIN GROUP, supra note 2, at 45.
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July 7, 2017
VIA ELECTRONIC SUBMISSION

The Honorable Thomas Price, Secretary

U.S. Department of Health and Human Services
200 Independence Avenue, S.W.

Washington, DC 20201

Re: Amendment Request to Healthy Indiana Plan (HIP) § 1115 Waiver
Extension Application

Dear Secretary Price:

The National Health Law Program (NHeLP) is a public interest law firm
working to advance access to quality health care and protect the legal
rights of low-income and under-served people. We commented on a
prior version of this extension request on March 17, 2017 and also
joined a national group sign-on letter submitted at that time. We
incorporate our earlier positions and appreciate the opportunity to
provide these additional comments to the amended Healthy Indiana
Plan 2.0 (HIP 2.0) extension request.

We support Indiana’s decision to accept federal funds to cover low-
income adults through Medicaid. We are encouraged that the extension
request proposes to increase outreach and education around tobacco
cessation and strengthen the benefit package for substance use
disorders. Such proposals recognize Medicaid’s essential role in
addressing these public health problems.

However, NHelLP recommends that HHS not approve the HIP 2.0
extension as requested. This amendment includes new and continuing
waiver requests that do not satisfy the 1115 demonstration requirements.
We stated our position on existing waivers (premiums, lockouts, waiting
periods, nonemergency transportation and emergency department
copays, etc.) in prior comments (dated Sept. 9, 2014 and incorporated).
The State has yet to provide sufficient evidence showing these
components promote Medicaid’s objectives, and recent evidence from
HIP 2.0 evaluations suggests that several features have created
substantial enrollment barriers. We urge HHS to work with Indiana
officials to bring the extension proposal into a legally approvable form.

- Fax (202) 289-7724

3701 Wilshire Boulevard, Suite 750 - Los Angeles, CA 90010 - (310) 204-6010 - Fax (213) 368-0774
200 N. Greensboro Street, Suite D-13 - Carrboro, NC 27510 - (919) 968-6308 - Fax (919) 968-8855
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Concurrent comment periods violate 1115 public process regulations

As noted in a separate letter dated July 3, 2017, the comment periods have not complied with the
law. State officials submitted this amendment to the extension to CMS shortly after opening the
state comment period on it. CMS issued a Letter of Completeness and opened the federal
comment period while the State comment period was still open, and without waiting for the State
to respond to the comments it received. This process does not comply with 42 C.F.R. §§ 431.408
and 431.416. As requested in our July 3d letter, we are asking that CMS: (1) rescind the Letter of
Completeness until such time as the State submits all of the information required by 42 C.F.R.

§ 431.412(a)(1) and (2) begin the federal comment period required by § 431.416(a) and (b) only
after the State submits that information and a new Letter of Completeness is issued.

New Data Shows HIP 2.0 Premiums, Lockouts, and Waiting Periods Create Significant Barriers

We have previously expressed our concern that the premiums included in this waiver have no
demonstration value and do not promote the objectives of Medicaid, so they are inappropriate for
an 1115 demonstration. Prior studies and literature reviews repeatedly show that premiums create
substantial enrollment barriers for low-income populations.1 The latest data from Lewin, Indiana’s
chosen evaluator, reinforces this conclusion yet again. That study, released after the comment
period closed on Indiana’s initial extension application in March, shows that premiums are causing
substantial barriers both when enrollees sign up for coverage and later for continuing coverage.
Given this new data verifying the chilling effect premiums have on the ability to obtain health
coverage and care, CMS should deny a waiver to continue to allow Indiana to charge mandatory
premiums in the HIP demonstration.

Nearly three out of ten times a low-income Hoosier faced a barrier due to a required HIP premium
payment to start coverage or to remain enrolled, he or she could not overcome the barrier.” At
least 2,537 Hoosiers were stymied by premiums twice (or more) — once at the front end to begin
coverage and again later when they missed a payment.® The front-end enrollment barrier presented
the bigger obstacle, with nearly one in four (23%) not making the initial payment to start benefits.*
Although these people could reapply, only about half ever did so successfully.” This suggests that

! See, e.g., Samantha Artiga et al., KAISER FAM. FOUND., The Effects of Premiums and Cost Sharing on Low-
Income Populations: Updated Review of Research Findings (June 1, 2017),
http://www.kff.org/medicaid/issue-brief/the-effects-of-premiums-and-cost-sharing-on-low-income-
populations-updated-review-of-research-findings/. David Machledt & Jane Perkins, NAT. HEALTH LAW
PROGRAM, Medicaid Premiums & Cost Sharing and Premiums (March 2014),
http://www.healthlaw.org/publications/browse-all-publications/Medicaid-Premiums-Cost-Sharing.

?In all, 57,189 of roughly 195,000 who ever faced a required premium were disenrolled or not enrolled due
to nonpayment at least once. LEWIN GROUP, Indiana HIP 2.0: POWER Account Contribution Assessment, ii
(Mar. 31, 2017), https://www.medicaid.gov/Medicaid-CHIP-Program-Information/By-
Topics/Waivers/1115/downloads/in/Healthy-Indiana-Plan-2/in-healthy-indiana-plan-support-20-POWER-
acct-cont-assesmnt-03312017.pdf.

*Id.

“1d.

> Id. at 12.

NATIONAL HEALTH LAW PROGRAM


http://www.kff.org/medicaid/issue-brief/the-effects-of-premiums-and-cost-sharing-on-low-income-populations-updated-review-of-research-findings/
http://www.kff.org/medicaid/issue-brief/the-effects-of-premiums-and-cost-sharing-on-low-income-populations-updated-review-of-research-findings/
http://www.healthlaw.org/publications/browse-all-publications/Medicaid-Premiums-Cost-Sharing
https://www.medicaid.gov/Medicaid-CHIP-Program-Information/By-Topics/Waivers/1115/downloads/in/Healthy-Indiana-Plan-2/in-healthy-indiana-plan-support-20-POWER-acct-cont-assesmnt-03312017.pdf
https://www.medicaid.gov/Medicaid-CHIP-Program-Information/By-Topics/Waivers/1115/downloads/in/Healthy-Indiana-Plan-2/in-healthy-indiana-plan-support-20-POWER-acct-cont-assesmnt-03312017.pdf
https://www.medicaid.gov/Medicaid-CHIP-Program-Information/By-Topics/Waivers/1115/downloads/in/Healthy-Indiana-Plan-2/in-healthy-indiana-plan-support-20-POWER-acct-cont-assesmnt-03312017.pdf

HIP’s “payment before benefits” provision alone kept 11.5% of the otherwise eligible applicants in
that income group from ever participating in HIP 2.0. Overall, 55% of Hoosiers who applied and
were found eligible for HIP 2.0 missed a premium payment at some point, resulting either in failure
to begin coverage, disenrollment, or shift to a plan with higher copays and/or fewer benefits.°®

The rate of disenrollment for non-payment also clearly accelerated in the second half of 2016 (see
chart).” Lewin’s report offers no explanation for this increase. Of 13,550 disenrolled for nonpayment
over the 22-month reporting period, 6,183 (46%) occurred in the final four months. Total HIP
enrollment increased only 12% over the course of 2016, and monthly enrollment for enrollees
subject to disenrollment for nonpayment remained stable throughout the year.? This indicates that
Lewin’s overall average disenrollment rate (6%) substantially understates current the disenrollment
rate due to nonpayment of premiums, suggesting that enrollment barriers may have increased.’

Quarterly disenroliments increased though
enrollees subject to disenrollment remained stable
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e |\ onthly disenrollment due to nonpayment**

esmmEnrollees (100-138%FPL) subject to disenrollment for nonpayment*

*Figures based on monthly enrollment for individuals with incomes 100-138% FPL in HIP Plus Plan. Excludes enrollees
with state plan benefits, enrollees with incomes above 138% FPL (likely TMA or on appeal), and enrollees in Basic plans
because these individuals are not subject to disenrollment for nonpayment. Source: Demonstration quarterly reports.
** Source: Lewin Group POWER Accounts report, at 11.

®ld. at 8.

71d. at 11.

8 1d.; Ind. Fam. Soc. Servs. Admin. (“FSSA”), Section 1115 Quarterly Report, DY 2: Qtr.1, 5 (Mar. 31, 2016);
Section 1115 Quarterly Report, DY 2: Qtr.2, 6 (June 30, 2016); Section 1115 Quarterly Report, DY 2: Qtr.3, 4
(Sept. 30, 2016); Section 1115 Quarterly Report, DY 2: Qtr.4, 6 (Jan. 31, 2017).

® Lewin Group, supra n. 2, at ii. These accelerated disenrollment rates have continued through January 2017,
based on the State’s most recent quarterly report. FSSA, Section 1115 Quarterly Report, DY2: Qtr. 4, supra n.
8, at 5.
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The Lewin Group also conducted a survey of individuals who never fully enrolled (“never members”)
or left the program due to nonpayment (“leavers”). Unfortunately, several aspects of the
methodology increase the likelihood that the survey results may not accurately reflect the actual
experience of people facing these enrollment barriers.™® Even so, the survey results suggest that, in
addition to substantial affordability concerns, many enrollees are confused or face red tape with the
payment process for premiums. Fully 30% of never member respondents reported they were
confused or unaware of the payment process, while another 22% could not afford the premium.**
Leavers were more likely to report unaffordability (44%), with another 18% confused or unaware.*?
More than three in four Basic members (who may not be disenrolled) cited unaffordability (34%),
confusion (17%), or unawareness (25%) about the premium payment.™® These numbers suggest
significant barriers and poor outreach and notice in HIP 2.0’s design and implementation.

Taken together, these new reports suggest that HIP 2.0 premiums are causing substantial access to
care barriers for low-income Hoosiers. CMS should not reapprove premiums, required prepayment
of premiums, disenrollments and lockouts for this Medicaid expansion population when these
aspects of the waiver have hindered access to medical assistance.

Finally, we previously expressed concerns regarding Indiana’s emergency department (ED)
copayment proposal. Indiana’s most recent HIP quarterly report claims that data show a
“continued decrease in inappropriate ER usage by HIP members.”'* The tables do show a steady
reduction in the proportion of ED visits deemed non-emergency over the prior four quarters.15 But
if the copays were responsible for this reduction, one would also expect an overall reduction in ED
visits. But the report indicates that overall ED use has remained stable and has actually increased
for Plus members. This must mean that either: (1) there has been a marked increase in emergent
visits to the ED for an unexplained reason (delayed care?); or (2) ED providers have been changing
their definition of what counts as a non-emergent visit over time. Either way, this evidence should
not be interpreted to support the finding that HIP’s ED copay is “working.”

Work Requirements

The amended extension seeks to impose a mandatory “Gateway to Work” employment program.
Once implemented, the work/work search requirements, if not satisfied, would result in suspension
of Medicaid coverage. Work search requirements represent an illegal condition of eligibility beyond
the Medicaid eligibility criteria.'®

1% Lewin Group, supra n. 2, at 4 & D-1. The response rates for the survey were extremely low (3 to 8%). The
survey does not include demographic information comparing the sample population (respondents) against
the overall population that could reveal potential response bias. For example, no evidence suggests
accommodations were made for limited English speaking individuals. Also, several errors in the sampling
process due to misclassifications affected the final sample.

1 Lewin Group, supra n. 2, at 20.

2.

B d. at 19

14 FSSA, Section 1115 Quarterly Report, DY 2: Qtr.4, 8-9 (Jan. 31, 2017).

Bd.

16 See generally SSA § 1902.
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Conditioning Medicaid eligibility on work requirements will reduce enroliment and does not
promote the objectives of the Medicaid program. Medicaid’s stated purpose is to provide medical
assistance to low-income individuals and to furnish medical assistance and services to help these
individuals attain or retain the capacity for independence and self-care.’” A mandatory work
requirement is not medical assistance; it is not a service provided to Medicaid beneficiaries. Work
requirements applied to health coverage get it exactly backwards. They block access to necessary
care that individuals need to be able to work.

The Medicaid Act establishes the requirements for coverage, and courts have held additional
eligibility requirements are illegal.'® Section 1115 cannot be used to short circuit these protections,
because, as CMS has acknowledged when consistently denying previous state requests to impose
work requirements through section 1115, conditioning Medicaid eligibility on a work requirement
creates barriers to care and does not promote the objectives of the Medicaid program.19

Rather than providing medical assistance to low-income populations, this proposal would lead to
thousands of low-income adults, including working enrollees, losing eligibility. The State’s actuary,
Milliman, estimates that 25% of enrollees subject to the requirement would have their eligibility
s,uspended.20 That does not include thousands more who would lose coverage under this policy due
to the red tape required to verify their exemption or work activities. Milliman estimates that
students, people with disabilities, and other exempted populations, constitute fully 70% of all HIP
2.0 enrollees, and each would have to document how they fulfill this requirement, often on a
monthly basis.?! This would require new systems to apply different requirements based on length
of enrollment, accurate tracking and documentation of employment hours and caregiving hours,
and effective screening process for disability and temporary conditions, all on an individual level. In
short, this would require tremendous investment of resources and administrative costs and, as
CMS has previously concluded, would create dangerous barriers to enrollment and care.

The sheer number of exemptions in Indiana’s proposal is a tacit acknowledgment that most low-
income enrollees who are not already working have a good reason not to be working.?? A work

7 See 42 U.S.C. §§1396-1, 1396d(a).

¥ E.g., Camacho v. Texas Workforce Comm’n, 408 F.3d 229, 235 (5th Cir. 2005), aff’g, 326 F. Supp. 2d 803
(W.D. Tex. 2004).

9 see, e.g., Ctrs. for Medicare & Medicaid Servs., AHCCCS 1115 Demonstration Extension (Sept. 30, 2016),
https://www.medicaid.gov/Medicaid-CHIP-Program-Information/By-
Topics/Waivers/1115/downloads/az/Health-Care-Cost-Containment-System/az-hccc-demo-ext-
09302016.pdf.; Letter from Vikki Wachino, Dir., CMS, to Jeffrey A. Meyers, Comm’r, N.H. Dep’t of Health &
Human Servs. (Nov. 1, 2016); see Kaiser Fam. Found., Medicaid Expansion in Pennsylvania: Transition from
Waiver to Traditional Coverage (Aug 3, 2015), http://kff.org/medicaid/fact-sheet/medicaid-expansion-in-
pennsylvania/#footnote-159781-6.

22 Rober M. Damler et al., MILLIMAN, 1115 Waiver — Healthy Indiana Plan, 4 (May 24, 2017), attached to HIP
2.0 application.

1 d.

22 The State claims in its proposal that 244,000 HIP enrollees are unemployed, but it provides no citation to
show where that number comes from. FSSA, Amendment Request to Healthy Indiana Plan (HIP) Section 1115
Waiver Extension Application, 7 (May 24, 2017).
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requirement would only add to their considerable burdens by requiring verification of their
exemption or compliance. Studies of TANF have shown that work-related sanctions and regulations
are often unevenly applied and fail to distinguish between procedural/administrative issues, like
missing an appointment, and actual noncompliance.”?

Work requirements have been widely tested in other safety net programs and have not been very
effective. The Temporary Assistance for Needy Families (TANF) program is the most widely known
example of the application of work requirements to public safety net programs. TANF, created in
1996, was initially credited with temporarily helping increase employment rates for low-income
mothers and reduce caseloads for cash assistance, but the magnitude of that effect is difficult to
tease from a booming economy, a minimum wage increase (1997), and other contemporaneous
changes to the safety net, including expansions of the Earned Income Tax Credit (mid-1990s) and
the CHIP program (1997).>* More recent research suggests that the effects of TANF’s work
requirement were modest and faded over time, and that time limits and work requirements may
increase the incidence of extreme poverty when families have neither employment income nor cash
assistance.” At any rate, it is not clear what Indiana is proposing to demonstrate that has not
already been assessed through the TANF work waivers and requirements.

The Gateways to Work program would be extremely expensive and burdensome to implement,
but also likely does not offer enough support to actually improve employment. Indiana says its
work search program would cost $90/month to administer and run per enrolled member.?® This
would represent a huge shift of funds away from providing health care and into a new bureaucracy
designed to require work or stop coverage. Medicaid’s purpose is not to fund job training, but to
provide medical assistance. The with-waiver estimated monthly cost to cover an adult in the new
adult group is $567 in Demonstration year 5, meaning the work search would constitute close to
16% of the coverage cost for enrolled members.?’ The State does not specify how much would be
spent on training and employment supports relative to the cost of administering and enforcing the
requirement. Both would require enormous investments likely in excess of Milliman’s estimates.

The proposal presents no evidence that the Gateway to Work program has the capacity to
effectively scale up to enrollment of at least 75,000. The current voluntary program received fewer

% Vicki Lens, Welfare and Work Sanctions: Examining Discretion on the Front Lines.” 82 SOC. SERVS. REV. 199
(2008); Andrew Cherlin et al., Operating within the Rules: Welfare Recipients’ Experiences with Sanctions and
Case Closings 76 Soc. SERvV. REVIEW 387 (2002).

** sandra K. Danziger et al., From Welfare to a Work-Based Safety Net: An Incomplete Transition, 35 J. Policy
Analysis & Management 231 (2016); Younghee Lim, The Mid-1990s Earned Income Tax Credit Expansion:
EITC and Welfare Caseloads, 32 Soc. WORK RES. 46 (2008).

> Sandra K. Danziger et al., supra n. 24, at 234; Ladonna Pavetti, CTR. ON BUDGET & PoL’Y PRIORITIES, Work
Requirements Don’t Cut Poverty, Evidence Shows (June 7, 2016),
http://www.cbpp.org/sites/default/files/atoms/files/6-6-16pov3.pdf. Pamela Loprest & Austin Nichols,
URBAN INSTIT., The Dynamics of Being Disconnected from Work & TANF (2011),
http://www.urban.org/research/publication/dynamics-being-disconnected-work-and-tanf.

%6 Robert Damler et al., supra n. 20, at 4. It is not clear if this statement refers to $90 per member enrolled in
the Gateway program or per member enrolled in HIP 2.0.

 Id. at 15.
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than 3300 calls and conducted only 550 orientations in HIP’s first year.28 This anemic participation,
despite some 300,000 letters sent to enrollees, suggests that the program offers too few actual
supports to be of real value to enrollees. And the HIP evaluations provide no documentation that
those who have participated have had any more success finding and sustaining work than enrollees
who did not participate. Without evidence of prior success or metrics to ensure the program is
delivering a quality service, the risk and potential harm of ramping up such a small program so
quickly would be astronomical.

In fact, the proposal is not very clear what Gateway to Work actually purports to do. One
description states the program will “connect unemployed and under-employed HIP members to
available job training, work search, and employment programs,” which suggests that those
programs are not actually part of (funded by) Gateway to Work.?’ The FSSA website description
suggests that the program provides job search assistance, such as case management, job skills
training, job search assistance, and in limited cases, some training or educational supports.30 The
proposal fails to mention key components of any successful employment program, such as child
care supports and opportunities for supported employment for people with disabilities. By
comparison, a training voucher provided through workforce development programs averages
approximately $3,500 or more.** Support for affordable child care — vital for many working families
—would also far exceed $90 per month.

Rather than condition eligibility on participation in a work program that is destined to serve as a
benefit cut, Indiana should invest in meaningful job training and affordable child care for HIP
participants. We wholeheartedly support efforts by Indiana and other states to create well-funded,
independent and voluntary employment supports for lower income individuals. Accessible
employment supports are services that our clients have sought and been denied for decades.

Premium Tiering
In the same proposal that would vastly increase the red tape and administrative burden of the HIP
2.0 program by instituting a work requirement, the State simultaneously proposes changes to

simplify the premium structure to “ease administrative burden on the State.”*?

Tiering premiums may make the system easier to operate for plans or Medicaid administrators, but
tiers neither cure the harm that premiums represent nor address the problems with their legality.

*8 ESSA, Healthy Indiana Plan Demonstration Annual Report, 23 (April 20, 2016).

> ESSA, Amendment Request to Healthy Indiana Plan (HIP) Section 1115 Waiver Extension Application 5
(May 24, 2017).

% Gateway to Work, FSSA, http://www.in.gov/fssa/hip/2466.htm (last visited July 1, 2017).

31 Sheena McConnell et al., MATHEMATICA, Providing Public Workforce Services to Job Seekers: 15-Month
Impact Findings on the WIA Adult and Dislocated Worker Programs (May 2016), https://www.mathematica-
mpr.com/our-publications-and-findings/publications/providing-public-workforce-services-to-job-seekers-15-
month-impact-findings-on-the-wia-adult.

32 ESSA, Amendment Request to Healthy Indiana Plan (HIP) Section 1115 Waiver Extension Application (May
24,2017).
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And while the State bills this proposal as a simplification, it includes several changes that will
expose enrollees to higher costs and increase their risk of losing coverage:

e The proposal would charge 50% more for parents and two-person households. In the face of
clear evidence from its own evaluator that premiums are causing enrollment barriers, Indiana
proposes a 50% spousal surcharge on premiums, a departure from current approved terms
and conditions that limit total household premiums to 2% of monthly income, including all
eligible members. This change would increase overall premiums for some households above
the 2% monthly threshold, in the face of clear evidence from the State’s own evaluator that
premiums cause enrollment barriers at current amounts (see above). For example, a couple
making just over the Federal Poverty Level would be charged $30/month under this new
proposal, versus just over $27 under current policy. CMS should not approve any premiums,
let alone an increase in premiums on some enrollees.

e Restricting access to Transitional Medical Assistance will expose more parents and families
to lesser coverage and disenrollment for non-payment. The State proposes a “technical
revision” to its program, but this technical revision has negative policy effects for parents.
TMA provides parents transitional coverage when their income increases or other changes
cause them to lose eligibility for the traditional § 1931 Parents/Caretakers group (income
threshold roughly 18% FPL).>® The State now proposes that parents whose income increase
does not exceed 138% FPL (the Medicaid expansion limit) would no longer qualify for TMA
and would instead be covered under regular HIP 2.0 coverage. Parents currently in TMA
receive full state plan benefits (including dental, vision and non-emergency Medical
transportation) regardless of whether they pay monthly HIP 2.0 premiums and cannot be
disenrolled from the program for nonpayment of premiumes. If this change were approved,
parents whose income rises only slightly (to between 19% FPL and 138% FPL), would lose
services if they cannot not afford premiums, and those whose income rose to 100-138% FPL
would be subject to disenrollment for nonpayment. Furthermore, two-parent households
would be subject to the spousal surcharge described above.

Conclusion
Thank you for consideration of our comments. If you have any questions, please contact David

Machledt, Sr. Policy Analyst (machledt@healthlaw.org) or Jane Perkins, Legal Director
(perkins@healthlaw.org).

Sincerely,

Jane Perkins
Legal Director

33 CMS, Medicaid and CHIP Eligibility Levels, https://www.medicaid.gov/medicaid/program-
information/medicaid-and-chip-eligibility-levels/ (last visited June 29, 2017).

NATIONAL HEALTH LAW PROGRAM


mailto:machledt@healthlaw.org
mailto:perkins@healthlaw.org
https://www.medicaid.gov/medicaid/program-information/medicaid-and-chip-eligibility-levels/
https://www.medicaid.gov/medicaid/program-information/medicaid-and-chip-eligibility-levels/

NHelP

NATIONAL HEALTH LAW PROGRAM

Elizabeth G. Taylor
Executive Director

Board of Directors

Robert N. Weiner
Chair
Arnold & Porter, LLP

Ann Kappler
Vice Chair
Prudential Financial, Inc.

Miriam Harmatz
Secretary
Florida Legal Services

Nick Smirensky, CFA
Treasurer
New York State Health
Foundation

Robert B. Greifinger, MD
John Jay College of
Criminal Justice

John R. Hellow
Hooper, Lundy & Bookman, PC

Michele Johnson
Tennessee Justice Center

Lourdes A. Rivera
Center for Reproductive Rights

Donald B. Verrilli, Jr.
Munger, Tolles & Olson

Rep. Henry A. Waxman
Waxman Strategies

Ronald L. Wisor, Jr.
Hogan Lovells
General Counsel

Marc Fleischaker
Arent Fox, LLP

1444 | Street NW, Suite 1105 - Washington, DC 20005 - (202) 289-7661

August 23, 2017
VIA ELECTRONIC SUBMISSION

The Honorable Thomas Price, Secretary

U.S. Department of Health and Human Services
200 Independence Avenue, S.W.

Washington, DC 20201

Re: Amendment Request to Healthy Indiana Plan (HIP) § 1115 Waiver
Extension Application

Dear Secretary Price:

The National Health Law Program (NHeLP) is a public interest law firm
working to advance access to quality health care and protect the legal
rights of low-income and under-served people. We commented on a
prior version of this extension request on March 17, 2017 and also
joined a national group sign-on letter submitted at that time. We also
submitted comments on July 6, 2017 and signed onto another national
group sign-on. We incorporate all these earlier positions and
appreciate the opportunity to provide these additional comments to
the amended Healthy Indiana Plan 2.0 (HIP 2.0) extension request.

We support Indiana’s decision to accept federal funds to cover low-
income adults through Medicaid. We are encouraged that the
extension request proposes to increase outreach and education
around tobacco cessation and to strengthen the benefit package for
substance use disorders. Such proposals recognize Medicaid’s
essential role in addressing these public health problems.

However, NHelLP continues to recommend that HHS not approve the HIP
2.0 extension as requested. This amendment includes new and
continuing waiver requests that do not satisfy the 1115 demonstration
requirements, and the State’s response to public comment does not
resolve the potential harm to low-income Hoosiers that the policies laid
out in these amendments will cause. We stated our position on existing
waivers (premiums, lockouts, waiting periods, nonemergency
transportation and emergency department copays, etc.) in prior
comments (dated Sept. 9, 2014 and incorporated). The State has not
provided sufficient evidence showing that these components promote

- Fax (202) 289-7724
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Medicaid’s objectives, and recent evidence from HIP 2.0 evaluations suggests that several features
have created substantial enrollment barriers. New proposals to add in a costly and burdensome work
requirement and implement a lockout for not completing renewal forms on time would only
exacerbate access barriers and cause thousands of Hoosiers to lose coverage. We urge HHS to work
with Indiana officials to bring the extension proposal into a legally approvable form.

Work Requirements

The amended extension seeks to impose a mandatory “Gateway to Work” employment program.
Once implemented, the work/work search requirements, if not satisfied, would result in suspension
of Medicaid coverage. Work search requirements are not a condition of eligibility authorized by the
Medicaid Act.!

The State’s response to public comment, submitted July 20, added two new qualified work
activities: Accredited ESL education and participation in work requirements for SNAP. The State
also added several new exemptions: members of the Pokagon Band of the Potawatomi, TANF
recipients, former foster children under 26, and chronically homeless individuals. Members who
gain an exception while already suspended, such as women who become pregnant, will also be
able to regain coverage immediately (if they are aware of this possibility). These limited additions
do not address the central flaws that render Indiana’s proposal unapprovable, that the proposed
work requirements will:

e reduce Medicaid coverage (through suspensions);

e vastly increase administrative burden for the State and for enrollees; and

e add no or insufficient resources for child care, job training and transportation that are
critical to create an effective dent in low-income employment.

In short, the work requirements are not likely to promote the objectives of the Medicaid Act and
instead would create new barriers to care.

For example, the State clarifies that a person suspended due to non-compliance would be
reinstated if he or she became eligible for an exception, such as when a woman becomes pregnant.
But that means the State will have to create yet another process to ensure that enrollees are
properly notified of this possibility; and the State really has no way to uncover whether a
suspended person newly meets an exception. The inevitable result of this policy will be more
paperwork and thousands of individuals who should have coverage due to an exception remaining
suspended simply because they are unaware of their exception.

The minor changes suggested by the State do not come close to curing these harms. The State’s
lengthening list of exceptions actually reinforces the fact that the vast majority of enrollees in the
Medicaid expansion do not need further “incentives” to find ways to improve their incomes.
Rather, those able to look for work need solutions to the common barriers that prevent success.
The current failure of the Gateways to Work program is likely less due to its voluntary nature than

! See generally SSA § 1902.
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to its inability to offer meaningful resources and solutions that actually facilitate steady
employment. But the State’s proposal does nothing to increase child care supports, suggesting only
that it will better coordinate existing resources. Nor does the State propose a clear increase in
funding for job training or education (activities which fall largely outside the scope of Medicaid
funding anyway.) Instead, Indiana “solves” the unemployment problem by simply requiring
participation in an under resourced program. Requiring work without providing true opportunities
will only make it harder for low-income families to succeed.

With this work requirement proposal, the State has mistaken correlation for causation, assuming
that, because employment is generally associated with better health outcomes, forcing more
people to work will somehow lead to better health. The State claims that longitudinal studies found
that unemployment has an independent effect on deteriorating health outcomes. For this point,
the State cites a Robert Woods Johnson issue brief. The only reference to longitudinal studies in
that brief refers to two studies conducted in Great Britain and Sweden.? Those studies found that
the independent negative health effects of recent unemployment tend to exacerbate another well
understood phenomenon — that ill health increases the risk of unemployment.® In other words, ill
health and unemployment exist in a kind of vicious cycle where poor health begets unemployment,
which causes more stress, which worsens health, which begets more unemployment. The research
cited by the State does not support its conclusion that its punitive work requirement will do
anything to break this cycle; rather, threatening enrollees’ Medicaid coverage will likely add to
enrollees’ stress and reinforce the downward spiral.

Instead of conditioning eligibility on participation in a work program that is destined to serve as a
benefit cut, Indiana should recognize that Medicaid provides access to needed treatment that can
help break the cycle. Investing in meaningful job training and affordable child care for HIP
participants might also help. We wholeheartedly support efforts by Indiana and other states to
create well-funded, independent and voluntary employment supports for lower income individuals.
Our clients have sought accessible employment support services for decades.

2 ROBERT WOODS JOHNSON FOUND., Issue Brief 4: Work and Health — Work Matters for Health, 9 (Dec. 2008),
http://www.commissiononhealth.org/PDF/0e8cal3d-6fb8-451d-bac8-
7d15343aacff/Issue%20Brief%204%20Dec%2008%20-%20Work%20and%20Health.pdf.

3 Tomas Korpi, Accumulating Disadvantage: Longitudinal Analyses of Unemployment and Physical Health in
Representative Samples of the Swedish Population, 17 EUROPEAN SOCIOLOGICAL REV. 255, 269 (2001); Scott M.
Montgomery et al., Unemployment Pre-dates Symptoms of Depression and Anxiety Resulting in Medical
Consultation in Young Men, 28 INTN’L J. EPIDEMIOLOGY 95 (1999).
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Conclusion

Thank you for considering these additional comments. If you have questions, please contact David
Machledt, Sr. Policy Analyst (machledt@healthlaw.org) or Jane Perkins, Legal Director
(perkins@healthlaw.org).

Sincerely,
ﬁ-ﬂ_@ E bn

Jane Perkins
Legal Director
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November 19, 2019
VIA ELECTRONIC SUBMISSION

The Honorable Alex Azar, Secretary

U.S. Department of Health and Human Services
Hubert H. Humphrey Building

200 Independence Ave., S.W.

Washington, D.C. 20201

Re: Healthy Indiana Plan Section 1115 Demonstration HIP
Workforce Bridge Amendment (Project No. 11-W-00296/5)

Dear Secretary Azar:

The National Health Law Program (NHeLP) is a public interest
law firm working to advance access to quality health care and
protect the legal rights of low-income and under-served people.
We appreciate the opportunity to provide these comments on
Indiana’s § 1115 Healthy Indiana Plan amendment application.

Indiana’s amendment proposes a new Workforce Bridge
program that would provide a limited cash benefit to certain
individuals who lose Medicaid eligibility. It also requests
additional exemptions from Indiana’s previously approved work
requirement, which went into effect earlier this year.

The proposed amendments do not address the major flaws we
have previously identified with the waiver project as a whole.
These two additional exemptions to the work requirement are
relatively small in scope and do not fix the legal and policy
problems of a Medicaid work requirement. The State’s own
projections suggest that 25 percent of HIP enrollees subject to
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the work requirement will lose coverage.' These amendments would only exempt a small
fraction of this population.? The Bridge program, for its part, does nothing to prevent
individuals from losing coverage for failure to comply with the work requirement.

In fact, it is ironic that the State now proposes a very limited program to reduce churn and
uninsurance when it has already imposed waiting periods, lockouts for failure to pay premiums,
and work requirements, which have undoubtedly increased (or, in the case of work
requirements, would increase) uninsurance and churn on a far greater scale.® The State now
seeks to improve insurance affordability for a few individuals at higher incomes after it has
already imposed premiums on low-income HIP enrollees that, according to the State’s
contracted evaluators, caused 29 percent of otherwise eligible applicants subject to mandatory
premiums to either fail to begin coverage or to later lose coverage for nonpayment.*

In short, rather than approving these limited-scope amendments that affect few HIP
enrollees, HHS should heed the evidence from Arkansas, New Hampshire, and Indiana’s
own projections and withdraw its approval of Indiana’s work requirement before thousands
more lose coverage in December 2019.

' Ind. Family & Soc. Servs. Admin. [hereinafter “FSSA”], Amendment Request to Healthy Indiana Plan
(HIP) Section 1115 Waiver Extension Application (Project Number 11-W-00296/5), Attachment A, 11
(July 20, 2017), https://www.medicaid.gov/Medicaid-CHIP-Program-Information/By-
Topics/Waivers/1115/downloads/in/Healthy-Indiana-Plan-2/in-healthy-indiana-plan-support-20-demo-
app-07202017.pdf.

2 As of July 2019, Indiana reported 97,116 non-exempt HIP enrollees subject to the work requirement.
The proposal estimates that only 5,500 caregivers would be exempt under the new amendment.
FSSA, Healthy Indiana Plan Annual Public Forum, 12 (July 30, 2019),
https://www.in.gov/fssalfiles/HIP_Updated Annual Public Forum July 19.pdf; FSSA, Application for
Healthy Indiana Plan Section 1115 Demonstration HIP Workforce Bridge Amendment (Project No. 11-
W-00296/5), 20 (July 25, 2019), https://www.medicaid.gov/Medicaid-CHIP-Program-Information/By-
Topics/Waivers/1115/downloads/in/in-healthy-indiana-plan-support-20-pa6.pdf [hereinafter “FSSA
Application’].

3 Indiana has also received approval for additional lockouts for individuals who do not return their
renewal application forms on time.

* The Lewin Group, Inc., Healthy Indiana Plan 2.0: POWER Account Contribution Assessment, ii (Mar.
31, 2017), https://www.medicaid.gov/Medicaid-CHIP-Program-Information/By-
Topics/Waivers/1115/downloads/in/Healthy-Indiana-Plan-2/in-healthy-indiana-plan-support-20-
POWER-acct-cont-assesmnt-03312017.pdf. Lewin’s evaluation estimates that 23 percent of all
eligible applicants required to pay premiums to begin coverage never made the first payment to enroll
fully. Seven percent enrolled but were later terminated for nonpayment. The total share (29 percent) is
slightly under the sum because some individuals experienced both barriers. See also MaryBeth
Musumeci et al., Kaiser Family Foundation, An Early Look at Medicaid Expansion Waiver
Implementation in Michigan and Indiana (2017), https://www.kff.org/medicaid/issue-brief/an-early-
look-at-medicaid-expansion-waiver-implementation-in-michigan-and-indiana/ (documenting reports of
confusion about and problems affording premiums).
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Adding two new limited exemptions will not prevent HIP’s work requirement from
causing widespread harm and loss of coverage

As mentioned in our previous comments, also incorporated here, HHS does not have the
authority to approve work requirements under Section 1115.° They are contrary to the
objectives of the Medicaid program and do not serve a valid experimental purpose.

The State requests additional exemptions to its work requirement, known as Gateway to
Work, for members of federally recognized tribes and for parents and caretakers with
dependents from 6 up through 12 years old. As noted above, these requests for limited
exemptions due not cure the fundamental harm caused by work requirements. In short,
thousands of individuals will still lose Medicaid coverage every year for failure to comply with
Gateway to Work. Arkansas included an exemption from its work requirement for parents and
caretakers with dependents up to 18, but this did not prevent over 18,000 individuals from
losing coverage within five months.® More recently, New Hampshire delayed implementation
of its Medicaid work requirement when evidence showed that two thirds of the nearly 25,000
enrollees subject to the work requirement were at risk of losing their eligibility for non-
compliance.” Not surprisingly, state officials reported challenges with successful outreach to
inform enrollees of the changes and reporting process.?

There is little reason to believe Indiana’s Gateway to Work will fare any better than New
Hampshire or Arkansas. The State has long struggled to inform its enrollees of key program
features. A 2012 evaluation of HIP 1.0 found that, even 4 years after implementation, roughly

® See, National Health Law Program, Re: Amendment Request to Healthy Indiana Plan (HIP) § 1115
Waiver Extension Application (July 7, 2017) [attached]; National Health Law Program, Re:
Amendment Request to Healthy Indiana Plan (HIP) § 1115 Waiver Extension Application, (August 23,
2017) [attached].

® Robin Rudowitz, MaryBeth Musumeci, and Cornelia Hall, Henry J. Kaiser Family Found., February
State Data for Medicaid Work Requirements in Arkansas (Mar. 25, 2019),
https://www.kff.org/medicaid/issue-brief/state-data-for-medicaid-work-requirements-in-arkansas/.

" New Hampshire Department of Health and Human Services, DHHS Community Engagement
Report: June 2019 (June 2019), https://www.dhhs.nh.gov/medicaid/granite/documents/ga-ce-report-
062019.pdf. Notably, after the first month of implementation, the New Hampshire legislature directed
the Medicaid agency to expand the exemption for parents and caretakers to include those with
dependent children from 6 through 12 years old. The agency estimated this would only apply to 2000
additional individuals. See Letter from Jeffrey A. Meyers, Comm’r, N. H. Dep’t of Health & Human
Servs. to Governor Christopher T. Sununu, 2 (July 8, 2019),
https://www.dhhs.nh.gov/medicaid/granite/documents/ga-ce-findings.pdf.

8 Id. See also, Harris Meyer, Modern Healthcare, New Hampshire Delays, Alters its Medicaid Work
Requirement (July 8, 2019), https://www.modernhealthcare.com/medicaid/new-hampshire-delays-
alters-its-medicaid-work-requirement.
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one in four respondents had never heard of the POWER account, long the central component
of Indiana’s model.® A 2016 report on HIP 2.0 showed even poorer results, with nearly 53
percent of PLUS members (65 percent of Basic) reporting they never heard of or did not have
a POWER account.'® Fewer than one in ten enrollees correctly reported that preventive care
did not count against their POWER account balance.!" This poor track record on outreach
and education does not bode well for the work requirement.

Indiana’s work requirement will likely trip up even more enrollees than Arkansas, because the
State requires more individuals to actively report their monthly work activities. Arkansas, for
all its problems, found over 25,000 enrollees compliant based on income data already
available to the state. This meant that only about four in ten non-exempt individuals had to
actively report their activities to comply.’? Yet still over 18,000 of this active-reporting group
lost coverage in six months.'® According to Indiana’s July data, a far higher proportion (71
percent) of non-exempt enrollees must actively report their activities to comply.™

Given Indiana’s poor record on beneficiary awareness of HIP policies and incentives and
higher rate of active reporting, the addition of these two exemptions — well after the work
requirement has been implemented — cannot be expected to prevent substantial coverage
losses at the end of 2019.

°® FSSA, Healthy Indiana Plan Demonstration Section 1115 Annual Report: Demonstration Year 5, 55-
56 (2013), http://www.in.gov/fssa/hip/files/2012_HIP_Annual Report.pdf; The Lewin Group, Inc.,
Indiana Healthy Indiana Plan 2.0: Interim Evaluation Report, 66 (July 6, 2016),
https://www.medicaid.gov/Medicaid-CHIP-Program-Information/By-
Topics/Waivers/1115/downloads/in/Healthy-Indiana-Plan-2/in-healthy-indiana-plan-support-20-interim-
evl-rpt-07062016.pdf.

% The Lewin Group, supra note 9, at 66.

" Id., at 67. Over five in ten incorrectly reported that preventive services would be deducted from their
accounts, while 40 percent reported they did not know.

2 Ark. Dep’t. of Human Servs., Arkansas Works Program September 2018 Report, (2018),
https://humanservices.arkansas.gov/images/uploads/newsroom/101518 AWreport.pdf.

'3 Robin Rudowitz, MaryBeth Musumeci, and Cornelia Hall, Henry J. Kaiser Family Found., February
State Data for Medicaid Work Requirements in Arkansas (Mar. 25, 2019),
https://www.kff.org/medicaid/issue-brief/state-data-for-medicaid-work-requirements-in-arkansas/.

“ FSSA, Healthy Indiana Plan Annual Public Forum, 12 (July 30, 2019),
https://www.in.gov/fssalfiles/HIP_Updated Annual_Public Forum_July 19.pdf. The slide shows that
as of July 22, 2019, 69,408 non-exempt members had to actively report, while 27,708 met the
requirement based on data previously reported to the state (“Reporting met” category).
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The Workforce Bridge: Rickety and Poorly Designed

Indiana’s Workforce Bridge proposal would also provide up to $1,000 over 12 months for
health expenses for HIP enrollees who lose eligibility due to increased income. The State
estimates that some 27,000 individuals would qualify for this limited benefit annually.' The
State intends the Bridge program to “support[] continuity of coverage and address[] the
coverage cliff between HIP and commercial coverage.”'® Admirable goals notwithstanding,
the Workforce Bridge’s extremely limited benefit, poorly thought through logistics, and ill-
conceived research design do not meet the requirements of an 1115 demonstration.

Practically, the program would prove difficult to access and would do little to promote true
affordability or coverage continuity over the long term. Key facets of program operations
remain unexplained while others appear inappropriate. For example, the proposed financing
appears to exceed the bounds of what HHS has the authority to waive under 1115 and raises
budget neutrality questions. Moreover, it is unclear how the State will ensure that key
Medicaid protections in areas including, but not limited to, cost-sharing, due process, provider
access, and program integrity, can be maintained when beneficiaries seek care from private
market providers or through commercial health plans not associated with Medicaid.

If the state really wants to improve insurance affordability and coverage for individuals just
above the Medicaid eligibility threshold, the Affordable Care Act includes a Basic Health
Program (BHP) for this very purpose. The BHP, which has been implemented successfully in
New York and Minnesota, offers comprehensive benefits with lower cost sharing to
individuals with incomes from 133 to 200 percent of Federal Poverty Level (FPL).
Alternatively, the state could elect the state option to expand full Medicaid benefits to adults
with incomes over 133 percent of FPL.

The proposed funding mechanism is fatally flawed

Indiana cannot receive enhanced federal match to fund services to individuals who are not
covered under the adult Medicaid expansion category. Yet Indiana proposes to pay for the
Bridge benefit from “unused” funds that currently go to funding the State’s portion of
participants’ POWER accounts.'” To the extent that HIP enrollees actually use these funds
over the course of a year for Medicaid services, Medicaid reimburses the State at an
enhanced match rate of 90 percent (for “newly eligible adults”). However, “unused” funds are

® FSSA Application, at 8.
% 1d.
7 Id. The funding estimates clearly suggest the state expects to receive a 90 percent FMAP.
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not savings the State can simply shift for another purpose. They are not matchable at all
unless used to pay for Medicaid-covered services.'® Moreover, enhanced match only applies
to individuals “newly eligible” through the adult Medicaid expansion.'® Indiana proposes to
enroll Workforce Bridge participants through a truncated version of the optional adult
Medicaid eligibility group for adults with incomes over 133 percent of FPL. That group cannot
qualify for enhanced match.?® CMS does not have the authority to approve a waiver for
enhanced match because the 1115 statute only permits it to waive provisions in § 1396a. The
enhanced match is described in § 1396d.2"

The Workforce Bridge creates a temporary, limited-access, limited benefit Medicaid eligibility
category for a population already described in the Medicaid Act.

The State proposes to waive Medicaid requirements to impose different conditions of eligibility
on the existing state plan option to cover adults with incomes over 133 percent FPL. Not only
would Indiana limit eligible adults in this category to up to 12 months of coverage, but it would
set no upper income limit and only enrolls individuals who can show they lost HIP coverage
due to increased income. This limited enrollment, limited benefit program would set a
dangerous precedent that invites states to create their own Medicaid eligibility categories and
benefit packages outside the parameters already set by Congress. Indiana’s proposal also
ignores key Medicaid rights and guarantees laid out in statute.

The Workforce Bridge appears to waive key Medicaid cost-sharing protections

Indiana suggests that the $1,000 cash benefit is available for cost-sharing assistance, but
that healthcare costs above that limit would be assigned to the individual. This does not
appear consistent with Medicaid cost sharing statute, which sets per-service and aggregate
limits on the cost sharing that can be charged to an individual for services rendered. For
comparison, the Medicaid statute allows states to establish premium assistance programs
that provide wrap-around services and cost sharing for Medicaid beneficiaries who are
enrolled in a private market or employer-sponsored plans. In that case, Medicaid makes up
the difference between what the plan pays a provider and Medicaid’s limit for a given service.
It also covers enrollee cost sharing that exceeds the Medicaid limits. So if a plan paid $130
for generic insulin and left the individual with a $30 copay, but the Medicaid cost sharing limit
is a $4 copay, then Medicaid would pay $26.

1842 U.S.C. § 1396a
1942 U.S.C. § 1396d
2042 U.S.C. § 1396a
2142 U.S.C. § 1396d

a)(10)(A)G)(VII).
y).
a

)
)J(10)(A)(ii)(XX).
y)-

P~
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In contrast, the Bridge program as proposed does not maintain Medicaid cost sharing limits
because a single service, such as an inpatient stay or expensive surgery, could easily exceed
the $1,000 benefit even if it was the first service accessed. This would leave the individual
with bills for that service that exceeded both the per-service and perhaps even the aggregate
Medicaid cost sharing limits.

Section 13960(f) of the Medicaid Act forbids HHS from approving any waiver of Medicaid cost
sharing protections unless the proposal meets specific additional conditions listed in that
provision. Indiana’s proposal does not address these additional conditions, including limits on
experimental duration, research design with control groups, risk mitigation for enrollees, and
others. In fact, the proposal does not request the needed cost sharing waiver at all.
Consequently, the proposal, as written, is not approvable under 1115.

Beyond the legal issues raised above, the limited cash benefit introduces numerous
implementation questions that are not explained in the proposal. For example, the State
proposes that Bridge funds could be used for direct provider-billed claims, such as a
physician visit. This would presumably be for individuals not enrolled in other insurance, but
who needed services. The State suggests such services will be paid using its standard
Medicaid claims process and “run against allowable services under Medicaid and subject to
the same benefit limitations and payment as Medicaid.”?? In short, providers will not be
reimbursed more than the typically low standard Medicaid rate. Moreover, if the cash benefit
does not cover the full service, the remaining cost would accrue to the beneficiary. This
raises numerous questions. Will providers be willing to serve Bridge members knowing that
Medicaid may only pay part of its already low rate? And how will the State agency ensure that
providers will accept Medicaid payment as payment in full — as regulations require -- and will
not seek to balance bill beneficiaries at a higher rate once their benefit runs out??® The State
has not requested a waiver of this provision.

The proposal also allows Bridge participants to use their limited benefit to pay for premiums
and cost sharing reductions. While this could help to temporarily reduce costs for employer-
sponsored or Marketplace coverage, the program would likely do little to reduce churn.
Rather, it simply sets up a new coverage cliff right after the $1000 is spent or the year has
passed. Moreover, the proposal allows participants to use Bridge funds to purchase limited
benefit short-term or association health plans. Using Medicaid dollars to pay for less than
comprehensive coverage exposes participants to enormous financial risks that would likely
exacerbate, rather than alleviate, churn.

22 FSSA Application, at 8.
2342 C.F.R. § 447.15.
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Indiana’s proposal fails to specify how protections, like due process, would apply to Bridge
participants

Beyond cost sharing, Medicaid includes other Constitutional and statutory protections, such
as a right to due process, protections from discrimination, and access to providers, among
others. The State does not request waivers from these provisions — some of which it could
not waive in any case. But the proposal fails to specify how they would apply to services and
plans that are administered outside the Medicaid program.

For example, how would FSSA ensure that providers and plans that accepted Medicaid
payments under this program were compliant with federal non-discrimination provisions? If a
Bridge participant was enrolled in a Marketplace plan, would they only be able to use their
Bridge funds if they went to a Medicaid provider? How would Bridge participants access
Medicaid fair hearings for denials of care, problems with reimbursement, or other adverse
actions by a non-Medicaid provider or plan? How will individuals know which are Medicaid
services for which they can use their Bridge funds?

The proposal leaves all these questions unanswered and more. The administrative burden of
providing these fundamental protections of the Medicaid program in outside contexts would
be enormous and would likely overwhelm the program’s extremely limited benefit and cause
considerable confusion among providers and participants.

The hypotheses and evaluation design suggest that this program is not designed as a true or
effective experiment.

The research design for this proposed project is poor. Indiana’s first stated hypothesis for the
Bridge program posits that giving participants $1000 will help reduce their out-of-pocket
costs. We do not need an experiment to know the answer to this question. Another, more
legitimate hypothesis — whether the Bridge account will increase enrollments in Marketplace
or employer-sponsored coverage — includes no description of how the State will establish a
baseline to allow viable comparisons over time. A third hypothesis posits that the Bridge
account will reduce uninsurance, but suggests a methodology that compares coverage rates
between people who leave HIP due to earnings increase against people who leave HIP for
other reasons. These groups obviously comprise quite different populations in different life
circumstances. It would be exceedingly difficult to draw meaningful conclusions about the
independent effects of the Workforce Bridge program when comparing data from such
disparate groups. In short, the State has not established the experimental value of these
amendments, and the proposed evaluation methodology is inadequate.

LAW .




Conclusion: A Bridge on Shaky Ground

In summary, while the stated goals of reducing churn and improving health care affordability
for individuals above 133 percent of FPL are worthy, these proposed amendments would do
little to help. A limited and temporary benefit for the small fraction of individuals who leave
HIP due to increased income is not likely to do much to reduce churn or improve long-term
affordability. The Bridge program also undermines key Medicaid protections and blurs the line
of what it means to be a Medicaid beneficiary. These aspects of the proposed program,
coupled with the lack of detail in the application, do not satisfy the requirements for a viable
1115 project.

Rather than looking to amend around the edges of a fundamentally flawed program, the right
solution here is for HHS to withdraw its approval for Indiana’s work requirements, required
premiums, and other components of the HIP demonstration that constitute barriers to
coverage.

We appreciate your consideration of our comments. If you have questions about these
comments, please contact David Machledt (machledt@healthlaw.org) or Catherine McKee
(mckee@healthlaw.org).

Sincerely,

A ST
e

Jane Perkins
Legal Director

LAW .
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ARKANSAS

www - Arkansas Works Program

December 2018

Just over 60,600 Arkansas Works enrollees were subject to the work
requirement in December. Most are already meeting the requirement through 4,776
work, school, or other life situations that made them exempt from reporting. Did not meet requirement

Numbers below are a point-in-time snapshot of the requirement and some

fluctuate daily.

60,680 subject to work
requirement in December*

234,385 total Arkansas
Works population as
of Dec. 1, 2018.

55,904

Met requirement due to
work, training, or other
activity. Most of these
individuals are exempt
from reporting activities
because DHS already has
the information showing
they are in compliance.

Months of Not Meeting Requirement

One month Two months Three months
(closed)
* %
0 Q** 1,232

\J**Numbers as of Jan. 7, 2019. Months reset at end of each calendar year.

*Enrollees ages 30-49 are subject to the requirement in 2018. Those 19-29 will phase in from January to June 2019.
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ARKANSAS

www - Arkansas Works Program

December 2018

Every Medicaid program has what is known as “churn,” cases that close for various reasons. It
is not uncommon for those individuals to take action and come back on a program after
receiving a closure notice. The total number of Arkansas Works cases closed in December was
15,981. Of those, only 1,232 closed due to not meeting the requirement.

Of the enrollees whose coverage ended in 2018 due to not meeting the requirement, 966
have applied for and gained coverage in 2019. Of those, 963 are in Arkansas Works.

o,
. Non-compliance (8%) 2%

Incarceration (2%)

. Household increased income (14%)

Death (currently 0.1%) 36%

B other (23%) \

. Enrollee requested closure (6%)

Unable to locate client or moved out-of-
state (12%)

Failed to return requested information (36%)

Outreach Efforts
April — December 2018

includes DHS, AFMC,
insurance carriers, and DWS

Phone Calls 230,307

Letters 592,102
Emails 311,934

Text Messages 38,766

Social Media
Posts

918

X

ARKANSAS
DEPARTMENT OF

HUMAN
SERVICES



Arkansas Works Clients -
Subject to the Work and Community Engagement Requirement

. . Met the Did Not Meet the % Who Met the
Reporting Period ] . Total ]
Requirement Requirement Requirement

June 2018 18,351 7,464 25,815 71%
July 2018 31,072 12,722 43,794 71%
August 2018 43,655 16,357 60,012 73%
September 2018 56,509 16,757 73,266 77%
October 2018 56,913 12,128 69,041 82%
November 2018 56,317 8,426 64,743 87%
December 2018 55,904 4,776 60,680 92%

Arkansas Works Clients - Months Not Meeting Requirement in 2019

As of January 7, 2019

One Month Two Months
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Arkansas Works Clients - Met the Requirement

Currentl Caring for
) ) Employed >80 Dependent . . .y g Short-Term
Reporting Period e Pregnant Medically Frail Exempt in Incapacitated :
hours/month | Child in Home Incapacitated
SNAP Person
June 2018 8,375 2,731 15 2,208 3,480 128 164
July 2018 13,951 4,192 21 4,282 5,780 264 385
August 2018 19,391 5,717 40 6,273 7,776 534 776
September 2018 25,368 7,432 51 8,020 9,705 781 1,113
October 2018 25,425 7,147 54 8,271 9,913 846 1,246
November 2018 25,149 6,765 47 8,393 9,984 849 1,286
December 2018 25,089 6,469 45 8,424 10,244 781 1,180
Receives Alcohol or American
. . Education and ) Tea Cash Reported
Reporting Period Unemployment .. Drug Indian/Alaska i e Total
) Training ) Assistance Activities
Benefits Treatment Native*
June 2018 187 24 79 515 - 445 18,351
July 2018 310 56 155 832 - 844 31,072
August 2018 444 129 207 1,150 - 1,218 43,655
September 2018 556 242 230 1,479 - 1,532 56,509
October 2018 479 283 239 1,485 - 1,525 56,913
November 2018 398 324 224 1,470 - 1,428 56,317
December 2018 370 333 221 1,437 - 1,311 55,904

Clients may fit into more than of the above groups. However, they are only counted in one group each month.

*Clients who are American Indian / Alaska Native will be part of a future phase in.
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Good Cause Requests Completed

Month Granted Denied Not a Total
Good Cause Issue

June 2018 - - - -
July 2018 3 1 - 4
August 2018 45 4 6 55
September 2018 140 32 74 246
October 2018 182 16 93 291
November 2018 101 4 47 152
December 2018 106 7 43 156
Total 577 64 263 904

Good Cause requests are reviewed on a case-by-case basis. Clients who have another exemption

reason are counted in this report where appropriate.
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Clients Who Met Requirement Through Reporting - Types of Activities

Clients can report more than one type of activity

Number of clients who reported the activity
Clients Who Education Job Search Health Currently
Reporting Period Reported Work and Volunteer |Job Search Training Education | Meeting SNAP
Activities Training Class Requirement
June 2018 445 73 8 27 18 1 1 351
July 2018 844 145 20 63 40 4 0 639
August 2018 1,218 279 42 120 90 6 3 828
September 2018 1,532 372 42 152 93 5 5 1,025
October 2018 1,525 401 37 181 106 2 3 968
November 2018 1,428 371 34 170 97 4 3 907
December 2018 1,311 313 22 158 84 1 3 849
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December 2018 Reporting Period
Clients Who Met Requirement Through Reporting - Types of Activities Reported by Hours

Total Clients Who Met Requirement Through Reporting: 1,311
Clients can report more than one type of activity.

Activity* Clients Who Met Requirement Through Reporting - Hours Reported # of Clients Total Hours
E 1-20 Hrs 21-40 Hrs 41-60 Hrs 61-80 Hrs 81+ Hrs Reported Reported
Work 7 14 26 38 228 313 53,353
Education and 2 2 2 8 8 22 2,546
Training
Volunteer 4 9 26 73 46 158 12,341
Job Search 17 25 24 7 11 84 4,800
Job S h
b searc 0 1 0 0 0 1 39
Training
Health 3 0 0 0 0 3 30
Education Class
Currently
Meeting SNAP -- -- -- -- -- 849 N/A

Requirement

*While there is no limit to the number of hours a client can report, some activity types limit the number of hours clients can receive

credit for:

-- Job Search and Job Search Training - Clients may count up to 39 total hours from these activities combined each month.

-- Health Education Class - Clients may count up to 20 hours each year from this activity.
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Clients Who Did Not Meet Requirement - Types of Activities

Clients can report more than one type of activity

Number of clients who reported the activity

Clients Who Reported No Reported Education Job Search Health
Reporting Period Did Not Meet . .l Some Work .. Volunteer Job Search L. Education
) Activities .. and Training Training

Requirement Activities Class
June 2018 7,464 7,392 72 27 20 5 23 2 1
July 2018 12,722 12,587 135 49 20 12 73 1 1
August 2018 16,357 16,132 225 78 50 19 98 4 1
September 2018 16,757 16,535 222 69 54 23 97 5 1
October 2018 12,128 11,966 162 46 35 17 83 2 1
November 2018 8,426 8,308 118 42 20 14 50 3 0
December 2018 4,776 4,703 73 29 2 7 44 2 0
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December 2018 Reporting Period
Clients Who Did Not Meet Requirement - Types of Activities Reported by Hours

Total clients who did not meet requirement:
Reported No Activities:
Reported Some Activities:

Clients can report more than one type of activity

4,77
4,70
7

6
3
3

Activity* Clients Who Did Not Meet Requirement by Hours Reported # of Clients Total Hours
v 1-20 Hrs 21-40 Hrs 41-60 Hrs 61-80 Hrs 81+ Hrs Reported Reported
Work 7 7 9 6 0 29 1,220
Educat.lo.n and 1 1 0 0 0 5 35
Training
Volunteer 3 3 1 0 0 7 188
Job Search 13 14 8 0 9 44 4,398
Job Search 0 0 0 1 1 2 320
Training
Health Education 0 0 0 0 0 0 0
Class

*While there is no limit to the number of hours a client can report, some activity types limit the number of hours clients can receive credit for:
-- Job Search and Job Search Training - Clients may count up to 39 total hours from these activities combined each month.
-- Health Education Class - Clients may count up to 20 hours each year from this activity.
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Arkansas Works Closures

Closures by Reason

Closures Due to Enrollee Unable to Locate | Failed to Return X
. . ) . Household . Did Not Meet
Reporting Period Total Closures Not Meeting Incarceration Death Requested Client or Moved Requested X Other
) Increased Income X Requirement
Requirement Closure Out-Of-State Information

August 2018 18,057 4,353 2% 11% 0.01% 3% 5% 33% 24% 22%
September 2018 15,276 4,109 3% 15% 0.05% 5% 6% 26% 27% 18%
October 2018 15,081 3,815 2% 13% 0.10% 5% 5% 28% 25% 22%
November 2018 20,494 4,655 1% 10% 0.10% 5% 13% 25% 23% 24%
December 2018 15,981 1,232 2% 14% 0.10% 6% 12% 36% 8% 23%
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Medicaid Work Requirements —
Results from the First Year in Arkansas

Benjamin D. Sommers, M.D., Ph.D., Anna L. Goldman, M.D., M.P.A., M.P.H.,
Robert J. Blendon, Sc.D., E. John Orav, Ph.D., and Arnold M. Epstein, M.D.

In recent years, policymakers have introduced
unprecedented changes to Medicaid. As of April
2019, nine states have received approval by means
of a federal waiver to implement work require-
ments in Medicaid, and six have applications pend-
ing! According to the Centers for Medicare and
Medicaid Services, work requirements — also
known as community engagement requirements
— may promote better health and help benefi-
ciaries escape poverty.? However, critics dispute
these claims®* and warn that the policy could
lead to large coverage losses.> Work requirements
have been used previously in programs such as
the Supplemental Nutrition Assistance Program
and the Temporary Assistance for Needy Families
program. Studies of those programs showed that
work requirements produced modest, short-term
increases in employment but no increases in
income.®’” The effects of work requirements in a
health insurance program are unclear.

In June 2018, Arkansas became the first state
to implement work requirements in Medicaid.
Medicaid beneficiaries 30 to 49 years of age were
notified by the state (by mail and informational
fliers) that they were required to work 80 hours
per month, participate in another qualifying com-
munity engagement activity such as job training
or community service, or meet criteria for an ex-
emption such as pregnancy or disability.® Three
months of noncompliance or nonsubmission of
monthly online reports within a year led to re-
moval from Medicaid. By December, nearly 17,000
adults were notified by mail that they had been
removed from Medicaid.’ In March 2019, a fed-
eral judge halted the program owing to con-
cerns about its effect on coverage. Although
several analyses have predicted various results
of Medicaid work requirements,'?> data from

independent assessments since the policy took
effect have been limited. Our objective was to as-
sess early changes in insurance coverage and
employment after implementation of the work
requirements in Arkansas.

METHODS

STUDY DESIGN AND SETTING

We conducted a telephone survey to compare
changes in outcomes before and after implemen-
tation of the work requirements in Arkansas
among persons 30 to 49 years of age, as com-
pared with Arkansans 19 to 29 years of age and
those 50 to 64 years of age (who were not subject
to the requirement in 2018) and with adults in
three comparison states — Kentucky, Louisiana,
and Texas. Kentucky, like Arkansas, expanded
Medicaid under the Affordable Care Act (ACA) in
2014 and planned to introduce work requirements
in 2018, but the requirements were blocked by a
federal judge before implementation. Neither
Louisiana (which expanded Medicaid in 2016) nor
Texas (which has not expanded Medicaid) has
implemented work requirements. All four study
states are in the Southern census region and
have poverty rates in the highest quartile of the
United States. We used baseline data from 2016
(before the implementation of work requirements)
for these states from a previous survey conducted
by our team that has been validated against gov-
ernment data sources.®® This project was ap-
proved by the institutional review board of the
Harvard T.H. Chan School of Public Health.

SAMPLE AND SURVEY
Our survey was conducted by means of cellular
and landline telephones, in English or Spanish,
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between November 8 and December 30, 2018. The
sample comprised U.S. citizens 19 to 64 years of
age who reported family incomes in 2017 below
138% of the federal poverty level (e.g., $16,600 for
a single adult or $33,900 for a family of four),
which corresponds to the income limit for the
ACA Medicaid expansion. This inclusion criterion
was based on the respondent’s income in the previ-
ous year in order to prevent any potential em-
ployment response to the policy from biasing the
sample composition.

We contacted potential survey participants in
Arkansas, Kentucky, Louisiana, and Texas primar-
ily by means of random-digit dialing. The study
also included respondents from different surveys
that had been previously conducted by our sur-
vey vendor who were recontacted for this survey;
this facilitated oversampling in the age group sub-
ject to work requirements in Arkansas. We com-
bined the 2018 data with baseline data from
November and December 2016, which had been
obtained from a different set of respondents.!
Further details on the survey design are provided
in the Methods section in the Supplementary Ap-
pendix, available with the full text of this article
at NEJM.org.

OUTCOMES
Our study had three primary outcomes: the
percentage of respondents with Medicaid, the
percentage of respondents who were unin-
sured, and the percentage of respondents re-
porting any employment. Secondary outcomes
were the number of hours worked per week,
the percentage of respondents satisfying any
category of community engagement require-
ment (described below), the percentage of re-
spondents with employer-sponsored insurance,
and two measures of access to care — the
percentages of respondents having a personal
physician and reporting any cost-related delays
in care. We also examined Arkansas respondents’
experience with work requirements: whether
they had heard “a lot,” “a little,” or “nothing”
about the requirements; whether they thought
they were (or would be) subject to the require-
ments; and their reporting activities to the
state.

Health insurance was categorized into mutu-
ally exclusive categories (see the Methods section
in the Supplementary Appendix). The 2014 expan-

sion in Arkansas used Medicaid funds to purchase
ACA marketplace plans for most newly eligible
adults (sometimes called the “private option”).”
In contrast, most low-income adults in the other
expansion states in our study (Kentucky and Loui-
siana) were eligible for Medicaid but not ACA
marketplace plans. Because of the blurred bound-
ary between Medicaid and marketplace coverage
in Arkansas, coverage with Medicaid alone or
marketplace coverage alone in Arkansas as com-
pared with the other states would be misleading.
Accordingly, we combined Medicaid and market-
place coverage into a single category.

Activities meeting the Arkansas work require-
ments included 80 hours per month of employ-
ment, job search, job training, or community ser-
vice. Populations of adults who were eligible for
exemptions included pregnant women, persons
with disabilities or medical frailty, full-time stu-
dents, persons caring for a child or other house-
hold member, and anyone receiving treatment
for substance abuse. Since our baseline survey
did not assess employment-related activities, our
2018 survey asked respondents about their ac-
tivities 12 months earlier (during 2017) and then
assessed their current activities. The survey ques-
tions are shown in the Supplementary Appendix;
the 2018 survey questions used identical wording
to our baseline survey whenever possible.

STATISTICAL ANALYSIS

Our approach was a difference-in-difference-
in-differences (or triple-difference) model, which
used comparisons according to year, state, and
age group to identify changes in outcomes associ-
ated with the policy. Our model tested whether
the change among respondents 30 to 49 years of
age in Arkansas, relative to the change in other
age groups in Arkansas, was larger than the
comparable relative changes in other states. This
method filters out time trends common to all four
states and any state-specific factors influencing
employment and coverage in Arkansas that were
not due to work requirements. For instance, the
waiver in Arkansas increased cost sharing and
premiums for some enrollees in addition to work
requirements, but these features were not spe-
cific to age.*® We implemented this model with
adjustment for state, year, and age group (19 to
29 years, 30 to 39 years, 40 to 49 years, 50 to 59
years, and 60 to 64 years) and with pairwise
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interaction terms between those variables. The
policy estimate came from the three-way interac-
tion among indicator variables for Arkansas, the
30-to-49—year-old age group, and the year 2018;
the regression equations are shown in the Sup-
plementary Appendix.

For outcomes regarding insurance coverage
and health care access, which were measured in
separate samples from 2016 and 2018, we used
a linear model with standard errors clustered
according to age group and state (20 state—age
group clusters); we used linear models for ease
of interpretation of interaction terms, as is stan-
dard practice in difference-in-differences analy-
ses.”’ For community engagement outcomes,
which were measured in the 2018 sample on the
basis of questions regarding activities in the pre-
vious year and current year, we used a multilevel
mixed model with random effects for age groups
in each state and for each respondent.

All models adjusted for sex, respondent-report-
ed race and ethnic group, educational level, in-
terview language (English or Spanish), marital
status, and residence area (urban or rural). All
analyses used survey weights to reflect the target
population in each state (see the Supplementary
Appendix).

To assess awareness of and experiences with
work requirements in Arkansas, we calculated
survey-weighted means. We estimated a multivari-
ate logistic model to identify demographic pre-
dictors of awareness of work requirements.

We conducted several sensitivity analyses: a
difference-in-differences model that was limited
to respondents 30 to 49 years of age, comparing
Arkansas with the other states; models for com-
munity engagement that adjusted directly for base-
line employment (before the implementation of a
work requirement), with the use of a single ob-
servation per person; and an analysis of the U.S.
Census Bureau American Community Survey for
2016 and 2017 to test whether trends in coverage
and employment were similar across our study
states and age groups before the implementation
of work requirements. We report P values (unad-
justed and post hoc family-wise adjusted; see the
Supplementary Appendix) only for our three pri-
mary outcomes, and we report results with 95%
confidence intervals (without adjustment for mul-
tiple comparisons) for the primary and secondary
outcomes.

RESULTS

STUDY SAMPLE AND DESCRIPTIVE STATISTICS

The overall sample included 5955 respondents
(3004 respondents from the 2018 survey, and 2951
from the 2016 baseline data'®). Approximately
half the 2018 sample was from Arkansas. Most
respondents (90.3%) were recruited by means of
random-digit dialing; the remainder consisted of
respondents from previous surveys conducted by
our survey vendor who were recontacted. A total
of 14% of the persons who were contacted for
the survey completed it.

Table 1 presents summary statistics for the
study sample according to state (Arkansas vs.
others) and age (30 to 49 years vs. others). In all
four groups, the majority of the respondents were
non-Hispanic white, and approximately one quar-
ter of the respondents were black; Hispanic eth-
nicity was more common in the comparison states
than in Arkansas. Respondents in Arkansas dis-
proportionately lived in rural areas.

HEALTH INSURANCE COVERAGE

Figure 1 and Table S1 in the Supplementary Ap-
pendix present unadjusted rates of insurance cover-
age according to year, age, and state. The share
of Arkansans 30 to 49 years of age who had
Medicaid or ACA marketplace coverage went from
70.5% in 2016 to 63.7% in 2018, a decline of
6.8 percentage points. Meanwhile, the levels of
Medicaid or marketplace coverage in the other
age groups in Arkansas and among non-Arkansas
residents showed smaller changes, ranging from
an increase of 3.9 to a decrease of 1.3 percentage
points. The percentage of uninsured respondents
among Arkansans 30 to 49 years of age increased
from 10.5% in 2016 to 14.5% in 2018, with small-
er or no changes in the other groups. The per-
centage of Arkansans 30 to 49 years of age with
employer-sponsored coverage increased slightly,
from 10.6% to 12.2%.

Table 2 presents regression estimates of our
primary insurance coverage outcomes. The model
indicated that the percentage of respondents with
Medicaid or marketplace coverage declined by 13.2
percentage points (95% confidence interval [CI],
—23.3 to —3.2) more among Arkansans 30 to 49
years of age relative to other age groups in the
state than the comparable age-based difference
in the control states (P=0.01). The analogous esti-
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Table 1. Characteristics of the Study Sample of Low-Income Adults in Arkansas and in the Control States of Kentucky,
Louisiana, and Texas.*
Arkansas, Arkansas, Control States, Control States,
30-49 Yrof Age  Other Ages  30-49 Yr of Age Other Ages
Characteristic (N=804) (N=1430) (N=1295) (N=2426)
percentage of respondents
Age group
19-29 Yr 0 50.8 0 49.3
30-39Yr 57.0 0 54.5 0
40-49 Yr 43.0 0 455 0
50-59 Yr 0 31.0 0 314
60-64 Yr 0 18.2 0 19.3
Race or ethnic groupy
White non-Hispanic 61.9 64.9 53.1 53.9
Hispanic 4.7 5.8 16.3 17.0
Black non-Hispanic 27.2 23.7 27.1 24.2
Other 6.2 5.7 35 4.9
Educational level
No high school diploma 18.9 18.5 227 232
High school diploma or equivalent 45.0 42.7 41.9 38.1
Some college or college degree 36.1 38.8 35.3 38.7
Female sex 58.6 54.6 60.1 55.6
Married or living with a partner 44.6 37.8 47.1 35.0
Interview conducted in Spanish 0.7 0.1 4.0 3.2
Resident in rural area 50.2 54.8 35.8 311

st

“ Data are from a telephone survey involving low-income adults (income <138% of the federal poverty level), 19 to 64

years of age, who were U.S. citizens. The survey was conducted in November and December 2016 and in November

and December 2018. The target group comprised respondents 30 to 49 years of age in Arkansas. For the comparison
groups, other ages were respondents 19 to 29 years of age and those 50 to 64 years of age. All estimates are survey-

weighted. Percentages may not total 100 because of rounding.

Race and ethnic group were reported by the respondent.

mate of changes in the percentage of respondents
who were not insured was an increase of 7.1
percentage points (95% CI, 0.5 to 13.6; P=0.04).
Models that were limited to respondents 30 to
49 years of age showed a pattern of coverage
changes associated with the Arkansas work re-
quirements that were similar to those in our pri-
mary model. There were no significant changes
associated with work requirements in the per-
centage of respondents with employer-sponsored
insurance or the two access measures (Table S2
in the Supplementary Appendix).

EMPLOYMENT AND COMMUNITY ENGAGEMENT
Figure 2 and Table S3 in the Supplementary Ap-

pendix present unadjusted estimates of employ-
ment and community engagement according to
year, age, and state. In all groups, the percent-
ages of respondents who were employed at least
20 hours per week declined from 2017 to 2018,
and the percentage of respondents reporting dis-
ability increased. Employment declined from 42.4%
to 38.9% among Arkansans 30 to 49 years of age,
a change of —3.5 percentage points. The three
comparison groups had similar decreases, rang-
ing from —2.9 to —5.7 percentage points. Overall,
more than 92% of the respondents in all four
groups — and nearly 97% of the respondents 30
to 49 years of age in Arkansas — were already
meeting the community engagement requirement
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Percentage of Respondents
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Figure 1. Health Insurance Status According to Year, State, and Age Group.

Data are from a telephone survey involving 5955 low-income adults 19 to 64 years of age that was conducted in
November and December 2016 and in November and December 2018. All estimates are survey-weighted. Medicaid
and Affordable Care Act marketplace coverage were combined because the Medicaid expansion in Arkansas was
implemented with the use of a private insurance expansion, in which most (but not all) expansion enrollees were
placed in subsidized marketplace coverage rather than traditional Medicaid. Coverage types were mutually exclusive
and categorized according to an insurance hierarchy (see the Methods section in the Supplementary Appendix).
The target group comprised respondents 30 to 49 years of age in Arkansas. “Other ages” were the groups of re-
spondents 19 to 29 years of age and those 50 to 64 years of age. Kentucky, Louisiana, and Texas were the control
states. Percentages may not total 100 because of rounding.

or should have been exempt before the policy
took effect. The share of respondents who were
not meeting the requirement increased from 3.3%
in 2017 to 3.9% in 2018 in the Arkansas target
age group (an increase of 0.6 percentage points),
whereas other groups had changes ranging from
—1.0 to +0.2 percentage points.

Table 3 presents the regression results for em-
ployment. Table S4 in the Supplementary Appen-
dix shows secondary outcomes of hours worked
and any community engagement. Neither the main
model nor analyses involving only respondents
30 to 49 years of age indicated any significant
changes in these outcomes. Similar results were
seen in alternative models that adjusted for em-
ployment in the previous year (Table S5 in the
Supplementary Appendix).

EXPERIENCE WITH WORK REQUIREMENTS
Table S6 in the Supplementary Appendix describes

Arkansas residents’ awareness of and experience
with work requirements. A total of 32.9% of the
adults 30 to 49 years of age who had Medicaid
or marketplace coverage had not heard anything
about the policy. Multivariate analysis indicated
that Medicaid or marketplace enrollees were more
likely to know about the policy than those with
other coverage (Table S7 in the Supplementary Ap-
pendix). Adults 19 to 29 years of age, men, and
those without a high-school diploma were less
likely to know about the requirements than re-
spondents 30 to 49 years of age, women, and re-
spondents with some college or a college degree,
respectively.

Nearly half the target population was unsure
whether the requirements applied to them (Table
S6 in the Supplementary Appendix). Among Ar-
kansans 30 to 49 years of age who had Medicaid
or marketplace coverage or no insurance, only
21.8% thought that they were (or would be) sub-
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Table 2. Regression Estimates of Changes in Health Insurance Associated with Medicaid Work Requirements in Arkansas.*

Adjusted Difference in

Outcome and Analysis Arkansas Control States Change (95% CI)} P Value;:

2016
(N=733)

2018
(N=1501)

2016
(N=2218)

2018
(N=1503)

percent of respondents percentage points

Respondents with Medicaid or
marketplace coverage

Difference-in-differences analysis 70.5 59.0 60.4 0.02

involving respondents 30-49 yr
of age

-10.4 (-18.5 to -2.4)

Difference-in-differences analysis 51.8 46.2 44.9 0.29

involving respondents in control
age groups of 19-29 yr and
50-64 yr of age

4.0 (-3.9t0 11.9)

Triple-difference analysis of target — — — — 0.01
age group vs. control age groups
and of Arkansas vs. control

states

-132 (-23.3t0-3.2)

Respondents with no insurance

Difference-in-differences analysis 10.5 14.5 16.2 0.04

involving respondents 30-49 yr
of age

5.9 (0.4 to 11.4)

Difference-in-differences analysis 12.3 17.4 20.2 0.46

involving respondents in control
age groups of 19-29 yr and
50-64 yr of age

-1.5 (-6.0t0 2.9)

Triple-difference analysis of target — — — — 0.04
age group vs. control age groups
and of Arkansas vs. control

states

7.1 (0.5t0 13.6)

* The study sample was from a telephone survey involving 5955 low-income adults 19 to 64 years of age conducted in November and De-

cember 2016 and in November and December 2018, minus item nonresponse for each study outcome. All estimates are survey-weighted.
Standard errors were clustered according to age group in each state. Coverage types were mutually exclusive and categorized according to
an insurance hierarchy. All models were adjusted for sex, respondent-reported race and ethnic group, education, language of the interview
(English or Spanish), marital status, and urban or rural residence, as well as by age group, state, and year. Details and full regression equa-
tions are provided in the Methods section in the Supplementary Appendix. Cl denotes confidence interval.

i The adjusted change associated with work requirements is the policy estimate. Results are from difference-in-differences analysis for the first

two rows of each outcome and for the difference-in-difference-in-differences (or triple-difference) analysis for the third row of each outcome.
Family-wise P values, with adjustment for two primary outcomes within the family of coverage outcomes, yield the following P values (in
the same order as in the table): 0.03, 0.54, 0.03, 0.03, 0.49, and 0.04 (see the Methods section in the Supplementary Appendix).
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ject to the new work requirements; 44.2% were
unsure. A total of 14.4% of the respondents out-
side this age group incorrectly believed that they
were subject to the requirements in 2018, and
50.2% were unsure. Among the respondents who
had been told by the state that they needed to re-
port community engagement activities, only 49.3%
were doing so regularly. The most common rea-
son for not reporting was a belief that they were
not meeting the requirement (40.4%), but their
other responses indicated that all 22 of these re-

spondents did satisfy the requirements. Other
reasons for not reporting to the state were lack
of Internet access (32.3% of respondents) and con-
fusion about reporting (17.8%).

TRENDS IN OUTCOMES BEFORE WORK
REQUIREMENTS

Table S8 in the Supplementary Appendix shows
analysis of data from the American Community
Survey from 2016 and 2017. These results revealed
no significant differential changes in coverage or
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Figure 2. Employment and Community Engagement Activities According to Year, State, and Age Group.

Shown are the results from a telephone survey involving 3004 low-income adults 19 to 64 years of age that was
conducted in November and December 2018. Respondents were asked about these outcomes for the current year
and for the 12 months before the survey (in 2017). All estimates are survey-weighted. Other qualifying activity in-
cluded full-time student status, participation in job training, actively seeking work, community service, pregnancy,
or caring for a child or household member who could not care for himself or herself. Outcomes were assessed in
a mutually exclusive hierarchy, from the bottom to top in each bar (e.g., if a person was working >20 hours a week,
we did not assess whether the person was disabled or met another category of activity). The target group com-
prised respondents 30 to 49 years of age in Arkansas. “Other ages” were the groups of respondents 19 to 29 years

not total 100 because of rounding.

of age and those 50 to 64 years of age. Kentucky, Louisiana, and Texas were the control states. Percentages may

employment according to state or age group be-
fore 2018.

DISCUSSION

Using a timely survey involving low-income adults
in Arkansas and three comparison states, we
found that implementation of the first-ever work
requirements in Medicaid in 2018 was associated
with significant losses in health insurance cov-
erage in the initial 6 months of the policy but no
significant change in employment. Lack of aware-
ness and confusion about the reporting require-
ments were common, which may explain why
thousands of persons lost coverage even though
more than 95% of the target population appeared
to meet the requirements or qualify for an ex-
emption.

Our findings regarding coverage are consis-
tent with the official report from Arkansas that
nearly 17,000 adults were removed from Medicaid
between October and December 2018.° We esti-
mate from the American Community Survey that
our sampling frame corresponds to 140,000 low-
income adults 30 to 49 years of age in Arkansas.
Taken together, these numbers imply a reduction
in Medicaid enrollment of 12 percentage points,
which is well within our confidence intervals.
Our results show that this loss of Medicaid cov-
erage was accompanied by a significant increase
in the percentage of adults who were uninsured,
indicating that many persons who were removed
from Medicaid did not obtain other coverage.
Although point estimates suggest a potential
increase in the use of employer-sponsored insur-
ance, confidence intervals for this measure in-
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Table 3. Regression Estimates of Changes in Employment Associated with Medicaid Work Requirements in Arkansas.*
Adjusted Difference in
Outcome and Analysis Arkansas Control States Change (95% ClI)7 P Value
2017 2018 2017 2018
(N=1501)  (N=1501)  (N=1503)  (N=1503)
percent of respondents percentage points
Respondents reporting employment
Difference-in-differences analysis 46.9 42.2 50.6 44.0 1.6 (-5.0t0 8.2) 0.63
involving respondents 30-49 yr
of age
Difference-in-differences analysis 45.0 435 49.3 45.2 2.7 (-1.7t07.1) 0.23
involving respondents in control
age groups of 19-29 yr and
50-64 yr of age
Triple-difference analysis of target — — — — -1.1 (-8.7t0 6.5) 0.78
age group vs. control age group
and of Arkansas vs. control
states

* The study sample was from a telephone survey involving low-income adults 19 to 64 years of age. Respondents in 2018 were asked about
their activities for the previous year (12 months earlier in 2017) and about the current year. Thus, each sample contains two observations
per person. The model used random effects at the individual and age-group (per state) levels to account for repeated observations. All esti-
mates are survey-weighted. Standard errors were clustered according to age group in each state. All models were adjusted for sex, respon-
dent-reported race and ethnic group, educational level, language of the interview (English or Spanish), marital status, and urban or rural
residence, as well as for age group, state, and year. The full regression equations are provided in the Methods section in the Supplementary
Appendix.

T The adjusted change associated with work requirements is the policy estimate. Results are from difference-in-differences analysis for the
first two rows and for the difference-in-difference-in-differences (or triple-difference) analysis for the third row.

cluded no effect. We did not detect any meaningful
changes in the percentages of respondents hav-
ing a personal physician or cost-related delays in
care in the first 3 months of disenrollment; longer-
term assessment will be essential.?>*

We did not find any significant change in em-
ployment (one of our three primary outcomes) or
in the related secondary outcomes of hours worked
or overall rates of community engagement activi-
ties. Although our confidence intervals are wide
enough that policy-relevant changes cannot be
ruled out, nearly everyone who was targeted by the
policy already met the requirements, so there was
little margin for the program to increase commu-
nity engagement. This finding is consistent with
analyses predicting that most Medicaid beneficia-
ries already satisfy work requirements in one way
or another.10’11’14’15'26

Our descriptive results indicate that the im-
plementation of this policy was plagued by con-
fusion among many enrollees, a finding consis-
tent with qualitative research.*?® Lack of Internet
access was also a barrier to reporting informa-

tion to the state, although in late December 2018
Arkansas added a telephone option.?”’ To reduce
the administrative burden on beneficiaries, state
officials used existing data sources when possi-
ble to confirm employment or disability status,
which exempted two thirds of enrollees from the
reporting requirement.® Nonetheless, major bar-
riers remain. One third of persons who were sub-
ject to the policy had not heard anything about it,
and 44% of the target population was unsure
whether the requirements applied to them. Levels
of awareness were worse among persons with
less education and among adults 19 to 29 years
of age, who became subject to the Arkansas re-
quirements in January 2019.%° Although Medicaid
has always struggled with high turnover owing
in part to legally required annual eligibility rede-
terminations,® our findings suggest that work
requirements have substantially exacerbated ad-
ministrative hurdles to maintaining coverage.
Our study has several limitations. First, our
response rate was lower than that of government
surveys. However, our approach of combining
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random-digit dialing telephone surveys with de-
mographic weighting for nonresponse has been
used to provide timely evidence regarding Med-
icaid and the ACA, with results similar to those
produced by subsequent analyses of government
data.?>3¢

Our analysis is based on survey data regarding
a policy that created substantial confusion, which
makes it difficult to attribute any single respon-
dent’s loss of coverage directly to work require-
ments as opposed to other factors, such as income
changes or incompletion of renewal paperwork.
Questions about employment may suffer from
social desirability bias, leading to greater report-
ing of employment this year among persons who
were subject to the new work requirement. Our
lack of baseline data on employment meant that
we had to ask respondents about employment ac-
tivities in the current and previous years, which
raises the possibility of recall bias. However, this
phenomenon is likely to be similar across states
and age groups and would be filtered out by our
study design.

The study was limited to a single state imple-
menting work requirements and approximately
6000 respondents overall. Survey questions about
experiences reporting work hours to the state ap-
plied only to small numbers of respondents. In
addition, details regarding work requirements in
other states vary and could produce different
results.!® Finally, our study was nonrandomized,
and unmeasured time-varying confounders could
bias the results. However, our use of both with-
in-state and out-of-state control groups reduces
this possibility.

In conclusion, in its first 6 months, work re-
quirements in Arkansas were associated with a
significant loss of Medicaid coverage and rise in
the percentage of uninsured persons. We found
no significant changes in employment associated
with the policy, and more than 95% of persons
who were targeted by the policy already met the
requirement or should have been exempt. Many
Medicaid beneficiaries were unaware of the policy
or were confused about how to report their status
to the state, which suggests that bureaucratic
obstacles played a large role in coverage losses
under the policy.
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Abstract

This research brief presents an overview of work schedules among a representative sample of
early-career adults (26 to 32 years old) in the United States. Based on an analysis of new items
included in the National Longitudinal Survey of Youth 1997 (NLSY97), the brief describes the
distribution of three dimensions of work schedules—advance schedule notice, fluctuating work
hours, and schedule control—across early-career workers in hourly and non-hourly jobs, overall
and separated by gender, regular work hours (full-time/part-time), race, and occupation. In
addition, the brief gives special consideration to selected groups of hourly workers, including
parents, women, workers of color, and workers in low-pay, high-growth occupations, who are at
particular risk of precarious work schedules and economic insecurity. Finally, the brief suggests
some implications of these descriptive findings for public policy and future research.
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Introduction

This research brief presents an overview of work schedules among a representative sample
of early-career adults (26 to 32 years old) in the United States. Harriet Presser’s (2003)

early research on nonstandard timing made clear that work schedules in many US jobs hold
important implications for worker and family well-being. New items included in the National
Longitudinal Survey of Youth 1997 Cohort (NLSY97) allow us to analyze three additional
dimensions of work schedules: (1) advance schedule notice, (2) fluctuating work hours, and
(3) schedule control. This is the first time a measure of advance notice has been included in a
US national survey and the first opportunity to gauge the prevalence and magnitude of weekly
work-hour fluctuations across the US labor market. Modifications to an existing NLSY97
question about schedule control also make it possible to differentiate between workers whose
schedules are set by their employers without their input and those workers who have at least
some input into the timing of their work. The unusual detail and breadth of these data provide
a valuable picture of the prevalence of these work schedule

dimensions and how they intersect to place certain occupational This is the first time a
measure of advance notice
has been included in a US
national survey and the first
This brief begins with an examination of how each of these opportunity to gauge the
prevalence and magnitude
of weekly work-hour
fluctuations across the US
labor market.

and demographic groups at risk of work schedules that are
unpredictable, unstable, or unwanted—in a word, precarious.

three dimensions of work schedules varies among early-career
workers in hourly and non-hourly jobs, overall as well as separated
by gender, regular work hours (full-time/part-time), race, and
occupation. We then take a closer look at selected groups of
hourly workers including parents, women, workers of color, and workers in low-pay, high-
growth occupations, namely retail, food service, home care, and building-cleaning occupations.
We conclude with some thoughts about the implications of these early results for public policy
and further scholarly research.

1 Susan J. Lambert and Julia R. Henly are associate professors in the School of Social Service Administration. Peter J. Fugiel
is a doctoral candidate in the Department of Sociology.
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Precarious schedules and worker well-being

Work schedules can facilitate or hinder the ability of workers to arrange caregiving, pursue
education, secure a second job, and earn an adequate income. Scholars have documented
the difficulties posed by nonstandard timing (Dunifon, Kalil, Crosby, & Su, 2013; Han,

2004; Heymann, 2000; Joshi & Bogen, 2007; Presser, 2003) and lack of schedule control
(Grzywacz, Carlson, & Shulkin, 2008; Kleiner & Pavalko, 2010; Kelly, Moen, & Tranby, 2011;
Lyness, Gornick, Stone, & Grotto, 2012; Major, Klein, & Ehrhart, 2002) for family routines,
marital quality, child well-being, worker health, and job performance. Recent research from
case studies of firms in various industries suggests that fluctuating hours and schedule
unpredictability can also undermine the health and well-being of employees and can make it
difficult to secure a second job or attend school (Clawson & Gerstel, 2014; Haley-Lock, 2011;
Henly & Lambert, 2014; Henly, Shaefer, & Waxman, 2006). Moreover, eligibility for many
social programs depends on the number and stability of work hours. For example, although
not required by federal law, states commonly tie work hours and child care subsidies closely
together, making it difficult for workers with scheduling challenges to get help paying for
child care or use formal child care providers (Ben-Ishai, Matthews, & Levin-Epstein, 2014;
Sandstrom, Henly, Claessens, & Ros, 2014). Work-hour requirements are based on the
assumption that workers decide how many hours they work, yet because hours are a key
component of labor costs, corporate policies often restrict their availability. Conditioning receipt
of social benefits on work hours means that workers who experience an unwanted drop in
hours can be placed in double-jeopardy as they risk being denied social benefits at the very
time they need supports most (Lambert & Henly, 2013).

Prior measures of precarious schedules

Many national surveys originated during an earlier period characterized by widespread

standard employment, in other words, full-time jobs with stable schedules. Survey items were
deliberately designed to smooth rather than reveal variations in work hours. Most national
surveys that address employment continue to ask respondents to report their usual hours of
work or the number of hours they worked last week. If respondents volunteer that they cannot
answer the usual-hours questions because their hours vary too much, some surveys allow for

a variable-hours code. For example, pooling Current Population Survey (CPS) data from 2000
through 2002, 6.4 percent of workers were coded as “hours vary” (Lambert, Haley-Lock, &
Henly, 2012). The problem with this approach is that even workers whose hours vary a great
deal are likely to offer a numeric response to the usual-hours question rather than volunteer

that their hours vary, resulting in an underreporting of hour variation. In a survey of 293 retail
employees, in which respondents were randomly assigned to receive either the question “How
many hours do you typically work each week?" or one that continued with the option “or do
your hours vary too much to say?"” only 2 percent of respondents volunteered without prompting
that their hours varied as compared with 25 percent of those explicitly given this option.2 In
addition to the usual-hours question, some national surveys include measures of schedule input
and nonstandard timing. However, surveys lack the information needed to assess the variability
and unpredictability of employees’ work schedules. These limitations have, until now, precluded
analyses of the intersecting dimensions of precarious schedules on a national scale.

2 Unpublished analyses of data from the University of Chicago Work Scheduling Study, contact authors for more information.
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Measures of precarious scheduling dimensions
included in the NLSY97

Recently released data from the National Longitudinal Survey of Youth 1997 Cohort (NLSY97)
provide information on multiple dimensions of work schedules among a representative sample
of early-career adults. Beginning in 2011 with Round 15 of this ongoing survey, respondents
were asked new questions designed to measure advance notice, work-hour fluctuations, and
schedule control. The text of these questions follows.

1. Advance notice
How far in advance do you usually know what days and hours you will need to work?
=  One week or less
= Between 1 and 2 weeks
= Between 3 and 4 weeks
= 4 weeks or more

2. Work-hour fluctuations

a. In the last month, what is the greatest number of hours you’ve worked in a week at
this job? Please consider all hours, including any extra hours, overtime, work you did at
home, and so forth.

b. In the last month, what is the fewest number of hours you’ve worked in a week
at this job? Please do not include weeks in which you missed work because of illness
or vacation.

3. Schedule control

Which of the following statements best describes how your working hours are
decided? By working hours we mean the time you start and finish work, and not the
total hours you work per week or month.

» Starting and finishing times are decided by my employer and | cannot change them
on my own.

= Starting and finishing times are decided by my employer but with my input.

= [ can decide the time | start and finish work, within certain limits.

m [am entirely free to decide when [ start and finish work.

»  When | start and finish work depends on things outside of my control and outside of
my employer’s control.

Overview of the NLSY97 and selected sample

The NLSY97 is a nationally representative® survey of people born between 1980 and 1984
who were living in the US in 1997. The National Opinion Research Center (NORC) conducts
the survey under the direction of the US Bureau of Labor Statistics (BLS).The NLSY97 was
conducted annually through Round 15 (2011-2012) but future rounds will be fielded every other
year. Respondents were 26 to 32 years old in Round 15, the first round to include the new
guestions on advance notice and the source of the data presented in this research brief.* The
overall response rate for Round 15 is 86.5 percent. For the analyses presented in this research

3 This report uses sampling weights provided by the BLS to adjust statistical estimates for oversampling of youth of color.
However, inferences of statistical significance are based on the number of sample observations, not the population N.
We use a standard threshold ( p<.05) for significance throughout this report.

4 According to estimates from the Current Population Survey, about a third of workers (34 percent of men and 33 percent of
women) of what is considered to be prime labor market age (25-54) are between the ages of 25 and 34. This was true in
both 2011 when the NLSY97 data were gathered and as recently as June 2014.
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brief, the sample has been narrowed to respondents currently holding civilian jobs in the

wage and salaried workforce (N = 3,739). We focus only on respondents’ main job, which the

NLSY97 defined for these questions as the job of the longest duration.®

Overview of respondents. As shown in Table 1, 62 percent of workers in the target
population® report that they are paid by the hour, 24 percent work part-time (defined as working

less than 35 regular hours per week on the main job), 57 percent have no more than a high

school education, 58 percent are living with a partner, and 34 percent have a child younger than

6 in their household. The population is equally split on gender, and 69 percent are White, 13

percent Black, and 13 percent Hispanic.

Additional information about the sample

It is important for readers to note that our sample does not
include all respondents in the target population (current civilian
employees) due to problems with the survey instrument.
Some respondents who, according to NLSY97 documentation,
should have been asked the new work scheduling questions
were erroneously skipped past this section by early versions of
the computerized interview guide. Our analyses suggest that
this excluded group amounts to 26 percent of eligible Round 15
respondents in the target population. BLS staff responded to
our queries about these missing data by documenting patches
in survey programming that they implemented to correct skip
patterns as problems came to light during the field period.”
The problematic skip patterns mostly affected respondents
not paid by the hour. Approximately 42 percent of eligible
respondents in non-hourly jobs were not asked the scheduling
questions as compared with 11 percent of those in hourly jobs.
Eligible respondents who were living in urban (as compared to
rural) locations, were male (as compared to female), or Black
(as compared to White) were significantly (p<.05) more likely
to be skipped past the scheduling questions. Living with a
partner or with children was not significantly associated with
the probability of being asked the new scheduling questions.

We conduct most of our analyses separately by pay status,
that is, we separate respondents paid an hourly wage (hourly)
from those paid by some other metric (non-hourly). We

find that these groups of employees report quite different
scheduling practices, although caution is warranted in
interpreting these differences. The NLSY97 infers pay

status from the time unit respondents use to report their

job earnings.® Although all non-hourly employees are asked
whether they are paid by the hour, the NLSY97 does not
distinguish between salaried employees and other non-hourly
workers. Comparative studies suggest that the majority

of NLSY97 respondents in the non-hourly group receive a
salary (Hamermesh, 2002). Ninety-five percent of non-hourly
employees in our sample report weekly, bi-weekly, monthly,
quarterly, or annual earnings. But in the absence of explicit
confirmation by respondents, we are reticent to interpret these
time units as evidence of salaried employment. What we

do know is that a small percentage of non-hourly workers (5
percent) report being paid in atypical ways such as by the day,
per job, or by commission only.

Given these caveats, readers should have greater confidence

in the potential of the data to represent the experiences of
early-career workers paid by the hour than those paid by

other means. The lack of comparable national data on work
schedules means that it is not possible at this time to gauge the
biases of this particular sample. Moreover, our sample excludes
respondents who said they were self-employed and thus, does
not represent the experiences of independent and contract
workers who may be at especially high risk for precarious
employment, including the types of scheduling practices
examined here (Kalleberg, 2011). In sum, this research brief
should be viewed as a preliminary, rather than a definitive,
estimate of precarious scheduling practices among early-career
adults in the US wage and salaried workforce. As more data of
this type are collected,® understanding of precarious schedules
will expand to other groups and improve in precision.

o ~

For a large majority (87 percent) of the target population, this main job is their only current employee job. Of the 13 percent of workers who held two or more
jobs at the time of the survey, most (59 percent of the 13 percent) reported working more hours at their “main” job than at any other job.

Once again, this population includes current civilian employees in the US born between 1980 and 1984 who were living in the US in 1997. In order to draw
inferences from our sample about this population, we adjust the observed distribution of responses by a set of weights based on respondents’ probability of
being selected into the sample. Except where otherwise indicated by reference to the “sample” or “respondents,” the statistics reported here are population
estimates. For the sake of brevity we do not include the number of sample observations in most tables, but these data are reflected in our inferences about
statistical significance. We plan to present more detailed tables in a future publication of our main results.

We thank Steve McClaskie in particular for his patient and detailed responses to our numerous queries.

“For your job with [employer name], what is the easiest way for you to report your total earnings before taxes or other deductions: hourly, weekly, annually,
or on some other basis?”

The BLS has also included the scheduling items in Round 16 of the NLSY97, which has not yet been released.
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As shown in Table 2, our sample comprises a variety of jobs that span the range of the formal
labor market and include both male-dominated and female-dominated occupations. The
categories used here are modifications of existing classifications (Goldthorpe, 2000; Mouw
& Kalleberg, 2010) that group occupations according to their socioeconomic status, typical
employment relationship, and supervisory position.

Table 1: Job and personal characteristics

No. of respondents Est. % of population

(unweighted) (weighted)
Hourly employees 2,394 62
Non-hourly employees 1,344 38
Full-time (35+ hours per week) 2,837 76
Part-time (< 35 hours per week) 890 24
Men 1,842 50
Women 1,897 50
Black, not Hispanic 884 13
Hispanic 821 13
White, not Hispanic 1,905 69
Asian 60 2
Other 69 3
Less than HS 258 6
HS or GED 2,024 51
Some college 305 8
BA or higher 1,146 35
Cohabiting with a spouse/partner 2,039 58
Not cohabiting 1,689 42
Child < 6 years old in HH 1,297 34
Child 6 to 12 years old in HH 424 10
Total Sample 3,739

Table 2. Occupational composition*

No. of respondents Est. % of population

(unweighted) (weighted)
Elite professionals 88 3
Business staff 317 10
Technical and research staff 179 5
Arts and media occupations 75 2
Office clerks 402 10
Social functionaries 559 16
Service supervisors 236 6
Service workers 1,085 27
Production supervisors 56 2
Skilled trades 296 8
Production workers 412 N
Agricultural occupations* 17 1

*Appendix A contains an overview of the occupations included in each of these categories.
+Excluded in subsequent analyses broken out by occupation because of the small number of respondents. B
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Advance notice

Advance notice of one's work schedule is an important source of predictability that can
facilitate one's ability to meet both work and personal responsibilities. The further in
advance workers know their work schedule, the more time they have to arrange their
personal responsibilities in ways that enable them to meet work requirements. Schedule
unpredictability, on the other hand, interferes with the ability of workers to plan non-

work activities such as scheduling doctor’s appointments, socializing with friends, and
eating meals with friends or family, contributing to worker stress and work-family conflict
(Alexander, Haley-Lock, & Ruan, forthcoming; Henly & Lambert, 2014). For parents, schedule
unpredictability can make it difficult to arrange reliable child care and to participate in family
routines that experts say are integral to healthy child development, such as monitoring
homework and establishing bedtime routines (Henly & Lambert, 2005; Henly, Waxman, &
Shaefer, 2006; Miller & Han, 2008). And for employees paid by the hour, an unpredictable
work schedule also means unpredictable earnings.

The research cited above on unpredictable work schedules has primarily focused on
nonproduction occupations at the lower end of the labor market. The new measure of
advance schedule notice in the NLSY97 provides the first data on how advance notice is
distributed across the labor market. This allows us to describe schedule unpredictability

. beyond low-status occupations and offer a fuller picture of which
These differences at the

extremes of advance notice
demonstrate that work
schedules are a source of
stratification and inequality
in the labor market.

groups do and do not enjoy advance schedule notice.

Table 3 summarizes how far in advance employees know what days
and hours they will need to work. We estimate that over a third (38
percent) of early career employees overall know their work schedule
one week or less in advance. Such short notice is estimated to be
significantly more common among workers paid by the hour (41 percent) than by other means
(33 percent), among part-time (48 percent) than full-time workers (35 percent), and among
workers of color (44 to 45 percent) than among White non-Hispanic workers (35 percent).

In addition to the high rates of short notice among all types of workers, a notable finding
highlighted in Table 3 is the bifurcation of responses to this survey question. Although 41
percent of hourly workers report knowing their work schedule only one week or less in
advance, a comparable proportion (39 percent) report knowing their work schedule 4 or more
weeks in advance. The middle categories (between 1 and 4 weeks) are the least common
responses among all the groups considered here. A similar bifurcation is evident for non-
hourly workers, despite their overall advantage over hourly workers: one-third of non-hourly
workers receive one week or less notice whereas 54 percent of non-hourly workers receive
four weeks or more notice, with the middle categories again being least common. These
differences at the extremes of advance notice demonstrate that work schedules are a source
of stratification and inequality in the labor market.

These data also suggest that short work schedule notice is not just a woman's issue. A
significantly larger proportion of men (45 percent) than women (31 percent) report that they
know their schedule one week or less in advance. Part-time workers are also at particularly
high risk of unpredictable work, regardless of whether they are paid by the hour or not. Over
50 percent of part-time workers in non-hourly jobs and 47 percent of part-time workers in
hourly jobs report that they know their work schedule one week or less in advance.
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Table 4 shows how advance notice is distributed among occupational groups. Among service
workers, production workers, and skilled trades, most employees know their schedule one
week or less in advance. Service and production supervisors are equally split between the
shortest and longest advance notice categories. In contrast, the majority of professionals,
business staff, and providers of social services (for example, school teachers, social workers,
and nurses) know their work schedule 4 or more weeks in advance. Schedule notice thus
appears to follow status differentials between occupations, with unpredictability the norm
among low qualification, closely supervised jobs and predictability the norm among jobs
characterized by high educational qualifications and more prestige.

Table 3: Advance notice (percent of hourly, non-hourly, and combined total)*

1week or less between 1and 2 between 3 and 4 4 or more

Hrly | Non Tot Hrly | Non Tot Hrly Non Tot Hrly Non Tot
All employees 41% 33% | 38% 13% 9% 12% 6% 4% 5% 39% | 54% | 45%
Full-time (35+) 39 29 35 12 8 1 5 4 5 44 58 50
Part-time 47 52 48 17 15 16 10 4 8 27 29 28
Men 48 41 45 12 1 12 4 4 4 35 45 39
Women 34 25 31 14 8 12 8 5 7 43 63 51
White 39 30 35 12 8 n 7 4 6 42 57 48
Black 49 33 44 15 13 15 5 5 5 31 50 36
Hispanic 46 43 45 15 8 13 4 4 4 35 45 38

*Estimated proportion of employed cohort population overall and by pay type.

Table 4. Advance notice by occupation (percent of population)*

1 week or less between1and 2 between 3 and 4 4 or more
Elite professionals 29% 6% 7% 58%
Business staff 24 10 4 62
Technical and research staff 30 1 4 56
Arts and media occupations 29 15 4 52
Office clerks 26 7 5 62
Social functionaries 18 8 9 65
Service supervisors 37 19 8 36
Service workers 48 17 6 30
Production supervisors 42 14 2 42
Skilled trades 60 10 2 28
Production workers 53 10 3 34

*Estimated proportion of employed cohort population by occupation.
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These data suggest that unpredictability as measured by limited advance schedule notice

is a widespread but unevenly distributed feature of work for early-career adults. Part-time
employees, skilled tradesmen, and workers in low-status occupations are particularly likely to
know their schedule at most a week in advance. Within many demographic and occupational
groups, however, employees seem to be divided into two main groups: one with very short
notice and one with considerable advance notice. This “predictability gap” is a form of
stratification that has not received much attention either from scholars or the public at large.

Work-hour fluctuations

Case studies of workers and firms in an expanding set of occupations and industries
demonstrate that the number of hours employees work can vary enormously week to week
(Appelbaum, Bernhardt, & Murnane, 2003; Gautié & Schmitt, 2010; Clawson & Gerstel,
2014; Haley-Lock, 2011; Jayaraman, 2013; Lambert, Henly, & Stanczyk, 2014; Luce & Fuijita,
2012; Luce, Hammad, & Sipe, 2014). Until now, researchers have not had access to data on
the prevalence of work-hour fluctuations across different sectors of the economy because
most national surveys focus on estimating usual work hours. The new questions on greatest
and fewest hours worked in the prior month included in the NLSY97 thus provide unique
and needed information on the prevalence and magnitude of work-hour fluctuations across a
representative sample of early career workers, albeit during a one-month period.”®

Graphs 1 (hourly) and 2 (non-hourly) summarize the distribution of respondents’ weekly work
hours in the month prior to the survey. In order to show the relation between the range of
hours worked and usual weekly hours, we group respondents in 5-, 10-, or 15-hour brackets
according to their reported usual hours." Each vertical box displays the range between the
median fewest and greatest hours for respondents with usual work hours in a given bracket.
The vertical lines, or “whiskers,” extend from the 25th percentile of fewest hours to the

75th percentile of greatest hours among this same group. The diagonal trend line connects
the median usual hours, marked by a dot, across hour brackets. The use of medians and
percentiles rather than means allows us to focus on where the bulk of responses lie and leave
out extremely high or low responses.

These graphs show clearly that hour fluctuations are common in our sample and typically quite
large. Most of the boxes cover a median range of 10 hours or more, while most of the whiskers
extend 5 or more hours beyond this range. The exception is workers who report between 40
and 44 usual hours per week, for whom 40 hours are the median fewest, greatest, and usual
hours. This very stable group comprises about 43 percent of hourly employees and 39 percent
of non-hourly employees. But for the majority of employees who work fewer than 40 or more
than 44 hours in a normal week, hour fluctuations are the norm. Overall, the relationship
between usual hours and the magnitude and direction of hour fluctuations is complex, requiring

10 The NLSY97 also includes questions on usual work hours that predate Round 15. These items do not specify a reference
period. Depending on a variety of work characteristics including duration of the job and whether they work overtime,
respondents are asked one of the following questions: “How many hours do you work for [employer name] in a normal
week? Please include all hours you work whether at your normal work site, at home, or in some other location.” “How
many hours do you usually work per week at this rate?” As with the new questions about greatest and fewest hours
worked, respondents are asked to account for all of the time they spent working in the target job including overtime and
work at home.

11 Workers are grouped into larger categories (wider brackets) at the low and high ends of usual hours due to the smaller
number of cases at these extremes.
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close attention to different patterns of work hours. Readers are reminded that the questions on
greatest and fewest weekly work hours during the past month ask workers to account for all of
the time they spent working in the target job including work at home and overtime.

Graph 1. Hour fluctuations among hourly workers
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Flexing up or flexing down? Variations in weekly work hours are not necessarily
problematic. Rates of involuntary part-time employment have escalated since 2006 (BLS,
2014) and thus, additional hours may be welcomed by some workers, especially those in
short-hour jobs paid by the hour. At the other end of the labor market, where over-work is
a concern (Golden, 2005; Reynolds, 2005), flexing down toward lower hours may provide
a welcome respite from work and additional time to participate in personal and civic life
(Jacobs & Gerson, 2004; Schor, 2008).

The above graphs provide some evidence that hour fluctuations may offset low or high usual
work hours, but again the picture is complex. Among employees who work 45 or more hours
in a normal week, most of the range of work hours lies below respondents’ usual hours. This
means that it is more common for employees who usually work especially long hours to

At the high end of the
work-hour distribution,

the 40-hour workweek
seems to be a minimum  distribution, the 40-hour workweek seems to be a minimum rather than

rather than the norm. the norm."?

experience substantial decreases rather than increases in their weekly
hours. Less than 25 percent of employees in this group report working
fewer than 40 hours in the past month. At the high end of the work-hour

At the other end of the work-hour distribution, the range of hours worked is more evenly
distributed above and below respondents’ usual hours. Among respondents working
between 10 and 24 hours in a normal week, most report a range in the past month that
spans at least 3 hours more and 4 hours less than their usual hours. Fluctuations of nearly a
full conventional day of work over the course of a month may be more of a shock to part-time
than to full-time employees, since this range represents a larger share of their total hours
and, for hourly workers, of their paycheck. Moreover, only the top 25 percent of respondents
working between 25 and 34 hours in a normal week reach the level of full-time hours in

the past month. For most part-time workers, then, a 40-hour workweek is rare, despite
considerable variation in weekly hours.

Prevalence and magnitude of work-hour fluctuations. Absolute fluctuations
in work hours provide a concrete measure of work-hour instability, but the shortening or
lengthening of a workweek by 8 hours is likely to mean something different to someone
usually working 24 hours per week than to someone usually working 48 hours. Hour
fluctuations also translate directly into fluctuations in pay for hourly workers, but not
necessarily for non-hourly employees who may receive a set salary. It is helpful, therefore, to
examine fluctuations relative to usual hours, not simply as a number of hours within discrete
brackets, but as a standardized quantity that can be compared across different groups of
workers. The following tables present summary statistics on the prevalence and magnitude
of fluctuations in weekly work hours by combining responses on fewest, greatest, and usual
hours among different demographic and occupational groups.

The columns titled “Any fluctuation” in Table 5 (hourly) and Table 6 (non-hourly) report the
estimated share of employees with any work-hour fluctuations during the month, that is, the
proportion of workers for whom the fewest hours worked in the past month are not equal to

the greatest hours. Approximately 74 percent of employees in both hourly and non-hourly jobs
experience at least some fluctuation in weekly hours over the course of a month. The range
between the greatest and fewest weekly hours is considerable, amounting to at least one
conventional 8-hour workday on average for each group considered here. Even part-time workers

12 Recall that respondents are asked to report their fewest hours worked in the past month excluding weeks in which they
m “missed work because of illness or vacation.”
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experience wide fluctuations in hours, with a mean range of 11 hours. Overall, the mean range
is 10 hours among hourly workers as compared with nearly 12 hours among non-hourly workers.
Note that there is considerable variation in the fewest and greatest number of hours worked by
different groups, even when the range of hours is similar. Non-hourly employees tend to report
working more hours than hourly employees and men more than women.

The columns titled “Instability ratio” provide a measure of the magnitude of fluctuations in

hours relative to usual work hours, calculated by dividing the hour range by the reported usual
hours [(greatest — fewest) + usual]. This measure captures the intuition that a range of 10 hours
represents a greater magnitude relative to a 20-hour week (instability ratio = 0.5) than to a 40-hour
week (instability ratio = 0.25). As shown in Tables 5 and 6, the average instability ratio is 0.37
among hourly workers overall as compared with 0.32 among non-hourly workers. If we restrict
our calculation to just those employees who experience some fluctuation in work hours (i.e., we
exclude those with an instability ratio = 0), the average magnitude of work-hour fluctuations rises
to 0.43 among non-hourly and 0.49 among hourly workers. We can interpret this last number as
suggesting that, among the 74 percent of hourly workers who reported fluctuations in the last
month, hours varied by an average of 50 percent of their usual work hours.

Table 5. Hour fluctuations (hourly only)

Weekly hours worked in prior month (means)

Work hour instability*

An Instability | Instability
fluctuaytion ratio ratio (if hrs Fewest Usual Greatest | Hour range
(overall) vary)
All employees 74% 0.37 0.49 31 37 41 10
Full-time (35+) 70% 0.22 0.32 37 43 47 10
Part-time 83% 0.72 0.87 17 22 28 1
Men 78% 0.36 0.46 33 40 46 12
Women 70% 0.37 0.53 29 33 37 8
White 74% 0.38 0.51 31 36 41 10
Black 73% 0.33 0.45 31 38 42 1
Hispanic 73% 0.35 0.48 33 39 43 10

Table 6. Hour fluctuations (non-hourly only)

Work hour instability*

Weekly hours worked in prior month (means)

An Instability | Instability
fluctuaytion ratio ratio (if hrs Fewest Usual Greatest | Hour range
(overall) vary)
All employees 74% 0.32 0.43 37 42 48 12
Full-time (35+) 73% 0.24 0.33 40 46 52 12
Part-time 79% 0.75 0.95 15 20 25 n
Men 76% 0.35 0.45 38 45 52 14
Women 71% 0.29 0.40 35 40 45 10
White 76% 0.32 0.42 37 43 49 12
Black 68% 0.34 0.51 34 40 45 1
Hispanic 60% 0.28 0.46 36 41 46 10

*Any fluctuation = share of employees for whom greatest hours > fewest hours. Instability ratio = (greatest — fewest) - usual, or O if greatest = fewest.
“Overall” refers to the estimated mean among all employees in each group, “if hrs vary” refers to the mean conditional on any fluctuation.
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The prevalence and magnitude of variation in work hours among part-time workers is especially
noteworthy. Fully 83 percent of hourly part-time workers and 79 percent of non-hourly part-
time workers reported at least some fluctuation in weekly work hours during the prior month
(see Tables 5 and 6). The instability ratio among part-time workers whose hours vary is 0.87
for hourly workers and 0.95 for non-hourly workers. Although the range of variation in work
hours among part-time workers is only slightly greater on average than among full-time workers
(11 hours as compared with 10 hours for hourly jobs), it signifies a much greater magnitude of
work-hour instability among workers in part-time than in full-time jobs (0.87 as compared with
0.32 for hourly jobs). Moreover, to the extent that part-time workers rely on the income of their
main job to provide financial security, the low average of part-time workers” minimum hours (17
among hourly workers) suggests that fluctuations in work hours may bring financial insecurity.

Fluctuating work hours by occupation. Table 7 reports these same measures of
fluctuating work hours for both hourly and non-hourly employees in different occupational groups,
revealing a complex distribution of work-hour fluctuations that is not limited to high- or low-status
jobs. Hour fluctuations are especially widespread among elite professionals (85 percent) and arts
and media occupations (81 percent), whereas they are less common among office clerks (58
percent) and social functionaries (68 percent). The magnitude of fluctuations (instability ratio)
among employees whose hours vary, however, is greatest for arts and media workers (0.65),
service workers (0.53), and office clerks (0.52). By contrast, service supervisors experience
relatively low levels of instability on average (0.24 overall, 0.31 when hours vary). In terms of the
average range of weekly hours, employees in the elite professions and skilled trades show the
widest fluctuations (17 and 16 hours, respectively), whereas office clerks show the narrowest (7
hours). These patterns do not fit neatly into a contrast between economic sectors or labor market
segments, but they do suggest that occupations differ both in the average level of hour instability
and the degree of similarity of scheduling practices across employers.

Table 7. Hour fluctuations by occupational groups (hourly and non-hourly combined)

Weekly hours worked in prior month

Work hour instability*

(means)
flu cﬁ?ayti & I:::t,:et?g:lt)y rlant?\;):(:’ij;irflys Fewest Usual Greatest gg;;
Elite professionals 85% 0.39 0.45 37 45 53 17
Business staff 74% 0.28 0.37 38 42 48 10
Technical and research staff 76% 0.27 0.36 38 42 48 10
Arts and media occupations 81% 0.52 0.65 26 31 36 1
Office clerks 58% 0.30 0.52 34 38 41 7
Social functionaries 68% 0.30 0.44 34 ) 43 8
Service supervisors 79% 0.24 0.31 37 42 47 10
Service workers 77% 0.41 0.53 28 34 39 1
Production supervisors 65% 0.30 0.47 38 47 51 13
Skilled trades 78% 0.39 0.50 36 45 52 16
Production workers 79% 0.35 0.44 34 41 46 13

*Any fluctuation = share of employees for whom greatest hours > fewest hours. Instability ratio = (greatest — fewest) = usual, or O if greatest = fewest.
“Overall” refers to the estimated mean among all employees in each group, “if hrs vary” refers to the mean conditional on any fluctuation.
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In sum, the data suggest that hours fluctuate substantially for both hourly and non-hourly workers.
Although the 40-hour workweek remains standard for a sizable proportion of early-career workers,
the majority of young adults in the labor market work above or below this standard, incurring
fluctuations in their work hours that can place them at risk of under-employment or over-work. The
pattern of fluctuations across groups is complex and does not reflect a clear high-status/low-status

divide. Rather, employees in different occupational groups seem to
Although the 40-hour

workweek remains standard
for a sizable proportion of
early-career workers, the
majority of young adults in
the labor market work above
or below this standard,
incurring fluctuations in
their work hours that can

oo place them at risk of under-
work schedules, variations in the number of hours worked may employment or over-work.

reflect employee-driven flexibility, a job quality highly valued
by today's workers (MacDermid & Tang, 2009; Williams & Huang, 2011). Conversely, without

experience distinct patterns of variation that may be related to the
context as well as the content of their work.

Schedule control

Limited advance schedule notice and hour fluctuations may
be especially problematic for employees with limited say over
the timing of their work schedules. When workers control their

employee control, a lack of variation in work hours—for instance, among employees who
usually work 40 hours a week—may reflect rigid job requirements that do not yield when
personal matters require attention (McCrate, 2012).

The NLSY97 asks respondents about a key component of schedule control by presenting a
range of more employer-driven or more employee-driven descriptions of how starting and
finishing times are decided. Table 8 reports the estimated percentage of early-career workers
who chose each of the following response options: Starting and finishing times are decided by
my employer and | cannot change them on my own; Starting and finishing times are decided
by my employer but with my input; | can decide the time | start and finish work within certain
limits; or | am entirely free to decide when [ start and finish work.

Table 8. Schedule control* (percent of hourly, non-hourly, and combined total)

Employer decides Employee decides Employee decides

Employer decides

with some input within limits freely

Hrly Non Tot Hrly Non Tot Hrly Non Tot Hrly Non Tot
All employees 50% | 35% | 44% | 32% | 25% | 29% 13% 29% 19% 3% 7% 5%
Full-time (35+) 55 36 47 29 24 27 13 29 20 1 6
Part-time 39 25 36 37 31 36 13 26 17 7 13 8
Men 54 33 46 29 24 27 12 29 19 2 9 5
Women 46 36 42 34 26 31 13 29 19 4 5 5
White 47 34 42 32 25 29 15 29 21 3 8
Black 55 42 51 30 26 29 9 21 13 3 6
Hispanic 58 42 53 29 26 28 8 24 13 2 6

*The response category “When | start and finish work depends on things outside of my control and outside of my employer’s control” is not included in the
table. No more than 5 percent of workers in these groups chose this response.
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About 44 percent of workers overall and half of hourly workers say that they do not have any

input into when they start and finish work. This employer-driven condition is the most common
response for all groups of hourly workers shown in Table 8, ranging from 39 percent of part-time
employees to 58 percent of Hispanics. Non-hourly employees are significantly more likely than
hourly employees to decide their starting and finishing times within certain limits, though most still
report that schedule decisions are employer-driven, with or without their input. Within both hourly
and non-hourly groups, full-time workers and workers of color are significantly more likely (as
compared with part-time and White workers, respectively) to say their employer decides the timing
of their work. Only in part-time non-hourly jobs do more than 10 percent of workers say that they
are entirely free to decide starting and finishing times. However, even these workers are more likely
to report employer-driven rather than employee-driven schedules (56 percent versus 39 percent).
Thus, employer control is clearly the norm, at least when it comes to starting and quitting times.”®

Table 9. Schedule control* by occupation (percent of hourly and non-hourly combined)

DIV decideswith  decieswitin  EmPloree
some input limits
Elite professionals 18% 21% 38% 16%
Business staff 23 27 38 9
Technical and research staff 25 25 42 7
Arts and media occupations 28 22 33 9
Office clerks 42 30 23 4
Social functionaries 59 24 1 3
Service supervisors 27 40 24 6
Service workers 44 36 12 4
Production supervisors 37 33 25 (0]
Skilled trades 55 27 1 1
Production workers 65 20 9 2

*The response category “\When | start and finish work depends on things outside of my control and outside of my employer’s control” is not included in the table.

Although employer-driven scheduling is the norm overall, control varies with occupation in ways
that roughly track differences in status and education. Employee-driven scheduling is most
prevalent among employees in occupations characterized by high levels of education and prestige,
for example, professionals and white-collar workers. As shown in Table 9, elite professionals,
business staff, technical employees, and creative workers in the arts and media are among the
employees most likely to enjoy control over their starting and finishing times. On the other hand,
workers in occupations characterized by more modest levels of education and less prestige, such
as in production, the trades, and service industries, are most likely to have little or no control over
their work schedule. Within the broad sectors of production and consumer services, supervisors
experience significantly greater schedule control than subordinates, and those in high-skill positions
have more control than those in low-skill positions. However, there are exceptions to this pattern.
The group we term social functionaries, which includes skilled occupations such as secondary
school teachers, social workers, and police, reports low levels of schedule control. These patterns
suggest that scheduling practices are shaped not only by differences in educational requirements
and status, but also by the institutional environment in which jobs are situated.

13 Reporting that the employer sets starting and ending times does not preclude employees from exercising other forms
of schedule control. For example, research suggests that being able to take time off during the day to attend to personal
responsibilities is a form of flexibility especially valued by hourly workers (Golden, Henly, & Lambert 2013).
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Hour Fluctuations: Flexibility or Instability?

As discussed above, schedule control can make the difference between employees
experiencing hour fluctuations as welcome flexibility or unwanted instability. Table 10 (hourly)
and Table 11 (non-hourly) show how the extent of schedule control relates to the magnitude
of work-hour fluctuations. As before, the magnitude of fluctuations is measured by an
instability ratio that norms fluctuations in weekly work hours in relation to the usual number
of hours worked. Workers whose hours did not fluctuate in the past month, that is, who gave
the same response to the questions on fewest and greatest weekly hours, comprise the zero
instability group.

Among hourly workers, there is little relationship between the level of hour instability and
schedule control. At best, hourly workers with fluctuating hours are slightly more likely than
those with stable schedules to report having some input into the timing of their hours. But
regardless of how much hours fluctuate, about half of hourly workers say that their employer
determines their work schedule. Thus, for hourly workers, work-hour fluctuations may be
better interpreted as instability rather than flexibility.

Table 10. Schedule control by work-hour instability (hourly workers)

Instability ratio* Employer decides Evﬂ:)[:z)ge;‘:?:li;:ﬁs (wlistriﬁlﬁm?sd:rcfigee;y)
O (stable) 617 57% 28% 15%
>0,< 0.25 650 51% 31% 18%
>0.25, <0.5 534 50% 36% 13%
0.5 593 47% 33% 19%

*Instability ratio = (greatest — fewest) + usual hours or 0 if greatest = fewest.

Among non-hourly workers, there is a stronger association between the level of instability
and schedule control, suggesting that hour fluctuations may actually reflect greater flexibility.
The more hours fluctuate, the less likely non-hourly workers are to report that their employer
completely controls their schedule and the more likely they are to say that they control the
timing of their work, either freely or within limits. We estimate that, among non-hourly
workers with the greatest work-hour fluctuations (instability ratio = 0.5), about 1 in 2 (51
percent) have some control over their starting and finishing times, while only 1in 4 (25
percent) have no input over this aspect of their schedule.

Table 11. Schedule control by work-hour instability (non-hourly workers)

Instability ratio* Employer decides Ev';}a:?:;:?::iis (w?trialﬁm:sd:rcfifee(:ly)
O (stable) 366 51% 28% 21%
>0,< 0.25 376 36% 26% 37%
20.25, <0.5 307 30% 24% 45%
20.5 295 25% 22% 51%

*Instability ratio = (greatest — fewest) + usual hours or 0O if greatest = fewest.
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Although fluctuating hours seem more likely to reflect employee-driven flexibility among
workers in non-hourly jobs than among those in hourly jobs, there is clearly overlap between the
scheduling experiences of hourly and non-hourly workers. About half of hourly workers have at
least some input into their schedules, even when their hours fluctuate greatly, and a substantial
proportion of non-hourly workers experience instability in work hours and lack of control.

Additional analyses (not shown) suggest that the chance of having short notice increases
with increasing work-hour instability, for both hourly and non-hourly workers. Overall, workers
with the largest fluctuations in work hours are more than twice as likely as workers with
stable schedules to say they know their work schedule one week or less in advance. This
exploratory study of precarious work schedules suggests that the interpretation of any one
dimension of scheduling is greatly aided by considering its relation to other dimensions.

Precarious scheduling among selected groups
in the labor market

In this final section, we provide an overview of the prevalence of the different dimensions of
precarious work schedules among groups that are disadvantaged in the labor market or who
may be especially vulnerable to the effects of precarious scheduling practices. We also look
at occupations that prior research suggests are prime sites for fluctuating and unpredictable
work hours (Appelbaum et al., 2003; Haley-Lock, 2011; Jayaraman, 2013; Kalleberg, 2011;
Lambert, 2008; Luce & Fujita, 2012). We focus here only on workers paid by the hour.

Table 12 presents estimates of work-hour fluctuations, advance notice, and schedule control
among parents of young children, workers of color, workers in hourly low-wage jobs, and
women in part-time jobs (regardless of wage rate). What is perhaps most notable about the
data presented in this table is that the risk of two or more dimensions of precarious work
schedules is quite high among all of these groups.

Among working parents with a child less than 13 years old (44 percent of the total sample),
69 percent of mothers and 79 percent of fathers report that their hours fluctuated in the prior
month by an average of approximately 40 percent when compared
69 percent of mothers and to their usual hours. For many mothers and fathers, fluctuations

79 percent of fathers report i, \vork hours are driven by the requirements of their employer
that their hours fluctuated

in the prior month by an
average of approximately
40 percent when compared
to their usual hours.

rather than personal preferences. Half of fathers and 46 percent

of mothers report that their employer decides their schedule
without their input. In combination with the finding that 46 percent
of fathers and 32 percent of mothers say they know their work
schedule at most one week in advance, these data show a pattern
of scheduling practices that are likely to challenge the ability of even the most motivated
early-career parent to fulfill responsibilities at work and at home.™

Short notice and a lack of schedule control are significantly more common among workers
of color than among White workers, although they have comparable levels of work-hour

14 These data also show that employed mothers are less likely than fathers to report each of these precarious schedule
practices, suggesting that a gendered division of work and family responsibilities may affect scheduling patterns. Of
course, the relatively less precarious work schedules of working mothers when compared to fathers should be viewed
in the context of the high overall rates of schedule precariousness among both.
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instability. Among workers in low-wage jobs, those in part-time jobs are at particularly high
risk of fluctuating work hours (85 percent) which on average amount to 78 percent of their
usual hours, whereas full-time workers, even when paid a low wage, report much lower
instability in weekly work hours (about 30 percent of their usual hours). Low-paid part-time
workers are at higher risk of short notice than low-paid full-time workers, whereas low-paid
full-time workers are more likely than low-paid part-time workers to report that their employer
controls the timing of their work. Women in part-time hourly jobs commonly experience
enormous swings in weekly work hours and a large share report short notice (41 percent)
and no schedule input (38 percent).

Overall, these patterns suggest that precarious scheduling can take different forms, as some
disadvantaged groups are able to avoid one or more dimension of precariousness while
remaining at higher risk along other dimensions.

Table 12. Selected groups of hourly workers

. Instability ratio* 1 week or Employer
Any fluctuation (if hrs vary) less notice decides timing

Mothers
(resident child < 13 years old) 69% 0.45 32% 46%
Fathers 0
(resident child < 13 years old) = Oiad 5% 20k
Black 73% 0.45 49% 55%
Hispanic 73% 0.48 46% 58%
White 74% 0.51 39% 47%
Workers in low-wage jobs*

Full-time 70% 0.30 43% 57%

Part-time 85% 0.78 49% 43%
Women in part-time jobs 81% 0.88 A41% 38%

* Instability ratio = (greatest — fewest) ~ usual hours, averaged across those reporting fluctuating hours.
+ Wage rate less than $15 per hour

Table 13 presents comparable estimates of precarious schedules within occupations at

high risk of fluctuating and unpredictable work hours. These data suggest that concerns for
workers in these occupations are warranted. Some 90 percent of food service workers and
87 percent of retail workers report that their hours varied in the past month, with the range of
variation amounting to a half or more of their usual work hours on average (48 percent among
retail and 68 percent among food service workers). Such large swings in hours and earnings
may be compounded by high rates of short notice, as 50 percent of retail workers and 64
percent of food service workers know their schedule a week or less in advance. Janitors and
housekeepers experience relatively less instability and unpredictability, but 50 percent report
that their employer decides the timing of their work without their input. Among home care
workers, by contrast, lack of control is less common, whereas instability and unpredictability
are relatively greater.
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Table 13. At-risk occupations (hourly and non-exempt)*

Any fluctuation  '"GENIU T osemotice  decides timing
Janitors and housekeepers 66% 0.43 40% 50%
Food service workers 90% 0.68 64% 39%
Retail workers 87% 0.48 50% 44%
Home care workers 71% 0.62 55% 37%

* Instability ratio = (greatest — fewest) + usual hours, averaged across those reporting fluctuating hours.
+ Includes hourly workers and non-hourly workers whose low earnings (< $455 week) render them non-exempt from FLSA provisions.

Conclusion

For the first time, national data are available on the prevalence and distribution of distinct
dimensions of work schedules among a representative sample of early-career adults (26 to
32 years old) in the United States. The picture painted by these data suggests that workers
in occupations across the labor market are at considerable risk of unpredictable, unstable
work hours over which they may have little control. At the lower end of the labor market,
for example, we estimate that 90 percent of food service workers experienced work-hour
fluctuations in the prior month, varying by an average of 68 percent

Problematic scheduling of their usual hours. Half of retail workers know their work schedule
practices are not limited
to the lower levels of the
labor market.

one week or less in advance, and half of janitors and housekeepers
report that their employer completely controls the timing of their work.
But these new data also demonstrate that problematic scheduling
practices are not limited to the lower levels of the labor market. Approximately a third of elite
professionals, business staff, and technical employees say that their employer solely decides
the timing of their work, and over 25 percent of workers in these occupations report knowing
their work schedule one week or less in advance. Over 75 percent of early-career workers in
these upper-tier occupations report work-hour fluctuations of at least 30 percent during the
month, primarily reflecting surges in work hours that place them at risk of over-work.

Perhaps our most striking finding is that short notice, work-hour fluctuations, and lack of
schedule control are widespread. Fully 41 percent of early-career workers in hourly jobs
overall—47 percent in part-time hourly jobs—report that they know when they will need

to work one week or less in advance of the coming workweek. Half of them say that their
employer decides the timing of their work hours and 3 in 4 report at least some fluctuations
in the number of hours worked in the prior month. On average, hours fluctuate by more than
a full, conventional 8-hour day of work (and for hourly workers, pay) in the course of a month.

Beyond these overall statistics, however, we emphasize that different dimensions of
scheduling intersect to generate different sorts of experiences for workers. When workers
control the timing of their work, fluctuating hours may reflect desired flexibility, but when
employers decide schedules, such variations in work hours may introduce unwanted
instability into the lives of workers and their families. Similarly, limited advance notice of
one's work schedule is likely to be more problematic when work hours fluctuate widely and
workers have little say in the timing of their work. Although we have explored relationships
between work-hour fluctuations and schedule control and described how patterns of
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precarious work differ among vulnerable groups, more rigorous analytic approaches are
needed to understand the configuration and outcomes of different sorts of schedules. It

is difficult, for example, to tease apart differences between groups defined in terms of
gender and race from differences between occupations that disproportionately recruit from
a particular demographic. Inequality in earnings and other outcomes can often be traced

to stratification and sorting of individuals into occupations (Reskin, 2003), and our initial
analyses suggest that there is more variation on the dimensions of work schedules observed
in this brief by occupation than by personal characteristics.

Given that this is the first time these measures of advance notice The first national snapshot
and hour fluctuations have been included in a national survey in of precarious scheduling
the US, there is still much to learn about how these measures practices provides a
compare to other sorts of evidence about work schedules. We worrisome picture.

remind the reader that it is not possible at this point to gauge

potential biases introduced into our estimates by the design and fielding of the NLSY97,
especially with respect to non-hourly employees who were less likely to receive the new
scheduling questions than employees paid by the hour. Even if our estimates for the
population born between 1980 and 1984 were exact, these early-career adults comprise a
minority of prime-age workers in the US wage and salaried workforce and do not include
the self-employed. Workers' schedules may become more predictable and stable with age,
especially if they accumulate seniority with an employer or work experience in an occupation.
Nevertheless, members of this younger population are of special interest precisely because
they are forging careers and forming families in the aftermath of the Great Recession. The
immediate and longer-term well-being of families and communities depends on these young
adults succeeding in the labor market which, in turn, depends on the quality of jobs and the
practices of today's firms.

In conclusion, the first national snapshot of precarious scheduling practices provides a
worrisome picture. Regardless of parenting status, race, gender, and occupation, large
proportions of young adults in today's labor market report unpredictable, fluctuating work
hours. Not knowing one's work schedule in advance or experiencing fluctuating work hours
may not be particularly problematic among workers who schedule their hours themselves,
but most early-career employees report having little if any input into the timing of their work.
Part-time workers are at particular risk of unpredictable and unstable work schedules. Low
usual hours combined with wide fluctuations from week to week and limited advance notice
highlight the challenges many part-time workers face in predicting how much they will work
and earn.

These data suggest that a substantial proportion of early-career workers in the labor market
would stand to benefit from workweek standards that increase advance schedule notice,
employee schedule control, and the stability of work hours. It is too risky to depend on the
private sector alone to ensure that America’s future includes an economy with good jobs
that foster the continued and long-term prosperity of firms and families. Legislation that
establishes a comprehensive set of standards on scheduling practices is needed to ensure
that workers in all occupations and at all levels of the labor market stand a fair chance of
thriving at both work and home.
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Washington, DC.
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for economic reasons. Current Population Survey data
available at BLS.gov.
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Examples

Elite professionals )
executives

elite professionals and corporate

corporate executives, lawyers, physicians,
architects, postsecondary teachers

Business staff

human relations staff, accountants, actuaries,

business and managerial staff

logisticians, education administrators

Technical and research staff

technical, engineering, and research
staff

computer programmers, urban planners,
economists, psychologists, archivists, pilots

Arts and media occupations

artistic and media-related
occupations

actors, photographers, athletes, announcers,
editors, public relations specialists

Office clerks

clerical employees and office
workers

paralegals, tax preparers, secretaries, bill and
account collectors, data-entry workers

Social functionaries

education, medical, and social
service paraprofessionals and
functionaries

secondary school teachers, clergy, social
workers, librarians, nurses, police officers, tax
collectors

Service supervisors

consumer and business service
supervisors and first-line managers

all non-farm, non-production, private sector
first-line supervisors / managers

Service workers

consumer and business service
workers and front-line employees

cashiers, cooks, janitors, telemarketers,
couriers, child care workers, hairdressers,
security guards, taxi drivers

Production supervisors

manufacturing, construction, and
transportation supervisors and first-
line managers

all manufacturing, construction, and
transportation first-line supervisors / managers

Skilled trades

non-farm production, repair, and
transportation crafts, skilled trades,
and licensed occupations

electricians, roofers, structural iron and
steel workers, commercial drivers, sailors,
construction painters, machinists, tool and die
makers, cabinetmakers

Production workers

non-farm production, repair, and
transportation laborers, operators,
and helpers

machine setters, operators, and minders;
packers, construction laborers, bakers, other
metal and plastics workers, painting workers,
misc. assemblers and fabricators

Agriculture

farming, forestry, fishing, and related
occupations

farmers and ranchers, animal breeders,
loggers, conservationists, miscellaneous
agricultural workers
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Abstract Transportation barriers are often cited as bar-
riers to healthcare access. Transportation barriers lead to
rescheduled or missed appointments, delayed care, and
missed or delayed medication use. These consequences
may lead to poorer management of chronic illness and thus
poorer health outcomes. However, the significance of these
barriers is uncertain based on existing literature due to wide
variability in both study populations and transportation
barrier measures. The authors sought to synthesize the
literature on the prevalence of transportation barriers to
health care access. A systematic literature search of peer-
reviewed studies on transportation barriers to healthcare
access was performed. Inclusion criteria were as follows:
(1) study addressed access barriers for ongoing primary
care or chronic disease care; (2) study included assessment
of transportation barriers; and (3) study was completed in
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the United States. In total, 61 studies were reviewed.
Overall, the evidence supports that transportation barriers
are an important barrier to healthcare access, particularly
for those with lower incomes or the under/uninsured.
Additional research needs to (1) clarify which aspects of
transportation limit health care access (2) measure the
impact of transportation barriers on clinically meaningful
outcomes and (3) measure the impact of transportation
barrier interventions and transportation policy changes.

Keywords Healthcare access - Transportation barriers -
Medication access - Healthcare barriers

Introduction

Transportation is a basic but necessary step for ongoing
health care and medication access, particularly for those
with chronic diseases (Fig. 1). Chronic disease care requires
clinician visits, medication access, and changes to treat-
ment plans in order to provide evidence-based care.
However, without transportation, delays in clinical inter-
ventions result. Such delays in care may lead to a lack of
appropriate medical treatment, chronic disease exacerba-
tions or unmet health care needs, which can accumulate
and worsen health outcomes [1, 2].

Patients with transportation barriers carry a greater
burden of disease which may, in part, reflect the relation-
ship between poverty and transportation availability [3]. As
a result, understanding the relationship between transpor-
tation barriers and health may be important to addressing
health in the most vulnerable who live in poverty.

Transportation is often cited as a major barrier to health
care access [4-35]. Studies have found transportation barriers
impacting health care access in as little as 3 % or as much as
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Timely Medical Care

Clinician Visit

Improved Health Outcomes

Improved care based on clinical
guidelines

o]

Medication refills

Timely Medication Access

New prescriptions/treatments

Appropriate changes to
medication regimen

Prevention of chronic disease
complications

Fig. 1 Model of relationship between transportation, health care access and outcomes

67 % of the population sampled [25, 36]. The wide variability
in study findings makes it difficult to determine the ultimate
impact that transportation barriers have on health.

This review summarizes and critically evaluates the
empirical evidence on transportation barriers to health care
access for primary and chronic disease care. For each of the
61 studies reviewed, we evaluated the population charac-
teristics, methods, measures of transportation barriers and
results (Table 1). Results are organized into three sections:
(1) measurement of transportation barriers, (2) transporta-
tion barriers and demographic differences, and (3) mea-
surement of the impact of transportation barriers.
Additionally, we define a research agenda based on gaps in
the literature and discuss potential intervention opportuni-
ties and public policy considerations.

Methods

We searched for peer-reviewed studies that addressed
transportation barriers in relation to ongoing health care
access. Inclusion criteria were as follows: (1) study
addressed access barriers for ongoing primary care or
chronic disease care; (2) study included assessment of
transportation barriers; and (3) study was completed in the
United States. Articles dealing with access to prenatal care,
emergency or acute care, or exclusive attention to general
screening and prevention were excluded as they may rep-
resent a single visit or limited time period of care.

We used PubMed with the following keyword search
terms (number of articles returned): transportation barriers
(963), transportation barriers clinic (129), transportation
barriers pharmacy (13), transportation barriers hospital
(183), transportation barriers doctor (69), transportation
barriers health access (276), and transportation barriers
chronic disease (33). Medical Subject Heading (MESH)
terms included health services accessibility AND trans-
portation (575). Additional background information was
found using the terms transportation barriers health access
to search Web of Science and Psych Info, and transpor-
tation barriers to search The New York Academy of
Medicine Library’s Grey Literature Report.

Abstracts were reviewed for inclusion criteria, and if
necessary, full text articles were also reviewed. A sec-
ondary review of bibliographies was also conducted. In the
final review, 61 articles met the inclusion criteria. The
search was concluded in December 2012.

Results
Measures of Transportation Barriers
Vehicle Access and Mode of Travel

Nine studies assessed the influence of vehicle access upon
access to health care, and all found a positive relationship
[24-26, 37-42]. Vehicle access refers to either owning a
car or having access to a car through a family member or
friend. Arcury et al. [37] studied the relationship of trans-
portation to health care utilization in 1,059 rural Appala-
chians and found that people who knew someone who
regularly provided rides to a member of their family had a
greater utilization of health care (Odds Ratio, OR 1.58).
Those with a driver’s license, independent of other factors,
also had greater health care utilization (OR 2.29).

Guidry et al. [26] surveyed 593 cancer patients throughout
Texas, and found 38 % of whites, 55 % of African Americans,
and 60 % of Hispanics identified poor access to a vehicle as a
barrier that could result in missing a cancer treatment.

A study by Salloum et al. [38] looked retrospectively
(2000-2007) at 406 cancer patients to see if patients were
more or less likely to receive first line chemotherapy based
on their demographics. Patients who were significantly less
likely to receive first line chemotherapy lived in neigh-
borhoods that had a higher percentage of households
without any vehicle. Distance to the nearest chemotherapy
facility was not a significant factor.

Rask et al. [40] studied obstacles to care for 3,897 urban,
low socioeconomic status (SES) adults in Atlanta and found
that walking or using public transportation to receive medi-
cal care was an independent predictor of not having a regular
source of care (OR 1.44). Patients who did not use private
transportation were also more likely to delay care (OR 1.45).

@ Springer
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Flores et al. studied 203 children’s caretakers and found
that 21 % of inner-city children faced transportation bar-
riers to timely health care. Of these, 62 % cited lack of a
car as the specific barrier, which exceeded other reasons
including excessive distance, expense, or inconvenience of
public transportation [24].

Two studies reported that 25 % of patients missed an
appointment due to transportation problems [41, 42]. Yang
et al. [41] studied 183 urban caregivers from Houston and
their children’s missed appointments, finding that an
inability to find a ride resulted in at least one missed
appointment for 25 % of the sample. The study also found
that 82 % of those who kept their appointments had access
to a car, compared to just 58 % of those who did not keep
their appointments. Similarly, in a study of 698 low-
income adult patients, Silver et al. [42] found that 25 % of
missed appointments/rescheduling needs were due to
transportation problems and bus users were twice as likely
to miss their appointments compared to car users.

One study investigated transit accessibility to health care
by either public transit or by foot in various low income
counties in the Bay Area [43]. Results revealed that transit
accessibility to a hospital, defined as getting to a hospital or
clinic in 30 min or less by public transit or 2 mile by foot,
varied from 0 to 28 %. Additionally, 55 % of missed
appointments or late arrivals were due to transportation
problems.

Collectively, these studies suggest that lack or inacces-
sibility of transportation may be associated with less health
care utilization, lack of regular medical care, and missed
medical appointments, particularly for those from lower
economic backgrounds.

Urban and Rural Geography

Urban and rural locations often differ in transit options,
cost of transit, and availability of and distance to health
care providers. Despite this, results were mixed in the four
studies that compared the impact of transportation barriers
on health care access for urban and rural residences [14,
44-46]. Blazer et al. [14] surveyed 4,162 urban and rural
adults over 65 in North Carolina to investigate why patients
delayed or neglected to see a doctor. The study showed no
difference between urban and rural adults in either their use
of health services or identification of transportation barri-
ers. Similarly, a study by Skinner et al. [46] included
38,866 households, and found no difference in reports of
delayed care between urban and rural parents after con-
trolling for SES.

In contrast, three studies found that rural patients face
greater transportation barriers to health care access than
their urban counterparts [44-46]. Rural patients reported
more problems with transportation and travel distance to

health care providers and had a higher burden of travel for
health care when measured by distance and time traveled
[45]. In a study by Sarnquist et al. [47] that did not make
urban comparisons, but included 64 rural, adult HIV
patients, 31 % were lacking transportation and 37 % were
missing appointments due to transportation problems.

Travel Burden by Time and Distance

Nine studies evaluated distance as a barrier to health care
access with mixed results [25, 26, 48-54]. Six found that
distance was a barrier to care [25, 26, 48-51]. Of those, five
investigated a variation of the question, ‘Is distance a
barrier to health care access?’, to measure the impact of
distance [25, 26, 48-50]. The sixth study explored the
association between distance to providers and patient
reported health care utilization [51]. In contrast, two
studies found that distance to a provider was not associated
with differences in health care utilization [53, 54]. Sur-
prisingly, one study by Lamont et al. [52] found that a
longer distance to one’s health care facility was associated
with improved health care access. Two studies looked at
the relationship of distance to either medication use or
clinical outcomes, reporting that longer driving distances
from one’s physician are associated with less insulin use or
poorer glycemic control independent of social, clinical or
economic factors [53, 54].

Transportation Barriers and Demographic Differences
Transportation Barriers and Ethnic Differences

Of six studies comparing transportation barriers to health
care access across ethnic groups, five found differences [3,
20, 26, 45, 55, 56]. To understand whether ethnic differ-
ences independently account for differences in transporta-
tion barriers, socioeconomic factors must be considered
because they can influence transportation variables [57].
Three studies used national data sets to explore trans-
portation barriers to health care access in minorities, and all
controlled for SES [3, 20, 45]. A large secondary analysis
of National Health Interview Survey (NHIS) data, Medical
Expenditure Panel Survey (MEPS) data, and Bureau of
Transportation Statistics (BTS) data, by Wallace et al. [3],
estimated that 3.6 million people do not obtain medical
care due to transportation barriers. These individuals were
more likely to be older, poorer, less educated, female, and
from an ethnic minority group. Individuals carrying the
highest burden of disease also faced the greatest burden of
transportation barriers. In the second study, Johnson et al.
[20] analyzed NHIS data from 1997 to 2006 to compare
reasons for delayed health care access between 34,504
American Indian/Alaskan Natives and White Veterans, and
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found that American Indian/Alaskan Natives were more
likely to delay care due to transportation problems.

A third study by Probst et al. [45] utilized a cross-sec-
tional household survey, conducted by the US Department
of Transportation, to look at ethnic differences in burden of
travel for health care. Burden of travel was measured as
greater than 30 min or 30 miles to a health care provider.
Distance traveled did not vary significantly, but African
Americans had higher burdens of travel as compared to
Whites even after controlling for mode of travel and SES.
In contrast, a study by Borders et al. [55] controlled for
SES and found no significant difference in transportation
barriers between rural Hispanics and Whites accessing
health care in Texas.

Finally, two additional studies found differences by
ethnicity, although they did not control for SES. In a study
of 593 adults with cancer, Guidry et al. [26] found that
Hispanics’ transportation barriers to cancer treatment were
greater than those of African Americans, and African
Americans’ barriers were greater than Whites. Transpor-
tation barriers included distance to treatment center, access
to a vehicle, and finding someone to drive them to treat-
ment. Call et al. [56] contrasted barriers to health care
access between 1,853 American Indians and Whites
enrolled in the Minnesota Health Care program. The study
found that 39 % of American Indians reported transporta-
tion barriers compared to 18 % of Whites.

Overall, studies that explored health care access and
transportation barriers among members of ethnic minorities
and Whites suggested that access is superior for Whites
even after controlling for SES.

Special Populations: Children, the Elderly, and Veterans

Certain populations may face unique circumstances with
transportation barriers to health care access. For children,
significant transportation barriers to health care access have
been repeatedly identified [15, 24, 34, 39, 41, 48, 58, 59].
In two separate studies of inner-city children, 18-21 % of
respondents cited transportation barriers as the reason for
not bringing a child in for needed health care [15, 24].
Among migrant farm workers, 80 % cited lack of trans-
portation as the primary reason for the last episode that
their child faced an unmet medical need [34].

The elderly may face a unique combination of access
barriers due to disability, illness and likely a greater need
for frequent visits to their clinician. Among the elderly
reporting any barrier to health care access, 3-21 % repor-
ted having transportation barriers, although insurance sta-
tus and income varied among studies [9, 14, 36, 55, 60-62].
Additional studies of more low-income elderly may be
necessary to clarify the role of transportation barriers to
health care access.

@ Springer

Two studies examined transportation barriers to health
care access for Veterans, a group that often has access to
the federal health care system and may receive federally
supported transportation assistance. In one study, 19 % of
Veterans with colorectal cancer had difficulty with trans-
portation to appointments, and a second study found that
35 % of female Veterans over age 65 had transportation
barriers to health care access [23, 63].

Measuring the Impact of Transportation Barriers
Missed Clinic Appointments

Two studies selected patients for research specifically
because of missed health care appointments to identify the
reasons. In one study of 200 children with a history of
missed appointments, 51 % parents identified transporta-
tion barriers as the primary reason for missing clinic
appointments [42]. In another study, Yang et al. [41] sur-
veyed 183 caregivers of urban children in Texas, and
grouped patients based on show rates for a single
appointment over a 9-week period. There was a 26 % no
show rate overall. For those with a history of missed
appointments, 50 % cited transportation problems com-
pared to 30 % of those who kept appointments. Factors
associated with missed appointments included not owning
a car and not having access to a car.

Pharmacy and Medication Access

Five studies explored the relationship between transporta-
tion barriers and medication access with all reporting an
inverse association [27, 64—67]. Kripalani et al. [64] studied
patterns of discharge medication fills in 84 adults living in
urban Atlanta. The study found that following hospital dis-
charge, patients reporting difficulty visiting the pharmacy
had lower prescription fill rates than those not reporting
difficulty (20 vs. 55 % respectively). Additionally, 65 % of
patients felt transportation assistance would improve medi-
cation use after discharge. Musey et al. [27] examined the
causes for 56 diabetic ketoacidosis [DKA] admissions at
Grady Memorial Hospital in Atlanta. He found that 67 % of
DKA admissions were related to stopping insulin and 50 %
of those patients cited either lack of money for insulin or for
transportation to get their medicine.

Welty et al. [65] created an online survey through epi-
lepsy.com to study the relationship between transportation
barriers and anti-epileptic use. The study included 143 web
sitte. members and found that 45 % of respondents who
could not drive said they would miss fewer doses of their
medications if transportation was not a problem.

Tierney et al. [66] examined the relationship between
transportation policy and health care utilization in a cohort
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study of 46,722 Medicaid patients, and found that restric-
tion of Medicaid payments for transportation resulted in
decreased medication refills. A study by Levine et al. [67]
found that transportation barriers were associated with not
being able to afford medications, emphasizing that those
with low incomes are often the hardest hit by all barriers,
including transportation.

Natural Experiments

Two studies have looked at natural experiments to provide
real-world insight on the impact of transportation barriers
on access to care [66, 68]. One retrospective study by
Pheley et al. [68] examined the impact of a 2-week mass
transit strike on missed appointments at an inner-city clinic
serving a low-income population in Minneapolis. There
was no difference in the number of missed appointments
between strike and non-strike periods with doctors, but
there was an increase of 4.7 failed appointments per 100
scheduled nurse visits (relative risk 1.17).

Another study by Tierney et al. [66] looked at a Med-
icaid cohort to examine the impact of a policy change that
restricted Medicaid payments for transportation on health
care utilization. The study focused on the 6-month pre-
policy period and the 6-month post-policy period for
46,722 Medicaid patients using an inner-city public hos-
pital and associated clinics. Results revealed that visits to
community clinics increased, hospitalizations increased
slightly, and visits to hospital based primary care clinics,
urgent care clinics, and emergency departments fell.

Discussion

This literature review on transportation barriers and access
to health care yielded several important findings. First,
patients with a lower SES had higher rates of transportation
barriers to ongoing health care access than those with a
higher SES (Table 1). Additionally, transportation barriers
impacted access to pharmacies and thus medication fills
and adherence. Finally, while distance from a patient to a
provider would intuitively seem to be a barrier to health
care access, the evidence is inconclusive.

Poorer populations face more barriers to health care
access in general, and transportation barriers are no
exception. In 25 separate studies, 10-51 % of patients
reported that transportation was a barrier to health care
access (Table 1). This is very significant because when
patients cannot get to their health care provider, they miss
the opportunity for evaluation and treatment of chronic
disease states, changes to treatment regimens, escalation or
de-escalation of care and, as a result, delay interventions
that may reduce or prevent disease complications (Fig. 1).

Ultimately, transportation barriers may mean the dif-
ference between worse clinical outcomes that could trigger
more emergency department visits and timely care that can
lead to improved outcomes [22]. Since patients who carry
the highest burden of disease face greater transportation
barriers, addressing these barriers to avoid worsening
health seems logical [3]. While there may be differences in
transportation barriers based on ethnicity or geography,
they may disappear after accounting for socioeconomic
factors such as income or insurance. Additionally, studies
that reported low rates of transportation barriers to health
care access often did not include more vulnerable popula-
tions, such as lower income or uninsured patients.

Mixed Evidence

Some aspects of transportation barriers, such as distance,
showed mixed evidence regarding the impact on health
care access. Distance does not necessarily equate to travel
burden and different measures of distance may alter the
results. For example, studies that measured the impact of
distance subjectively, by asking patients whether distance
to the provider was a barrier to health care access or not,
concluded it was a barrier [25, 26, 48-50]. However, other
studies that objectively measured the distance between
homes and health care facilities and subsequent health care
utilization found distance was not a barrier [52-54]. A
patient may live in a wealthy suburb, own several cars, and
have no problem accessing health care, even at a distance.
Conversely, a seemingly shorter distance for a patient who
has to walk or cannot afford public transit may prove to be
too far of a distance, and hence be identified as a barrier by
the patient.

Special Populations

Existing studies on the elderly suggest that transportation is a
less significant barrier to health care access compared to
younger populations. However, these studies lacked inclu-
sion of lower-income elderly populations and did not address
concerns that may be more relevant to the elderly, such as
safety and disability access. Itis possible that the elderly may
have fewer competing demands, such as not having to share a
car with family members who need a car for work or trans-
porting children. However, additional studies are needed
with more representative samples of elderly adults before
any conclusions can be drawn about transportation barriers
to health care access in this population.

Traveling Forward: Interventions and Public Policy

Collaboration between health policy makers, urban plan-
ners, and transportation experts could lead to creative
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solutions that address transportation barriers to health care
access while considering patient health, cost, and effi-
ciency. Such collaboration could also lead to studies in
areas that are lacking research, such as research on trans-
portation policy and its impact on health outcomes outside
of injury prevention [8]. These collaborations could also
use prior research to guide interventions and public policy.

In the studies reviewed, access to a vehicle was con-
sistently associated with increased access to health care
even after controlling for SES. Future interventions should
consider this link in addition to public transit discounts or
medical transportation services. For example, there have
been interventions that provide access to cars to improve
access to jobs, and these programs could be used as models
for providing cars to improve health care access [69].

Additionally, reimbursement for travel should be inves-
tigated further to determine the role it plays in keeping
appointments and avoiding fragmented care. In Tierney’s
natural experiment study, which examined the impact of
lower Medicaid payments for transportation on health care
utilization, several changes occurred in health care utiliza-
tion rates. These included an increase in community clinic
use and hospitalizations, with a decrease in visits to urgent
care clinics and emergency departments [66].

New technological innovations such as telehealth may
also address transportation barriers by reducing travel
needs over time. Telehealth services may include video
conferencing, remote monitoring, and other disease man-
agement support at a distance. One approach to providing
patient-centered care is to evaluate transportation and other
barriers to ongoing health care encounters, and provide
telehealth services when beneficial and cost-effective.
Medication access may also be improved as more services
for home medication delivery become available.

Limitations

This review was restricted in scope and had several limi-
tations. Studies with an exclusive focus on screening,
prevention, and prenatal and pregnancy care were not
evaluated and may have different findings. A majority of
the studies used cross-sectional designs thus making cause
and effect conclusions difficult (Table 1). The diversity of
demographic, geographic, social variables, and outcome
measures also make study-to-study comparisons difficult.
Efforts to generate a valid measure of transportation bar-
riers for consistent measurement may help to perform
future meta-analyses across studies. Prospective studies of
local changes in transportation options may also help
contribute to the evidence, and although randomized trials
would help isolate the impact of transportation interven-
tions they would be impractical to execute [70].

@ Springer

Additionally, the studies on transportation barriers to
health care access rely largely on self-report, and lacked an
exploration of whether patients were unaware of available
services or assistance. While some studies investigated the
impact of transportation barriers on objective outcomes
such as missed appointments or medication fills, these
studies were in the minority. Whether transportation bar-
riers contribute to differences in health outcomes needs to
be explored further with objective outcome measures. By
demonstrating that transportation barriers lead to missed
appointments, poorer medication adherence, and thus
poorer diabetes or blood pressure control, transportation
barriers could be more strongly linked to health access and
outcomes (Fig. 1).

Conclusion

Transportation barriers to health care access are common,
and greater for vulnerable populations. The studies
reviewed may help guide both the design of interventions
that address transportation barriers and the choice of
measures used in assessing their effectiveness. Future
studies should focus on both the details that make trans-
portation a barrier (e.g., cost, mode of travel, public transit
safety, vehicle access) and objective outcome measures
such as missed appointments, rescheduled appointments,
delayed medication fills, and changes in clinical outcomes.
Such studies would help clarify both the impact of trans-
portation barriers and the types of transportation interven-
tions needed. Millions of Americans face transportation
barriers to health care access, and addressing these barriers
may help transport them to improved health care access
and a better chance at improved health [3].
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This article examines the experiences of Temporary Assistance for Needy Families recip-
ients with sanctions and administrative case closings, as reported by respondents in a
survey of families in low-income neighborhoods in Boston, Chicago, and San Antonio.
Among those who said that their welfare benefits had been reduced or eliminated for
noncompliance with the rules, the most common reasons provided were missing an ap-
pointment or not filing paperwork. In comparison with other families that had received
welfare in the previous 2 years, families that were penalized were more disadvantaged in
a number of respects, including lower education and poorer health.

The Personal Responsibility and Work Opportunity Reconciliation Act
of 1996 (PRWORA) altered the welfare system in important ways. The
Temporary Assistance for Needy Families (TANF) program, which re-
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placed Aid to Families with Dependent Children (AFDC), gives states
a fixed block grant, ends the entitlement of families to welfare benefits,
and imposes a 5-year limit on the use of federal funds to provide a family
with assistance. Congress intended these restrictions to reduce depen-
dence on government by changing the behavior of welfare recipients
along several dimensions, including work, marriage, and childbearing.
Yet although caseloads have dropped sharply, relatively few families
reached their limits during the first 5 years after PRWORA was enacted
(Pavetti and Bloom 2001). Time limits, though, are not the only en-
forcement mechanism available under PRWORA. According to one es-
timate, during the first several years of the program, more families had
their TANF benefits reduced or eliminated because the welfare office
determined that they were not following the rules of the program than
had lost benefits as a result of time limits (Goldberg and Schott 2000).

If an adult in a family receiving assistance refuses to engage in re-
quired work, states have the authority to reduce the amount of assistance
payable to the family, a procedure known as a partial sanction, or to
terminate the amount of assistance, a procedure known as a full-family
sanction (U.S. Department of Health and Human Services 2000). Six-
teen states have chosen to impose only partial sanctions; the rest impose
full sanctions, usually after first imposing a partial sanction. States also
have the option to impose partial or full sanctions on individuals who
fail to cooperate with efforts to establish paternity or obtain child sup-
port. In addition, states may impose partial sanctions for other types of
noncompliance, such as failure to keep children inoculated against cer-
tain illnesses or to maintain children’s attendance in school. The U.S.
General Accounting Office estimated in 2000 that, in an average month,
five times as many families experienced partial sanctions as experienced
full sanctions (U.S. General Accounting Office 20000). In the study
described in this article, three times as many people report partial sanc-
tion as report a full loss of benefits.

Imposing a full-family sanction is not the only way that a state can
terminate benefits. States have long had the authority to close cases
when recipients do not follow administrative regulations while enrolled
in the program. These administrative case closings typically follow pro-
cedural violations such as failing to turn in required forms or to meet
periodically with caseworkers to determine continuing eligibility for ben-
efits. Administrative case closings differ from case closings due to a
change in eligibility status, such as an increase in a recipient’s income,
a change in marital status, or a youngest child reaching age 18.

Although many researchers have studied administrative case closings
from the standpoint of the bureaucracy, fewer have studied the topic
from the standpoint of the recipient, for whom administrative case clos-
ings and full-family sanctions can be difficult to distinguish. To be sure,
there are some potential tangible differences. For example, individuals
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generally can reapply for benefits immediately if their case is closed for
procedural reasons, whereas individuals who are sanctioned may be
unable to reapply for a fixed period of time (U.S. Department of Health
and Human Services 2000). Yet the rules in the cities we studied allow
many sanctioned individuals to reapply as soon as they come into com-
pliance, thus blurring the line between case closings and sanctions.'
Therefore, full-family sanctions and administrative case closings, both
of which terminate TANF benefits for not following rules, can appear
very similar to families.

In this article, we provide information on case closings for noncom-
pliance from the point of view of the recipients. In doing so, we consider
sanctions and administrative case closings jointly. We asked recipients
whether their benefits had been reduced or eliminated because the
welfare office said they had not followed the rules. It is possible that
some recipients do not correctly understand why they have lost benefits,
in part because regulations can be obscure and their implementation
difficult to understand. But we argue that a study based on recipients’
perceptions of their situations can provide valuable information on their
actions and the nature of their difficulties with the TANF system. Draw-
ing on a sample of families from low-income neighborhoods in Boston,
Chicago, and San Antonio, we present the most common reasons fam-
ilies reported for losing all or part of their benefits, the characteristics
of these families, and their experiences after losing benefits.

Background

Between 1965 and 1970 the AFDC rolls more than doubled and the
ensuing administrative difficulties led to an overhaul of state reporting
requirements by Congress, resulting in a more formal, rule-bound sys-
tem that emphasized strict adherence to rules and caseload reduction
(Brodkin 1986). The emphasis on decreasing errors and streamlining
procedures placed the onus on clients to verify their eligibility and
allowed case managers increased authority to penalize them for non-
compliance (Handler and Hasenfeld 1991). Observers claimed that case
managers sometimes became street-level bureaucrats, overseeing the
implementation of rules meant to increase client accountability (Lipsky
1984; Bane and Ellwood 1994; Brodkin 1997). Some contended that
caseworkers, under pressure to reduce error rates and enforce compli-
ance, became more concerned with satisfying procedural requirements
than with helping clients traverse a system that was becoming increas-
ingly bureaucratic (Brodkin 1986).

Welfare reform strategies during this period employed varying degrees
of coercion and persuasion. Programs like the Work Incentive Program
(WIN) of 1967 and WIN II of 1971, which were partly coercive in their
approach to client conformity, also attempted to encourage client par-
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ticipation by providing incentives such as income disregards for eligible
recipients. Both programs allowed sanctions for noncompliance, yet
these more punitive measures were seldom used (Handler and Has-
enfeld 1991, 1997). Similarly, when Congress passed the Family Support
Act of 1988 and created the Job Opportunities and Basic Skills Training
(JOBS) Program, the use of sanctions was not widespread, although
strict requirements were placed on clients enrolled in the program.
Nevertheless, the bureaucratic atmosphere in welfare offices in the de-
cades leading up to PRWORA meant that clients were often unable to
distinguish among the various procedural or administrative guidelines
case managers could refer to when making decisions about eligibility
or compliance.

Evelyn Brodkin’s (1986) case studies of AFDC administrative reforms
in Massachusetts in the early 1980s demonstrate the inherent contradic-
tions in a system that became increasingly stringent and reliant on reg-
ulatory guidelines and yet provided case managers and supervisors with
much individual discretion. Frontline workers had the responsibility to
interpret the rules according to the complicated and unique circum-
stances of families’ lives. Attempts to resolve ambiguities in a family’s
application, redetermination, or maintenance of welfare status involved
an array of possible resolutions, driven in large part by official guidelines,
the welfare office’s interpretation of those rules, and the interplay between
the caseworker and his or her supervisor and between caseworker and
client. Clients were often left confused about official determinations of
their cases, in part, because decision makers now had a wider array of
options available to them to make such rulings. Case managers, for their
part, were also caught in a difficult quandary. At times, they had to choose
between what was best for their clients and what was the most appropriate
course of action according to the regulations (Brodkin 1986).

The emphasis on work requirements and caseload reduction in-
creased again with the passage of PRWORA. In the early 1990s, the
Department of Health and Human Services began to waive some of the
federal welfare rules in order to allow states to try new approaches.
Some state officials and policy makers were concerned that partial sanc-
tions were not severe enough to encourage families to comply with work
requirements, and about 30 states received waivers to implement full-
family sanctions. From mid-1993 through 1996, about 18,000 families’
benefits were terminated for failure to comply with program require-
ments (Pavetti et al. 1997).

In addition, under the waiver process, many states began to experi-
ment with reducing or eliminating benefits for other reasons. In part,
the reasons involved parental responsibility: under some waivers, AFDC
recipients could be sanctioned if they failed to get their children im-
munized against childhood diseases or to take them to regular medical
checkups or if their children did not attend school regularly. States also
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initiated sanctions if mothers did not provide adequate information
about fathers to child support enforcement agencies, although these
sanctions were allowed previously and did not require a waiver. Sanctions
policies thus evolved as a way to influence the behavior of welfare re-
cipients in several domains.

Under PRWORA, states were required to withhold part of a family’s
grant—that is, to impose at least a partial sanction—if the adult recipient
did not comply with work requirements or failed to cooperate with child
support enforcement. Under certain circumstances, states were also re-
quired to withhold part of a family’s Food Stamps benefit and, optionally,
Medicaid coverage for some adults. Moreover, for the first time in federal
welfare legislation, states were allowed to impose full-family sanctions
on adults in single-parent families for failure to cooperate with work
activities. In addition, states were allowed to implement partial or full-
family sanctions and to withhold Food Stamps and Medicaid (subject
to some limitations) for purposes other than work enforcement.

A report by the U.S. General Accounting Office (20005) estimates
thatin 1998 about 5 percent of the total average monthly TANF caseload
was sanctioned, with substantial variations from state to state. Eighty-
three percent were partial sanctions, and 17 percent were full-family
sanctions. The numbers in the report reflect full sanctions only in the
month the sanction begins, thus underestimating the average number
of families under full sanctions each month (U.S. General Accounting
Office 2000a). In a survey of welfare recipients in an urban Michigan
county, 18 percent of the women who received cash welfare benefits
said that their benefits were reduced or stopped during the previous
year because their welfare worker said they had not followed the rules
(Kalil and Seefeldt, in press). As in the study we report, this percentage
appears to combine sanctions and administrative case closings.

Few studies provide demographic descriptions of sanctioned cases.
But some evidence suggests that many TANF clients who are sanctioned
have multiple barriers to self-sufficiency. In their review of other studies,
LaDonna Pavetti and Dan Bloom (2001) conclude that although sanc-
tioned families are heterogeneous, hard-to-employ families (e.g., those
without GEDs or high school diplomas or those who are long-term
welfare recipients) are overrepresented in the sanctioned group. The
authors also conclude that often families who are sanctioned experience
challenges such as domestic violence, physical and mental health prob-
lems, drug or alcohol dependency, or transportation problems that may
make it difficult for them to comply with program requirements. These
challenges may also extend their time on welfare. Similarly, Heidi Gold-
berg and Liz Schott (2000), citing many state studies, conclude that
sanctioned families, compared with other welfare families, have less
education, less work experience, a greater incidence of domestic vio-
lence, more disabilities, and more mental and physical health problems
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and lack support services such as transportation and child care. Ariel
Kalil and Kristin Seefeldt (in press) report that in one Michigan county,
participants whose benefits were reduced or eliminated were likely to
be less educated and younger, but there were no significant differences
in race, marital status, or length of time on welfare. The U.S. General
Accounting Office (20005) report also notes that sanctioned participants
in six states were less educated or faced more barriers to work, such as
transportation or child care difficulties or health problems. The authors
of some of the studies speculate that low education may limit the ability
to understand and comply with complex rules and cause some families
to be sanctioned.

Since the main purpose of strengthening the sanctions mechanism
in PRWORA was to enforce strict work requirements, it is often assumed
that failure to work is the main reason for their imposition. Indeed,
reports based on administrative data suggest as much. For example, a
U.S. General Accounting Office (20000) report concludes from state
studies that 61 percent of sanctions were imposed for noncompliance
with work responsibilities, 15 percent for failure to verify immunizations
and to ensure school attendance, and 11 percent for failure to cooperate
with child support enforcement agencies.”

Some studies report that welfare leavers who are sanctioned do not
fare as well as those who leave welfare for other reasons. Pavetti and
Bloom’s (2001) review of a number of leaver studies provides a mixed
picture, but they report that many of the families that left welfare in
response to sanctions or time limits later had trouble making ends meet
and sometimes had insufficient food. However, it is unclear whether
sanctioned and time-limited families were worse off than those who left
welfare for other reasons. A U.S. General Accounting Office (20000)
report concludes that 41 percent of sanctioned adults worked after they
left TANF, compared with 68 percent of adults who left welfare for other
reasons. Goldberg and Schott (2000) also conclude that sanctioned
leavers were less likely to become employed and that those who did
become employed had lower earnings than those who left for other
reasons. Kalil and Seefeldt’s multivariate analysis, which attempts to
control for individual differences, suggests that having benefits reduced
or eliminated increased the likelihood of encountering economic hard-
ship (Kalil and Seefeldt, in press).

In sum, sanctions and administrative case closings are bureaucratic
mechanisms for enforcing compliance with welfare rules and for fur-
thering the goals of welfare policy. Use of the former mechanism has
increased since PRWORA, and the latter mechanism has remained com-
mon. From a client’s perspective, the two mechanisms look almost in-
distinguishable. A number of studies of sanctions have been carried out
using administrative data from states or localities, sometimes supple-
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mented by interviews with welfare administrators and caseworkers. Al-
though these studies can provide estimates of the number of families
involved, they often lack information on the experiences of the families.
A detailed analysis of the characteristics and experiences of families that
say they had their benefits reduced or eliminated can help us to better
understand the role that penalties for noncompliance play under TANF.

The Three-City Study

The data used in this article come from a study of low-income families
in Boston, Chicago, and San Antonio. For one component of the study,
the researchers conducted a household-based, random-sample survey
of children and their caregivers in low-income neighborhoods.” In
households with a child age 0-4 or age 10-14, with a female primary
caregiver, and with an income below 200 percent of the federal poverty
line, interviewers randomly selected one child and conducted in-person
interviews with that child’s primary caregiver (a mother in over 90 per-
cent of the cases) and, in the case of 10- to 14-year-olds, the child.
Interviews were conducted between March and November of 1999 with
2,402 families, including an oversample of TANF-receiving families. The
response rate was 74 percent. Thirty-seven percent of the families were
receiving TANF at the time of the interview, and an additional 20 percent
had received TANF in the 2 years prior to the interview." All tables and
figures reported in this article are based on the random-sample survey.’

Of the three states in the study, Massachusetts and Illinois both impose
fullfamily sanctions but implement them in a graduated manner. In
Illinois, the initial violation results in a 50 percent reduction of the
family’s TANF benefit, and subsequent failure to comply for 3 months
can result in a full-family sanction. In Massachusetts, the initial violation
results in the loss of the adult portion of the family’s TANF grant.
Subsequent failure to comply with work requirements for 1 month can
result in a fullfamily sanction. So even in the two states in the study
that allow full-family sanctions, all noncompliant families receive partial
sanctions first. Texas does not impose full-family sanctions. In all three
states, noncompliance with work requirements can also result in partial
or full reduction in Food Stamps benefits. In these states, as is the case
nationwide (Lurie 2001), there appears to be substantial variation at
the level of the local welfare office and the caseworker in how frequently
sanctions are invoked.

As for administrative case closings, the welfare agencies in all three
states have the authority to eliminate families’ benefits by closing their
cases if the recipients fail to follow a variety of requirements. These
include failure to keep an appointment or attend a meeting with a
caseworker and failure to produce verification of eligibility for continued
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benefits. Welfare reform does not appear to have lessened the amount
of time that caseworkers must devote to collecting and verifying doc-
uments (Lurie 2001).

This article focuses on the 1,262 caregivers in the 1999 survey who
said they had received TANF at some point in the previous 2 years. In
the survey, interviewers asked every caregiver who had left TANF in the
previous 2 years (even those who were back on the rolls at the time of
the interview) the following question about the most recent time they
left: “Did you go off welfare at that time because the welfare office said
you weren’t following the rules or was there some other reason?” If the
respondent said she left for “some other reason” or if she had received
TANF continuously for the previous 2 years, she was asked: “Did the
welfare office in [state] reduce your benefits at some point in the past
2 years because they said you were not following the rules?” The answers
to these questions were used to calculate the frequency of full loss of
benefits (those who said they went off welfare because the welfare office
said they were not following the rules) and partial loss of benefits (those
who said they had their benefits reduced because the welfare office said
they were not following the rules). A partial loss of benefits could only
have reflected a partial sanction. A full loss of benefits could have been
the result of a sanction or a case closing. The survey did not directly
ask which of the two had occurred because it was the investigators’
impression that the distinction is often unclear to the recipients who
are affected. Nevertheless, when we examined responses to a follow-up
question—“Which rules did the welfare office say you were not fol-
lowing?”—we excluded from our measure any recipients who said that
their benefits were reduced or eliminated because they got a job, got
married, or their income rose (i.e., those whose eligibility status
changed).” Let us caution that the study did not request access to re-
cipients’ administrative records. There may be other recipients in the
survey who did not disclose that they had lost benefits as a result of
sanctions or case closings or who were not aware that they had lost
benefits. And there may be others who mistakenly thought that they
were sanctioned.

Reasons for Losing Benefits

Taking all three cities together, we find that 13 percent of caregivers
who reported receiving TANF at some point in the previous 2 years also
reported experiencing a partial loss of benefits, and another 4 percent
reported experiencing a full loss of benefits, because the welfare office
said they were not following the rules.® Figure 1 displays the results
separately for each city. In all three cities, a reported partial loss of
benefits was more common than a full loss of benefits. Combining both
partial and full losses, the percentage reporting a loss over the previous



Welfare Sanctions 395

OFull loss of benefits
OPartial loss of benefits
mNo loss of benefits

90

Boston Chicago San Antonio
N=470 N=460 N=332

F16. 1.—Percentage of all individuals who have received welfare in the past 2 years who
reported a loss of benefits because the welfare office said they were not following the
rules, by city.

2 years was lowest in Boston (10 percent), higher in San Antonio (15
percent), and highest in Chicago (26 percent).

For everyone who reported a partial or full loss of benefits because
they were told they were not following the rules, we asked, “Which rules
did the welfare office say you were not following?” Figure 2 shows the
responses for all three cities together and for each separately. The cat-
egories in the chart were not read to the individuals but rather appeared
on the interviewer’s laptop computer screen (and in some instances
were later combined or recoded by the authors of this report). If an
individual gave a reason that did not fit a preassigned category, the
interviewer was instructed to enter the response verbatim on the com-
puter. We subsequently examined these responses and recategorized
individuals whenever appropriate. (As noted above, we also excluded
responses that were clearly about loss of eligibility.) The percentages in
figure 2 sum to slightly more than 100 percent because individuals were
allowed to state more than one reason, but less than one in 10 did so.

Missed appointment or paperwork problem—The two largest categories in
figure 2 are “missed an appointment” and “didn’t file paperwork.” The
survey interviewers did not inquire further about what type of appoint-
ment was missed or what kind of paperwork was not filed. Boston had
the lowest percentage of caregivers in the survey who said missing an
appointment was the reason their benefits were reduced or eliminated.’
The highest percentage occurred in Chicago (see fig. 2). Interviews with
key informants and families in Chicago suggest that efforts to check the
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F16. 2.—Individuals’ reports on which rules the welfare office said they were not
following.

continued eligibility of welfare recipients may be the reason for the
higher reports of missing a meeting. In 1999, for example, while the
survey was underway, some Chicago welfare offices sent redetermination
letters to large numbers of recipients in their districts, requiring them
all to report to the office on the same day. Those who did not show up
had their cases closed. However, the cases could be reopened retroac-
tively if the recipient came to the office within 10 days. Consequently,
many of the individuals had their benefits reinstated. Indeed, 62 percent
of the Chicago survey respondents in the “missed an appointment”
category had their benefits reinstated. Missing an appointment also was
the most common reason for losing some or all benefits in San Antonio.

Other reasons.—All of the other categories in figure 2 were reported
less often. In 11 percent of the cases, a recipient reported either refusing
to work or not showing up for work. These are the adults whose ex-
periences most closely match the common understanding of why sanc-
tions are imposed. They constitute about one-ninth of all the cases
reporting partial or full loss of benefits due to rules violations in the
survey.

The category “didn’t attend school” refers, in part, to rules that re-
quire minors who have not finished high school to attend school or
GED classes; about one-half of the cases in Boston, where the “didn’t
attend school” category was highest, involved women age 20 or younger.
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The other half of the “didn’t attend school” cases in Boston and most
of the small number of cases in the other two cities involved adults;
they may have agreed (or been required) to attend English as a second
language or job-training classes as part of their TANF responsibilities.

The “child support rules” category refers to the requirement that
TANF recipients cooperate with child support enforcement efforts by
providing information about the fathers of their children. If they fail
to do so, they are subject to sanctions. This type of sanction was present
even prior to PRWORA.

The “child-related rules” refer to responsibilities parents must fulfill
or else face sanctions. In nearly all cases in the study, these were partial
sanctions. Parents were required to get their children immunized against
childhood diseases and to have regular medical checkups. They also
were held responsible if their children did not attend school regularly.
These rules seemed to have an effect on some parents. A San Antonio
mother in the ethnography said that it was well known that welfare and
Food Stamps benefits would be reduced “if you don’t take them to their
checkups, or they’re not updated with their shots.”

The remaining cases fall into the “other” and “don’t know/refused”
categories. The former is an amalgam of verbatim responses that we
could not understand or could not place in any of the categories. The
“don’t know/refused” category is particularly high in San Antonio.

Who Has Benefits Reduced or Cut Off?

We examine which characteristics seem to best predict the likelihood
that women would have their TANF benefits reduced or eliminated for
noncompliance. Our method is a logistic regression in which the de-
pendent variable is the log-odds of having benefits reduced or elimi-
nated among all caregivers who received TANF in the previous 2 years.
The independent variables are characteristics that the study or previous
studies suggested might be predictive. They are listed in table 1. Some
require explanation:

Poor health: A variable scored one for responses of “fair” or “poor”
and zero for responses of “good,” “very good,” or “excellent,” to the
question, “In general, how is your health?”

Brief Symptom Inventory: An 18-item scale of anxiety, depression, and
somatization, with a higher score indicating more symptoms.10

Domestic interference: A scale composed of the number of affirmative
responses to four questions asking whether someone in a romantic re-
lationship had interfered with the respondent’s employment, training,
or schooling."

Moderate domestic violence: A scale composed of the number of af-
firmative responses to four questions asking whether someone in a ro-
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Table 1

DESCRIPTIVE STATISTICS FOR ALL VARIABLES USED IN MODELS, FOR ALL WOMEN WHO
Hap BEeEN oN TANF DURING THE PREVIOUS 2 YEARS (N = 1,122)

Mean Standard

Race/ethnicity:

African American 490 .496

Hispanic 479 496

White (omitted category) .032 173
City:

Boston 325 .465

Chicago 331 467

San Antonio (omitted category) 344 A71
Completed high school or GED .624 .480
Age 31.054 9.551
Marital status:

Married 177 378

Cohabiting .060 .235

Neither married nor cohabiting (omitted category) 763 422
Number of minors in household 3.357 1.730
Age of youngest child (in years) 3.636 3.828
Native English speaker (yes = 1) 756 426
Months on welfare in past 2 years 18.613 7.969
Months worked in past 2 years 7.078 8.367
Poor health .266 438
Brief Symptom Inventory 1.669 1.134
Domestic interference 134 277
Moderate domestic violence 484 401
Extreme domestic violence .205 .323
Has phone at home (yes = 1) 798 .399
Household owns car (yes = 1) .340 470
Used marijuana in past 12 months (yes = 1) 158 .362
Used hard drugs in past 12 months .031 171
Neighborhood problems 21.049 6.128

NoTE.—The numbers presented in this table are weighted.

” «

mantic relationship had ever “threatened to hityou,” “thrown something
at you,” “pushed, grabbed, or shoved you,” or “slapped, kicked, bit or
punched you.”"

Extreme domestic violence: A scale composed of the number of affir-
mative responses to four questions asking whether someone in a ro-
mantic relationship had ever “beaten you,” “chocked or burned you,”
“used a weapon or threatened to use a weapon on you,” or “forced you
into any sexual activity against your will.”"?

Neighborhood problems: A scale composed of 11 items measuring com-
mon problems."*

Our multivariate analysis cannot establish cause and effect. Some cor-
relates of losing benefits, such as lower household income, might pre-
cede a penalty or result from it. Indeed, we suspect that many of the
characteristics of penalized families preceded the imposition of the pen-
alties. Our intent is not to propose a causal model but rather to identify
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Table 2

Opps oF HAVING BENEFITS REDUCED OR ELIMINATED FOR NONCOMPLIANCE, FOR ALL
WoMEN WHO Hap BEEN oN TANF DURING THE PREVIOUS 2 YEARS (N = 1,122)

Demographic characteristics:

African American 2.452
Hispanic 1.792
Chicago 1.337
San Antonio 1.395
Completed high school or GED 657
Age 971%
Married 1.029
Cohabiting .661
Number of minors in household 1.049
Age of youngest child 1.012
Native English speaker 1.680
‘Work/welfare variables:
Months on welfare in past 2 years 991
Months worked in past 2 years .988
Poor health 1.995%*
Substantive variables of interest:
Brief Symptom Inventory 873
Domestic interference 3.654%*
Moderate domestic violence .962
Extreme domestic violence .526
Has phone at home .660%
Household owns car .520%*
Used marijuana in past 12 months 1.755%
Used hard drugs in past 12 months 1.424
Neighborhood problems 1.026
Notk.—Coefficients are reported in exponentiated (e) form.
* p <. 05.
o p< .01,

a set of characteristics that are typical of the kinds of families that have
their benefits reduced or eliminated.

The results of the logistic regression are presented in table 2. Esti-
mated coefficients are presented in exponentiated form as odds ratios.
For example, the first coefficient in the table suggests that, controlling
for all the other factors in the model, African Americans were 2.45 times
as likely to have their benefits reduced for noncompliance as the ref-
erence group, non-Hispanic whites. But this difference is not statistically
significant, in part due to the small number of non-Hispanic whites in
the sample.

Several coefficients were statistically significant: Those who said they
were sanctioned or had their cases closed were less likely to have com-
pleted high school or to have obtained a GED and were younger, on
average."” They were also more likely to report being in “fair” or “poor”
health, rather than “good,” “very good,” or “excellent” health. In ad-
dition, penalized families scored higher on the scale measuring whether
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a romantic partner had interfered with their employment, training, or
schooling. They also were more likely to report using marijuana during
the previous 12 months, although there was no significant difference
in use of hard drugs. They were less likely to say that they had a working
telephone at home that they can use and less likely to say that anyone
in their household owned a car, van, or truck. Finally, penalized families
scored marginally (p < .10) higher on the neighborhood problems scale.

These findings imply that families that were sanctioned or had their
cases closed for procedural reasons were more vulnerable in many re-
spects than other families. Their health tended to be worse, they had
lower levels of education, and they tended to have more children to
care for in their households. They were more likely to report that a
romantic partner interfered with their attempts to work or to attend
school. They were less likely to have a telephone; it is, of course, harder
for caseworkers and clients to keep in touch when the clients do not
have telephones. This communication problem could have contributed
to the high percentage of individuals who reported losing benefits as a
result of missed appointments. Their lower likelihood of owning an
automobile may have made it more difficult for them to find a job or
to travel to work.

Coping with Benefit Reductions

In the survey, we asked adults who reported a partial or full loss of
benefits for not following the rules whether they had tried to get their
benefits reinstated, whether these efforts were successful, and what they
did to cope with the loss of income. About two-thirds said that they had
tried to get their benefits back. (Among those who tried, about half
said that they had started following the rules again, and the other half
reported appealing the decision, reapplying, showing proof of good
cause, or other strategies.) About half of all respondents who received
a full or partial sanction said that they had been able to get their benefits
back.'’

Figure 3 shows the response to a question that was asked of caregivers
who reported a partial or full loss of benefits without complete resto-
ration of these benefits: “What did you do to get by when the benefits
stopped/after the benefits were cut?” The most common responses
(more than one answer was allowed) was “got a job, ” followed by “cut
back on necessities” and “got money from friends and family.” Modest
numbers reported cutting back on extras, stopping or delaying paying
bills, getting more child support from fathers, or obtaining benefits from
another program. Only 2 percent mentioned getting help from charity.
Less than 1 percent reported obtaining cheaper housing or moving in
with others, placing children in someone else’s care, or going to a
homeless shelter. It appears that, in addition to getting a job, families
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F16. 3.—What individuals did to get by when benefits were stopped or reduced N =
108 respondents who said they did not get benefits completely restored.

that lose benefits tend to cut spending and rely mainly on friends and
kin for support.

Conclusion

In a sample of children and their caregivers in Boston, Chicago, and
San Antonio who had received TANF in the 2 years prior to a 1999
interview, 17 percent of the caregivers said that their benefits were re-
duced (13 percent) or eliminated (4 percent) because the welfare office
said they were not following the rules. There were differences among
the three cities in the percentage of caregivers who said that their ben-
efits were reduced or eliminated. But these city-to-city variations did not
correspond to differences in policies for sanctions and procedural case
closings that could be easily measured. For example, Massachusetts and
Ilinois allow full sanctions to be imposed and Texas does not. Yet the
percentage of people who reported penalties in Boston (10 percent)
was more similar to San Antonio (15 percent) than to Chicago (26
percent). And the percentages of penalized recipients who said they
had their benefits withheld for missing meetings differed greatly in
Boston (4 percent) and Chicago (48 percent).

According to the recipients, sanctions and procedural case closings
were imposed for a wide range of reasons. Few were imposed because
someone directly refused to work or did not show up for a work-related
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activity. Instead, the most common reasons were bureaucratic: missing
a meeting or failing to produce required forms or documents. Some of
these reasons were related to failure to provide verification of work, but
others were not. Benefit reductions were also imposed for failure to
provide enough information about fathers to the child support enforce-
ment system and for many behavioral reasons, such as children’s poor
school attendance, lack of immunizations, or failure to get children
regular medical checkups.

Our data are not sufficient to judge the effectiveness of sanctions and
case closings in obtaining compliance with program rules. But we find
that sanctions and procedural case closings appeared to ensnare families
that were experiencing hardships and possibly to impose more hardships
on some of them. Fach of the many ways that rules can be violated
requires its own verification system and has its own paper trail. For low-
income individuals with limited education, daily lives filled with personal
turmoil, and employment and family responsibilities to balance, meeting
all of these demands may be more than many can handle. Being able
to turn in forms on time or to follow up with doctors’ offices or em-
ployers’ personnel offices can be a feat in itself. It requires keeping up
with the mail; noticing and adhering to deadlines; and reading, inter-
preting, and responding to questions—all of this by mothers who may
have complex and challenging daily lives. Individuals whose benefits
were reduced or cut off tended to have poorer health. They were more
likely to report that a romantic partner interfered with their attempts
to work or go to school. They were less likely to have a telephone or
to own an automobile and were marginally more likely to live in lower-
quality neighborhoods.

Our findings, if confirmed by other studies of PRWORA, suggest that
welfare agencies may wish to adjust sanctions and case closing proce-
dures to the higher level of disadvantage among many of the affected
families and to their difficulties in complying with program rules. In
some jurisdictions, for example, social service personnel meet with fam-
ily members after noncompliance but before a penalty is imposed. They
determine whether the family understands what actions are needed to
comply, assess what problems the family faces in complying, and provide
services to help them comply. In other jurisdictions, social service per-
sonnel meet with families after a penalty has been imposed to help them
return to compliance (Goldberg and Schott 2000). Throughout this
process, it would be useful to identify families’ barriers to self-sufficiency
and to assist them in making the transition from welfare to steady em-
ployment. For some families penalized for noncompliance, steady em-
ployment may not be feasible, and exemptions from time limits may be
needed.
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1. In Massachusetts, all sanctioned cases can be reinstated as soon as the individual
comes into compliance. In Illinois, the first instance of sanctioning reduces benefits that
can be reinstated immediately, although the second instance must remain in force for 3
months. In Texas a work-related sanction must remain in force for 1 month for the first
violation, 3 months for the second violation, or 6 months for subsequent violations; child-
supportrelated sanctions may be reinstated immediately on compliance. Still, safeguards
that apply to sanctions in many states, such as notifying recipients in writing of the im-
pending loss of benefits and providing them an opportunity to demonstrate reasonable
cause for noncompliance, do not always apply to case closings.

2. Unfortunately, the Michigan survey did not ask why sanctions were imposed on its
subjects.

3. Ninety-three percent of the block groups we selected for our sample covered areas
with poverty rates of 20 percent or more.

4. These are unweighted percentages. All other statistics in this report use weights that
adjust the statistics to be representative of all the families in the areas of the cities from
which we drew our sample. The cities are given equal weight. In weighted terms, 32 percent
of the sample was receiving TANF at the time of the interview, and another 16 percent
had received TANF in the previous 2 years. The difference between the unweighted and
weighted percentages on TANF occurred because we intentionally oversampled families
that were likely to be receiving TANF.

5. The 2.5 hour interview with the caregiver covered a wide range of topics. Questions
concerning several of the most sensitive topics—domestic violence, work-related domestic
harassment, substance use, depression, and anxiety—were asked using the audio computer-
assisted self-interview method. Respondents were given a laptop computer and provided
with earphones. They saw and heard the questions; no one else in the room could see
or hear. They responded to questions by pressing number keys on the computer, as
instructed by the program. Studies suggest that this method increases the reporting of
sensitive behavior in surveys (Turner et al. 1998).

6. If the respondent indicated that another term such as “public aid” was used to refer
to welfare, we substituted that term.

7. It is possible that some recipients whose eligibility changed exited TANF in antici-
pation of sanctions or administrative case closings.

8. All figures that we report for the three cities combined correspond to average values
across the three cities. For example, the 17 percent total for partial and full loss of benefits
is an average of 10 percent (Boston), 15 percent (San Antonio), and 26 percent (Chicago).

9. This is not to say that such violations never happen; legal services experts in Boston
have told us that they have handled appeals in many such cases. However, there may be
some procedural safeguards in Boston that reduce the number of benefit reductions and
terminations for missing an appointment.

10. The scale is copyrighted (Derogatis 2000). For each item, response choices range
from “notatall” (1) to “extremely” (5). To address skewness in the raw scores, transformed
variables were created by adding one to the raw score and taking the natural logarithm.
The scale has an alpha reliability of .91 in our sample.

11. The items all begin with the phrase “Has anyone you have been in a romantic
relationship with ever . . ..” The selections were as follows: “interfered with your attempts
to go to work, training or school?”; “harassed you at work, training, or school?”; “caused
you to miss work, school, or training because of their behavior?”; and “ caused you to lose
a job because of their behavior?” Respondents received one point for each affirmative
answer, and the score was created by taking the mean. The alpha reliability is .83.

12. The items are prefaced by the phrase “Now, think about all of the romantic rela-
tionships you have had in your life.” Each item is prefaced by, “Has anyone you have been
in a romantic relationship with ever . . ..” Square root transformations of the raw scores
are used to correct for skewness of the data. Principal components analysis with promax
rotation was performed to ascertain the construct. A mean total composite value was
calculated for each individual. The alpha reliability is .85.

13. The scale construction is identical to that for moderate domestic violence. (See n.
12 above.) The alpha reliability is .84.

14. The sequence is prefaced by the statement “For the next questions, please tell me
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how much of a problem each of the following is in your neighborhood.” The response
categories are “not a problem,” “somewhat of a problem,” and “a big problem.” The
respondent’s answers are added up across the 11 items. The items are “high unemploy-
ment,” “abandoned houses,” “burglaries and thefts,” “assaults and muggings,” “gangs,”
“drug dealing in the open,” “unsupervised children,” “teenage pregnancy,” “unsafe streets
during the day,” “police not being available,” and “children that you don’t want your
[child/children] to associate with.” The alpha reliability is .91.

15. Odds ratios of less than 1.0 imply that when the value of a variable increases, the
likelihood of having benefits reduced or eliminated decreases.

16. The percentage is only slightly lower (44 percent vs. 47 percent) when the large
number of Chicago families who reported being sanctioned for missing an appointment
are excluded.

» o« » o«



Welfare and Work Sanctions:
Examining Discretion on the
Front Lines

Vicki Lens
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Sanctions are a key tool for enforcing welfare reform’s work requirements, but little
attention has been paid to how laws, administrative procedures, judicial decisions, and
worker discretion interact in the application of sanctions on the front lines. This study
analyzes administrative fair hearing decisions and in-depth interviews with sanctioned
recipients. The findings suggest that workers interpret and apply sanction rules narrowly,
failing to distinguish procedural violations from substantive ones. It also finds that workers
are skeptical about claims of good cause exceptions from work rule violations, are strict
in the application of the rules governing such exceptions, and overlook rules requiring
them to show that a client’s action (or inaction) was willful before imposing sanctions.
Sanctions are applied across various groups of clients, including those engaged in ongoing
work activities, as well as those who are disadvantaged and less willing to work.

Declining caseloads and increased work among recipients have led many
scholars and policy makers to herald welfare reform as a success (Rector
and Youssef 1999; O’Neill and Hill 2003; U.S. Senate 2003; Haskins
2006). This success frequently is attributed to policies that propel re-
cipients quickly and forcibly into the labor market (Rector and Youssef
1999; O’Neill and Hill 2003; U.S. Senate 2003; Haskins 2006). In welfare
reform, employment services approaches that emphasize training and
education are replaced by aggressive interventions that require recipi-
ents to seek and accept any job or lose their benefits. Sanctions, which
are financial penalties for violating welfare’s rules, provide welfare case-
workers with a powerful tool for ensuring compliance. Scholars consider
the sanctions along with more positive incentives, such as supports and
work-related services, to be responsible for welfare reform’s perceived
success (Rector and Youssef 1999; Mead 2001).
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However, little attention has been paid to how sanctions are applied
on the front lines (Pavetti, Derr, and Hesketh 2003). Rather, research
tends to focus on sanction rates, characteristics of sanctioned families,
and the long-term effect of sanctions on families’ well-being (Born,
Caudill, and Cordero 1999; Fein and Lee 1999; Edelhoch, Liu, and
Martin 2000; Koralek 2000; Westra and Routley 2000; Mancuso and
Lindler 2001; Polit, London, and Martinez 2001; Cherlin et al. 2002;
Kalil, Seefeldt, and Wang 2002; Hasenfeld, Ghose, and Larson 2004;
Pavetti et al. 2004; Wu et al. 2006). For information on sanction policies
and procedures, the few implementation studies rely largely on data
from administrators, from frontline workers, and to lesser extent, from
clients (Fraker et al. 1997; U.S. Department of Health and Human
Services 1999; Pavetti et al. 2004). These studies do not fully capture
the complex mix of rules, administrative procedures, and worker dis-
cretion involved in the application of sanctions.

The current study uses a triangulated research design. The design
combines a content analysis of administrative fair hearing decisions on
welfare sanctions from a suburban county located in New York with in-
depth qualitative interviews of sanctioned recipients, as well as with a
review of the laws, regulations, judicial decisions, and administrative
directives involving sanctions. Laws and administrative procedures pro-
vide structure and guidance for sanction decisions, describing what
should happen during the sanctioning process. Fair hearing decisions,
which are the product of administrative proceedings initiated by clients
to challenge negative agency actions, provide a detailed and individu-
alized administrative account of what occurs from the perspectives of
both recipients and workers. Recipient interviews provide a less struc-
tured and less bureaucratically confined version of similar events. To-
gether, these data shed light on how laws, administrative procedures,
and workers’ discretion interact in the application of sanctions.

Background and Context

The Personal Responsibility and Work Opportunity Reconciliation Act
of 1996 (U.S. Public Law 104-193) requires the use of sanctions to
address noncompliance with a number of welfare rules, but states have
the option of imposing partial or full-family sanctions. Under a partial
sanction regime, only a portion of the recipient’s welfare grant is re-
duced when an adult member violates a work rule. Under a full-family
sanction regime, the entire family loses its grant for such a violation.
The majority of states (36) impose some form of full-family sanction,
eliminating the welfare grant to the entire family, including children,
either immediately or gradually. Fourteen states, including the two states
with the largest populations of welfare recipients (California and New
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York), impose partial sanctions, which eliminate only the noncompliant
adult’s portion of the grant (Pavetti et al. 2003).

One purpose of sanctions is to encourage compliance with work rules.
They are part of what Lawrence Mead (1997, 24) calls the “help and
hassle” prescription for influencing recipients’ work behaviors. By re-
quiring recipients to engage in work activities, under threat of financial
penalties if they do not, selfsufficiency is encouraged rather than de-
pendency. Although welfare reform legitimizes hassle by requiring sanc-
tions, the welfare system has also been reconfigured to help recipients
to become self-sufficient. Staff responsibilities have been restructured
and new relationships forged with outside service providers, such as
workforce boards or labor departments, which are knowledgeable about
the labor market (Martinson and Holcomb 2002). Local service offices
still make basic eligibility determinations, but they also are encouraged
to function more like job centers than like welfare agencies (Lurie
2006). Welfare reform emphasizes (and provides funding for) support
services, such as child care and transportation. Many programs use the
social work or case management model, which emphasizes flexibility
and personalized services (Segal, Gerdes, and Steiner 2004).

Under such a model, one might reasonably presume that sanctions
are applied flexibly and that workers consider the client’s work behavior
in making individualized and holistic evaluations. Supports and sanc-
tions also presumably are balanced; the latter imposed only on clients
unwilling to participate in work activities. Both before and since welfare
reform, however, scholars have noted that welfare bureaucracies are
often more apt to process paper than to process people. Thomas Kane
and Mary Jo Bane (1994, 7) coin the term “eligibility-compliance cul-
ture” to describe bureaucracies in which workers focus on procedural
rules and paperwork rather than on the helping relationship. Before
welfare reform, program efforts to encourage work demonstrated that
eligibility-compliance cultures are hard to uproot. In her study of the
Job Opportunities and Basic Skills program (JOBS), Evelyn Brodkin
(1997) finds that agency-performance incentives, including work quotas
and federal reimbursement rates, constrain workers’ choices. These in-
centives also encourage workers to ignore clients’ preferences and
needs. Similarly, Yeheskel Hasenfeld (2000) finds that JOBS workers
institutionalize moral assumptions and stereotypes in their daily inter-
actions with clients, choosing to treat clients with suspicion and distrust.
He also notes that workers use “highly routinized and bureaucratized”
service technologies to assess clients and monitor compliance with work
rules (Hasenfeld 2000, 333).

The Temporary Assistance for Needy Families program (TANF) ush-
ered in sweeping organizational and other reforms, but the resistance
to change persisted, especially among frontline workers (Meyers, Glaser,
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and MacDonald 1998; Meyers and Dillon 1999; Sandfort 2000; Lurie
and Riccucci 2003; Riccucci et al. 2004). In a study that included 11
welfare sites in four states, welfare workers are found to resist organi-
zational reforms that emphasize work-based goals, instead focusing on
traditional eligibly determinations (Riccucci et al. 2004; see also Lurie
and Riccucci 2003). Workers report that the implementation of TANF
changed their jobs little, except for increasing their paperwork. These
findings suggest that work-based goals do not replace but are grafted
onto preexisting eligibility-compliance cultures. Similarly, Jodi Sandfort
(2000) finds that eligibility-compliance practices even surface among
some (but not all) private welfare-to-work contractors. For example, one
program created elaborate tools for monitoring attendance at classroom
sessions, requiring clients to sit and do nothing if classroom sessions
ended early or clients completed assigned tasks.

Sanctions are similarly susceptible to routine or resistant practices.
Workers verify compliance with work rules, as they do eligibility, often
by completing standardized forms and asking clients to provide docu-
ments. Clients typically sign written contracts in which they agree to
engage in work activities and to be monitored through reports that
track, for example, attendance at work programs and Department of
Labor (DOL) appointments to help them look for work. Highly scripted
encounters may occur within tight administrative rule structures. As a
result, sanctions may be less an evaluative task than a clerical one. For
example, sanctions may be applied automatically, as in New York City’s
welfare bureaucracy, where computer systems are programmed to re-
cord sanctions automatically if clients do not appear at a work activity.

Discretion may also play a role in how sanctions are applied. As schol-
ars argue, even the most rule bound of bureaucracies provide oppor-
tunities for discretion, both positive and negative (Mashaw 1971; Han-
dler 1986; Brodkin 1997; Fording, Soss, and Schram 2007). Particularly
in bureaucracies with limited resources, workers may engage in cream-
ing, or helping those they think will succeed while treating harshly those
clients they deem to be troublesome (Lipsky 1980). In the context of
sanctions, such practices might mean that workers ignore technical vi-
olations, for example, a single missed meeting, if the client is perceived
as cooperative. Workers may readily accept such clients’ reasons for not
complying, demanding only minimal proof. In contrast, sanctions may
be applied differently among harder-to-serve clients, typically those with
multiple problems and barriers to work. Workers may be more skeptical
of their explanations and demand higher levels of proof.

There is some indication that harsh treatment from workers correlates
with client disadvantage. Studies show that sanctioned recipients are
younger, have more children, and are more likely to have never married
than are other recipients (Fein and Lee 1999; Edelhoch et al. 2000;
Koralek 2000; Westra and Routley 2000; Mancuso and Lindler 2001;

This content downloaded from 150.135.135.069 on May 31,2017 12:19:15 PM
All use subject to University of Chicago Press Terms and Conditions (http://www journals.uchicago.edu/t-and-c).



Welfare and Work Sanctions 201

Cherlin et al. 2002; Kalil et al. 2002; Hasenfeld et al. 2004; Pavetti et
al. 2004). Sanctioned recipients are also more likely than other recip-
ients to have health problems, including alcohol and drug problems,
and to experience domestic violence (Mancuso and Lindler 2001; Polit
et al. 2001; Cherlin et al. 2002; Kalil et al. 2002; Pavetti et al. 2004).
Compared with clients who are not sanctioned, sanctioned clients have
less human capital. Research also suggests that sanctioned welfare re-
cipients have lower levels of education, less work experience, and longer
periods of time on public assistance (Born et al. 1999; Fein and Lee
1999; Edelhoch et al. 2000; Koralek 2000; Westra and Routley 2000;
Mancuso and Lindler 2001; Cherlin et al. 2002; Kalil et al. 2002; Has-
enfeld et al. 2004; Pavetti et al. 2004; Wu et al. 2006). Logistical prob-
lems, such as securing transportation or child care, are also more fre-
quent among sanctioned recipients than among nonsanctioned ones
(Mancuso and Lindler 2001; Cherlin et al. 2002; Kalil et al. 2002; Has-
enfeld et al. 2004; Pavetti et al. 2004).

These problems and disadvantages are difficult for workers to resolve
because the issues are intractable, but progress is also impeded because
workers lack necessary resources and skills (Meyers et al. 1998). Sanc-
tions may create a disincentive for helping the hardest-to-serve clients;
workers can more easily issue a sanction than provide a support (Bell
2005). In other words, sanctions support the implicit message that fail-
ure stems from a client’s unwillingness to work, not from an agency
that is not helping.

Alternatively, workers may exercise negative discretion broadly, choos-
ing to apply work rules stringently to most or all clients, with little or
no attempt to distinguish the unwilling from the unable or the technical
violation from a more serious infraction. Enforcement of technical vi-
olations (e.g., client failure to notify the correct worker or agency if a
work activity is missed) may substitute for more nuanced assessments.
In short, local offices may create the welfare-to-work version of an eli-
gibility-compliance culture. In a recent study (Lens 2006) of the imple-
mentation of sanctions in Texas, the author finds that transactions be-
tween clients and workers are routinized and mechanical. The findings
suggest that workers fail to assess clients’ work behaviors fully.

In sum, sanctions may be applied in several different ways. They may
be issued in a standardized and highly scripted way that is determined
by adherence to predetermined administrative rule structures. This may
include applying sanction rules more narrowly than the law requires.
Or sanctions may be applied more flexibly; workers may make individ-
ualized assessments that include an evaluation of clients’ work behaviors
over time and place. Finally, workers may also pick and choose among
clients, letting cooperative clients who violate work rules off the hook
while more readily sanctioning troublesome clients. Understanding
workers’ choices requires an in-depth analysis of sanction laws, admin-
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istrative rules, and procedures, as well as an examination of how such
rules and procedures are applied in individual cases.

Data and Method

The front lines of the welfare system can be studied in several different
ways. A common approach is to view “administration from the inside
out” (Brodkin 1997, 6) by observing how workers do their jobs. Another
approach is to look from the outside in, interviewing clients about how
workers handle their cases. The current study incorporates elements of
both approaches, using administrative fair hearing data, generated from
within the bureaucracy, to observe worker behavior indirectly. It also
relies on data from interviews conducted with clients in a suburban
welfare office in Suffolk County, NY. Further, laws, regulations, judicial
decisions, and administrative directives are analyzed to examine the legal
and administrative structure for imposing sanctions.

As noted above, fair hearings are adversarial administrative proceed-
ings initiated by clients to challenge negative agency actions, including
sanctions. A detailed record emerges from the adversarial process, which
includes dictates involving the presentation of evidence by the recipient
and agency, cross-examination of witnesses, and issuance of a written
decision in which the hearing officer summarizes each side’s position,
reports findings of fact, and applies relevant provisions of the law.

Hearings also provide the researcher with an administrative perspec-
tive that differs from the one gained through site observations and from
that obtained in retrospective reporting on interviews or surveys of local
actors (e.g., agency staff, administrators, and clients). Hearings capture,
without any interference from a researcher, the actions of the parties
most interested and involved in the transaction. Thus, they reflect what
people did, not what they report doing, recall having done, may do, or
may not do if under observation. Hearings also provide a rare oppor-
tunity to examine the same case from the perspective of both the worker
and the client; they provide a he-said, she-said narrative absent from
other administrative data.

As legal proceedings, hearings also provide a record, including the
types of required documents, of the bureaucracy’s administrative pro-
cesses. Hearings thus reveal the practicalities and details of implemen-
tation. Documents are a bureaucracy’s central concern, but some bu-
reaucracies are more demanding than others. As Hasenfeld (2000)
notes, bureaucracies serving clients of low social status, such as welfare
recipients, frequently use harsh service technologies and treat clients
with suspicion. Such bureaucracies are likely to disbelieve clients’ rea-
sons for not complying with work rules and to require high levels of
proof. Scholars note that bureaucracies characterized by eligibility-com-
pliance practices are particularly likely to make excessive and rigid de-
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mands for documents (Brodkin 1986; Kane and Bane 1994). Hearings
contain a detailed record of the types and level of proof required. They
thus can reveal the service technologies being used and may enable the
researcher to recognize the existence of eligibility-compliance and other
practices.

In addition, hearings articulate the bureaucracy’s view of how the law
should be interpreted and applied. Similar to judicial decisions, hearing
decisions resolve individual cases by interpreting and applying laws.
Thus, like judicial decisions, hearings can enable the researcher to un-
derstand particular laws and their application. Because hearings are part
of the state welfare bureaucracy, hearing decisions are official pro-
nouncements by the bureaucracy about the bureaucracy.' The decisions,
although subject to reversal by courts, are fertile sources for information
on how the members of a bureaucracy think and operate at a particular
point in time.

One potential limitation of this data source is the fact that cases in
the hearing process are not generally representative of New York’s wel-
fare cases; few clients appeal.2 Researchers demonstrate in other con-
texts that most people do not complain about official’s actions, but the
complaints of the few who do typically are representative of the mass
of unvoiced complaints (Hyman, Shingler, and Miller 1992).° Even a small
number of hearings can serve as an indicator for error in bureaucracy
(Altman, Bardo, and Furst 1979). Even if not wholly representative, such
complaints highlight areas of contention within the bureaucracy, provid-
ing a more complex understanding of frontline interactions. The research
value of hearings thus stems not only from the number of cases considered
but also from their purpose and function within the bureaucracy.

The fair hearing data are supplemented here with data from inter-
views of clients who were sanctioned. Half of these participants report-
edly did not appeal their sanctions. The perspective of welfare clients
is similar to that of consumers providing feedback about a business, and
recipients’ perspective differs from that represented in administrative
accounts. Recipients view the agency from the outside, and they often
have a broader and more detailed knowledge of their circumstances
than does their overworked and underresourced worker. They can pro-
vide a thicker and more detailed description of client-worker interac-
tions than can be captured in administrative records.

Respondents were identified through purposive sampling.* They were
referred to me by a nonprofit agency that contracts with the county
Department of Social Services (DSS) to assist sanctioned clients in Suf-
folk County who fail to respond to their sanction by complying with the
work rules. In addition, I obtained respondent referrals from several
social service agencies in Suffolk County. These organizations include
alegal services organization and a nonprofit agency that provides homes
for homeless families. Recruitment flyers were also distributed at other
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social service agencies, including nonprofit organizations that run wel-
fare-to-work programs and others that provide crisis intervention ser-
vices. To increase the proportion of disadvantaged clients in the sample,
I recruited respondents from agencies that provide crisis and homeless
services. Finally, participants recruited family and friends.

A total of 28 respondents were interviewed in the spring of 2005.
Interviews were conducted using a semistructured interview question-
naire. In-depth interviews allow a deep exploration of respondents’
sanctioning experience and overall work behavior. The interviews also
maximize personal interaction, encouraging familiarity and trust that
enhance the validity of the findings (Berg 1998). To ensure respon-
dents’ privacy and confidentiality, and to create a more relaxed en-
vironment conducive to in-depth interviewing, all but two of the re-
spondents were interviewed in their homes. Two respondents were
interviewed in the offices of a nonprofit organization. Interviews lasted
a little more than an hour, and respondents were paid $25. All but one
of the respondents agreed to allow the interview to be tape-recorded.
Respondents were asked a series of open-ended questions on their
general experiences with the welfare office, prior and present work
experience, and experiences and perceptions of work rules and sanc-
tions. Each interview (except the one that was not recorded) was tran-
scribed verbatim.

The interview sample is a mix of short- and long-term clients. Thirteen
clients (46 percent of the sample) report that they have been on welfare
for 2 years or less, and 15 (53 percent) report receiving assistance for
more than 2 years. The interview sample is split by race as follows: 42
percent are black, 46 percent are white, and 14 percent are Hispanic.
All but three sample members are female. In general, the interview
sample is more educated than the overall welfare population; 48 percent
of all welfare recipients in the national sample have a high school di-
ploma or general equivalency diploma (GED), but 54 percent in the
interview sample fall into this category (U.S. Department of Health and
Human Services n.d.; see table 1 for sample characteristics).” Eleven
percent have some postsecondary education.

I also analyzed laws, regulations, administrative directives, and court
decisions to understand the legal and administrative structure that gov-
erns work rules and sanctions. Judicial cases are included for two rea-
sons. First, court decisions (and especially the appellate court decisions
used here) are official and binding sources for how laws should be
interpreted and applied. Laws and regulations provide only a partial
picture of the law; the judiciary clarifies and interprets broad or vague
statutory language. Second, through their review of state administrative
hearing decisions, courts determine what errors, if any, administrative
agencies have made in the application of laws.® They are thus a useful
source for exploring how the bureaucracy operates.
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Table 1

SAMPLE CHARACTERISTICS

Interview Short Long
National* Sample Term Term
Race:
Black 39 42 15 36
White 34 46 69 27
Hispanic 22 14 15 6
Education:
Less than high school diploma or GED 46 36 31 40
High school diploma or GED 48 54 46 60
Postsecondary education 11 23 0
Average age (years) 31 35 33 36
NoTE.—GED = general equivalency diploma. Results are presented in percentages

unless otherwise specified. All percentages are rounded. All but three sample members
are female.

* National characteristics are drawn from the U.S. Department of Health and Human
Services (n.d.).

In sum, multiple data sources, including administrative records, client
interviews, and official legal and administrative documents are used to
explore the application of sanctions. This use of multiple data sources,
referred to as triangulation, enhances the reliability of the findings (Pad-
gett 1998).

In total, 127 fair hearing decisions are analyzed. This represents all
decisions on work rule violations in Suffolk County in 2002 and 2004.
The decisions are examined using content analysis. First, the following
data were extracted verbatim from each decision and copied onto a
Microsoft Excel spreadsheet: nature of work rule violation, agency’s
description of violation, client’s reason for not complying, and hearing
officer’s decision and rationale. Cases were grouped according to clients’
reasons for noncompliance. The following categories were used: medical
or other exemption, lack of notice of appointment date, family obstacles
or situational challenges, administrative error, and scheduling conflicts
with work or school. This type of “topical survey,” or “manifest content
analysis,” Margarete Sandelowski and Julie Barroso (2003, 911) explain,
“remain([s] close to those data as given” with little or no interpretation.

Each decision was also subjected to what Sandelowski and Barroso
(2003, 912) describe as a “thematic survey.” This method draws on em-
pirical and theoretical literature to conduct an analysis that is interpre-
tative and thematic. The analyses “convey an underlying or more latent
pattern or repetition discerned in the data” (2003, 912) than a topical
survey does. Specifically, the decisions were examined for certain or-
ganizational forms and practices related to the research questions.

Coding identifies interpretative and thematic patterns in data from
the hearing decisions (Miles and Huberman 1994). Provisional codes
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were initially developed by reading through several decisions. Data are
coded on two levels. The first level identifies descriptive codes, and the
second level identifies thematic ones. Some examples of descriptive
codes include “lacking documentation” and “counting the number of
required hours worked.” Examples of focused thematic codes include
“high proof,” “negative discretion,” and “rigid rule adherence.” The
high proof code refers to instances in which clients’ statements were
considered insufficient or dubious and third-party documentary evi-
dence was required. The negative discretion code identifies instances
in which determination of noncompliance was based on a narrow in-
terpretation of the rules. The rigid rule adherence code is a more re-
fined example of negative discretion. It is defined as close adherence
by workers, administrators, or hearing officers to the work rules, irre-
spective of a client’s overall work effort or the underlying work obstacles
he or she faced.

The thematic survey approach was also used to analyze the interview
data. This stage of the analysis relied on HyperResearch, a computer
software program designed for the analysis of qualitative data. Once
again, two levels of codes were used. In the first level, interview tran-
scripts were examined, and a descriptive code was assigned to each line
of data. One descriptive code is “making mistakes.” It was used if clients
described mistakes or misunderstandings related to sanction rules. In
the second level, focused coding was used to examine the line codes
assigned in level 1, identifying how often each code was used, assessing
the importance of each line code, and choosing the codes that best
categorized the emerging themes and patterns (Charmaz 2006). “Bu-
reaucratic skepticism” is an example of a focused code that identifies
situations in which the client reports a subjective belief or experience
that the agency does not believe. Coding was an iterative process, in
which the researcher returned to previously coded transcripts to con-
firm, refute, or modify codes as they developed.

Traditional legal research methods of case law and statutory analysis
are employed to analyze laws, regulations, and court decisions on sanc-
tions. Relevant court decisions on sanctions were identified through
LexisNexis, a searchable electronic database of court decisions and other
legal documents.

Findings

Legal and Administrative Structure

In accordance with federal and state law, recipients of public assistance
in Suffolk County, NY, are required to engage in work activities. Possible

work activities include regular appointments at the New York State DOL,
job search activities and job fairs, some educational opportunities and
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training (e.g., GED classes), and the Suffolk Work Experience Program
(SWEP). In SWEP, clients who do not find employment are required
to work off their grant by performing such tasks as cleaning roads or
parks or working at nonprofit and government agencies.

Failure to comply with the work rules results in the imposition of a
sanction, which is a pro rata reduction of the violator’s portion of the
grant (New York Social Services Law, sec. 342 [2]). State law specifies
a minimum duration for the penalty period associated with a sanction.
The sanction period for the first instance of noncompliance is 1 month
(or until the client complies, whichever is longer). The minimum du-
ration of a second sanction is 3 months, and subsequent sanctions last
for 6 months (New York Social Services Law, sec. 342 [2]). Suffolk
County DSS workers impose the sanction based on information provided
by the DOL and other work-related providers (e.g., the various SWEP
programs). Workers rely on state laws and regulations in imposing sanc-
tions. The local agency does not supplement these regulations with local
administrative directives.

State law permits use of sanctions only if violations are “without good
cause” (New York Social Services Law, sec. 342 [2] a). The statute ex-
plicitly provides that the good cause standard is met if the parent or
caretaker of a child can show that child care was unavailable for a child
under age 13 (sec. 342 [1]). Additional good cause exemptions are
provided. These include exemptions for clients who experience do-
mestic violence, physical limitations, and mental health limitations (sec.
341 [1] a), but the law allows departmental regulations to identify others
(sec. 342 [1]). The law also provides a conciliation process for resolving
sanctions and requires that failure to comply must be “willful” (sec. 341
[1] a).”

No state regulation further defines willful noncompliance, but the
regulations provide additional detail on what constitutes good cause
and how to determine it: “In determining whether or not good cause
exists, the social services official must consider the facts and circumstances,
including information submitted by the individual subject to such re-
quirements. Good cause includes circumstances beyond the individual’s control,
such as, but not limited to, illness of the member, illness of another house-
hold member requiring the presence of the member, a household emer-
gency, or the lack of adequate child care for children who have reached
age 6 but are under age 13” (18 New York Codes, Rules, and Regulations,
sec. 385.12 [2008]; emphasis added).

Thus, the regulation makes clear that determining good cause nec-
essarily involves discretion; the facts and circumstances of each case must
be considered. The regulation also explicitly permits an expansive in-
terpretation by clearly stating that good cause is not limited to the
provided examples.

New York State appellate courts have reiterated that the law requires
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that the violation be both without good cause and willful, finding on
several occasions that the local agency and the state agency (in its fair
hearing decisions) both failed to consider the issue of willfulness (Ben-
jamin v. McGowan, 712 N.Y.S.2d 546 [2000]; Earl v. Turner, 757 N.Y.S.2d
255 [2003]; Dost v. Wing, 792 N.Y.S.2d 105 [2005]).® There are several
reasons why the requirement of willfulness makes it difficult for the
local agency to impose sanctions. First, the agency must verify whether
the client’s violation was willful before terminating benefits, and this
adds an additional level of inquiry (Benjamin v. McGowan, Earl v. Turner,
and Dost v. Wing). Second, willfulness and good cause are not equivalent;
the willfulness standard expands the range of circumstances in which
a sanction may not be imposed. For example, in Dost v. Wing, the court
found that forgetting an appointment is not a willful act. In that case,
the recipient confused the date of the appointment and contacted the
agency upon realizing the mistake.

Are Sanction Rules Applied Narrowly?

The law and regulations place good cause determinations at the heart
of the sanction process. Such determinations are necessarily fact specific
and discretionary. They involve assessing whether the client’s reason for
not complying is both true and sufficient. The most common good cause
explanation, both in the hearing and interview data, involves family and
situational obstacles, such as a client or child’s temporary illness, trans-
portation and day care problems, and other family emergencies. These
types of obstacles are raised as good cause explanations in 55 percent
of the hearing cases (70 out of 127) and by 53 percent of the clients
interviewed (15 of the 28). Scheduling conflicts with work or school are
cited by 20 percent of clients (26 clients) in the fair hearing data and
by 17 percent (5 clients) in the interview data. Thirteen (10 percent)
clients from the hearing data and five (18 percent) of the interviewed
clients claim that they never received notice of their appointment. Seven
fair hearing clients (5 percent) and two interviewed clients (7 percent)
claim that there was a clerical or other error by the agency. Eight fair
hearing clients (6 percent) and four interviewed clients (7 percent)
claim that they were exempt from the work rules.’

One way that workers and hearing officers limit the application of
good cause exemptions is to refuse to take clients’ explanations at face
value and to demand additional proof. This routinely occurs in the
hearing and interview data. In the hearing data, the hearing officer
(and, by extension, the worker) almost always rejects clients’ statements
and testimony as a source of proof.'’ Clients won only 14 of 127 hearings,
and in only five hearings was a client’s testimony, standing alone, suf-
ficient to establish good cause. To be sure, legal proceedings are de-
signed to focus on proof as a means for ascertaining the truth. However,
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the demand for additional proof is not made because the client’s tes-
timony was inconsistent or contradicted by other evidence; this occurred
in only 17 out of 127 cases. In spite of this, third-party documentation
is routinely required, and clients are subjected to stiffer requirements
than may be required in the workplace.

Examples of this can be found in both the interview and the hearing
data. These situations often involve clients’ claims of their own or a
child’s illness. In the workplace, routine and temporary illnesses (e.g.,
stomach viruses or the flu) do not necessarily require medical verifi-
cation, but such verification is routinely required at the welfare center.
Verification requirements work against clients because proof is some-
times not available or not practical. An interviewee named Barbara ex-
plains."” When she was unable to attend her SWEP assignment because
her son had an intestinal virus, the agency refused to accept her state-
ment and pressed her for a physician’s note, which she was unable to
obtain. Barbara recounts that the agency asked her, “Why didn’t you
take your baby, run to the doctor? And I said ’cause I didn’t have the
money to get there. And they was like, “Well you could have took the
bus.” . . . Isaid no. I said, ‘He was sick; he had diarrhea, so I can’t go
on the bus . . . three buses.””

Strict demands for documents also create problems for working clients
because such demands clash with the realities of their jobs. Rules stip-
ulate that clients must work a set number of hours per week and require
verification of wages. However, clients’ work hours often fluctuate, and
employers sometimes insist that new employees complete a trial period
in which they work a limited schedule with fewer than the mandated
number of hours. Employees are sometimes paid in cash, and some
employers are unwilling to provide verification of work hours.

Despite this, caseworkers refused to accept clients’ statements as em-
ployment verification when they worked off the books. Other forms of
proof are also rejected because they do not fit the bureaucratic mold.
For example, fair hearing data include the story of a client whose em-
ployer, a restaurant owner, refused to verify her employment. She un-
successfully tried to reverse her sanction by providing the hearing officer
with letters from two people who saw her working and with case notes
from the files of a local legal services attorney, who confirmed that the
employer would not verify employment.

Workers also routinely interpret ambiguous or incomplete proof in
the least favorable light. In a case from the fair hearing data, a client
claimed that she was too ill from her arthritis to attend a work assign-
ment. The progress notes that she produced from her physician at a
clinic were deemed insufficient because they only indicate that she
needed refills on her prescription and do not contain a detailed synopsis
of the flare-up of her illness. In another case from the fair hearing data,
a physician’s note documented the client’s bursitis, diabetic reticulo-
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pathy, and uncontrolled diabetes, but the note was rejected because it
did not mention the cold and influenza that caused her to miss her
work assignment. Although the client may have misinterpreted or ex-
aggerated her illness, an alternative explanation not considered by work-
ers is that short-staffed and busy medical clinics might not provide thor-
ough documentation.

In hearings, bureaucratic records, or the lack thereof, are routinely
accepted over clients’ statements, testimony, and even documentary
proof. The agency’s records are typically viewed as incontrovertible, and
little or no room is given to prove bureaucratic error. For example,
hearing officers consistently find that clients’ calls to workers did not
occur if the case record did not mention the call."” In another example
from the hearing data, a client produced a time-stamped document
faxed to the agency, but the hearing officer ruled that it was not suf-
ficient proof that the agency received the client’s fax.

The requirement that the violation be willful is ignored in the fair
hearing data and interviews. Confusion and forgetfulness are routinely
interpreted as evasive behavior. A client named Katy describes the
agency’s response when she allegedly confused a DOL appointment
with a GED test date: ““Can I get rescheduled? Am I gonna get in trouble
for this?’ They said, ‘Yes you are; you are gonna get in trouble.” I'm
like, I have all the paperwork here. I can go right now and show I've
been looking for work, and I have the dates. I have this one; I have that
one; my resume is in here; my resume is in there; it’s not like I'm not
trying.”

The hearing data make an even more explicit case that confusion
and forgetfulness are not deemed to be valid reasons for missing ap-
pointments. Hearing officers routinely reject such explanations as in-
sufficient. In one illustrative example, the hearing officer acknowledged
the credibility of the client’s testimony that she forgot the appointment
but explained, “It does not constitute a valid reason, as appellant is
responsible for keeping track of her appointments.” In another case,
the client received two letters from the agency close in time. She as-
sumed (incorrectly) that the second letter was to notify her of a change
in the appointment. When she appeared on the second date and at the
wrong office, she was told that she could not be helped because she
missed her first appointment, and she was sanctioned. The hearing
officer upheld the sanction, noting that the “confusion over two ap-
pointments arose from her failure to safeguard agency correspondence.”

Similarly, unintentional acts are construed in negative ways. One il-
lustrative example involves a client who overslept on the day of a physical
examination that was required as part of her vocational training to
become a certified nursing assistant. Although she completed the phys-
ical examination 10 days later, she was sanctioned and not permitted
by the agency to complete the course. Upholding the agency’s action,
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the hearing officer explained that “the reason for the missed appoint-
ment, specifically that the appellant overslept, does not constitute good
cause.”

Clients’ miscommunications with workers and confusion over admin-
istrative procedures are also rejected as valid reasons for failing to com-
ply. In one example from the hearing data, a client believed he was not
required to report to the DOL for an employment assessment until his
physician completed a required medical assessment form. In another
example, a client did not report to the assigned work site because she
was not approved to receive a voucher for her child’s child care; she
mistakenly assumed that, because she received child care in the past, a
new application was not needed. In both cases, the hearing officers
rejected these explanations, noting that the clients had been properly
notified of their obligation to report.

In sum, although clients may not have reported honestly to their
workers or in hearings, it is also the case that common mistakes, con-
fusion, and unintentional acts are interpreted with suspicion and dis-
trust. Some legal requirements, such as that the violation be willful, are
ignored. Other legal provisions, specifically good cause exemptions, are
construed narrowly. The latter is accomplished by privileging agency
records over clients’ accounts, imposing strict standards of proof, rou-
tinely requiring third-party documentation, and parsing documents in
ways detrimental to the client.

Are Sanctions Applied in a Manner That Subverts Policy Goals?

The goal of sanctions is to ensure client compliance with work rules.
The goal of work rules is to help clients achieve self-sufficiency. However,
the data suggest that a narrow focus on rules and procedural compliance
undermines these goals. Procedural violations are elevated over sub-
stantive outcomes, such that the reporting of work-related events takes
on more significance than the event itself. As a consequence, sanctions
are imposed even if clients are engaged in ongoing work activities.
The reporting rules are specified in documents provided to all clients.
These rules require clients to attend work assignments, DOL appoint-
ments, and other activities. In addition, clients are required to notify
designated agencies of certain events or problems. For example, clients
are required to sign a form in which they agree to contact the DOL if
they are terminated from a SWEP assignment. They are also required
to notify the DOL in advance if they cannot attend an appointment.
The reporting responsibilities invite workers to avoid complex as-
sessments of clients’ willingness to work and instead to ask the much
simpler question of whether the proper parties were notified of a missed
activity. For example, interview data indicate that several clients abruptly
moved to new shelters, some as far as 50 miles away, and were unable
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to attend their SWEP assignments because they lacked transportation.
They were sanctioned for not notifying the DOL of the transportation
problem. One client explained that the agency moved her to a new
shelter, and she therefore assumed (incorrectly) that only her work site
supervisor needed to be notified. The agency, however, viewed her fail-
ure to notify the DOL as a clear violation of the reporting requirement,
and this determination was made despite the fact that the client had a
valid reason for not attending.

In another example from the interview data, the agency is reported
to have viewed the client’s underlying reason for not attending a DOL
appointment as less important than whether and to whom she reported
it. Jessica, who was pursuing a medical assistant’s certificate on her own
while attending her SWEP assignment, had a scheduling conflict when
her monthly DOL appointment was to take place at the same time as
an important test. She chose to take the test, but the DOL had no
record that she notified it (a point of contention). She was sanctioned
despite her ongoing attendance at the work site and proof from her
school of the test date.

Work rules that require a set number of weekly work hours have the
anomalous effect of obscuring clients’ work efforts. As noted above, the
uneven availability of hours that often characterizes low-wage work cre-
ates compliance problems for clients. As the fair hearing and interview
data reveal, employers may at first employ workers at reduced hours
and increase hours over time. Further, home health aide assignments
may be canceled, or restaurant hours may fluctuate, leaving clients some-
times short of the hours required. Rather than viewing such circum-
stances as outside the clients’ control, and hence as good cause for not
fully complying with work rules, hearing officers adhere strictly to the
rules, upholding sanctions if clients fall a few hours short. The work
mandate’s overall goal, employment, is overlooked or not considered.
In one such case, the client was sanctioned when she left her SWEP
assignment on a Tuesday to begin a full-time job on the following Sun-
day. The hearing officer upheld the sanction, noting that the client
should have continued in her SWEP assignment until the first day of
her new job. That she had secured employment was less relevant than
the hours she missed in her transition from SWEP to work.

In sum, a technical, narrow, and often reductive application of the
rules obscures clients’ work efforts. To be sure, the rules themselves,
including rules that require clients to work a certain number of hours
per week, direct a certain result. However, rules defining good cause
and requiring willfulness permit variation in determining sanctions for
individual cases. The choice of rigidity over flexibility when both are
possible is characteristic of eligibility-compliance cultures.
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Are Heterogeneous Groups of Clients Sanctioned?

Another mark of an eligibility-compliance culture is a lack of individ-
ualized attention to and differentiation among clients (Kane and Bane
1994; Brodkin 1997). Under such a regime, sanctioned clients would
likely be diverse, and different types of clients would be caught up in
a bureaucratized sanctioning process that treated most, if not all, clients
with suspicion and skepticism.

As the interview data reveal (the fair hearing data do not include
demographic data), sanction recipients are a diverse mix of short- and
long-term clients who have varying levels of work history and education.
Two groups of clients emerge: short-term clients who are job ready and
willing to work and long-term clients with multiple disadvantages. Con-
trary to expectations, both types of clients are sanctioned, and there is
no discernible distinction between the two. Ann and Carol exemplify
this heterogeneity. They have very different backgrounds, routes to wel-
fare, and motivations toward work, but they share similar sanction his-
tories.

Carol, 38 years old, has a long work history that began when she was
16 and continues through the births of her five children. As she says
in describing her return to work just 2 weeks after her youngest child’s
birth, “I never saw her take her first steps. . . . It was what I had to do
to take care of her. To survive, that’s what you had to do.” She worked
as a paralegal for over a decade but lost her job when her employer
closed his law office. Because she lacks the required college degree, she
could not find employment as a paralegal. Unable to pay the rent, she
became homeless. She first applied for welfare at age 37. At the time
of the interview, she had been on public assistance for a little over a
year. She had a clear plan for leaving welfare; she was pursuing a college
degree in adolescent psychology and, to comply with the work rules,
was also working as a hostess in a catering company. She was sanctioned
several times for failing to attend DOL appointments, which often con-
flicted with her other obligations.

In contrast, Ann applied for welfare as a teenager and, by age 22,
had been on assistance for 4 years. She has three children and is preg-
nant with her fourth. A high school dropout, she earned her GED and
became a certified nursing assistant while on public assistance. Despite
earning $14.50 an hour as a nursing assistant, she resists more than
part-time work and cuts her work hours to remain eligible for welfare.
Ann repeatedly fails to attend her work assignment, claiming she is
stymied by red tape, such as by problems in obtaining the correct form
for a child care referral or by miscommunications with the work site.

Carol and Ann are representative of other clients interviewed. One
group, composed typically of short-term or transitory welfare users like
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Carol, works around the work rules, pursuing educational or work op-
portunities independently. Interview data suggest that their sense of self-
efficacy is high and that they have concrete plans. For example, Jessica,
a 33-year-old mother with three children, was on assistance for 1 year
and has an extensive work history. She pursues her own plan to increase
her earning potential by obtaining a medical assistant’s certificate. Be-
cause the certificate program does not satisfy the work rules, she also
has a SWEP assignment to work at a local social service agency. She
made an arrangement with her social service agency supervisor to attend
her assignment after school, putting in a day that starts early in the
morning and ends at 9:00 at night. She was sanctioned when she missed
a routine DOL appointment because it conflicted with a test at school.

Another group of clients includes long-term users who have multiple
barriers to work. These clients resist their work assignments, are often
in crisis, and find compliance difficult. For example, Gladys, a 28-year-
old mother with three children, was on welfare for 6 years and dropped
out of school in the tenth grade. She refused a work assignment, ex-
plaining, “I don’t see myself getting up early in the morning to go down
there for all them hours, 35 a week, while everybody gets a paycheck
and not me. That doesn’t make sense.” She was sanctioned repeatedly
and claims that various barriers prevent her from complying. She de-
scribed herself as “used to the sanction.”

Despite their obvious differences, these short- and long-term clients
have similar sanction histories. Missed appointments at the DOL and
the failure to attend SWEP assignment are the most common reasons.
The heterogeneity of the clients suggests that workers bureaucratize
sanctions, applying them without distinguishing among the types of
violations or levels of client work efforts.

Limitations

This study, like much implementation research, is limited to the sites
being studied. This is an especially important limitation in a study of
welfare because states have great flexibility in program design and ad-
ministration. New York is unlike many states in that it imposes only
partial sanctions. Workers in the state may apply sanctions differently
than do workers with access to the harsher full sanctions. Also, Suffolk
is a suburban county; the findings may not be applicable to rural coun-
ties with less complex bureaucracies or to larger and more complex
bureaucracies located in urban areas.

This study is limited to examining exercises of negative discretion.
Positive discretion is difficult to capture. It occurs in cases where workers
have a basis to impose a sanction (e.g., a missed work activity) but do
not. Such acts do not generate formal notices or appeals and are not
likely to be represented in administrative records. Clients are not nec-
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essarily aware of instances in which workers chose not to sanction them.
To be sure, the forms of negative discretion described herein, and their
application to a heterogeneous group of clients, suggest a particular
type of culture often identified with welfare bureaucracies and, hence,
are likely not exceptional. Although this study is useful in establishing
the forms that negative discretion can take, further studies are needed.
Further research may benefit from a different methodological approach
that focuses on the use of positive discretion in sanctioning.

The study’s findings on the heterogeneity of the sanctioned popu-
lation are also limited. As noted above, the findings are based solely on
the interview data. Although clients were recruited from diverse sources,
the sample size is small. This sample differs from those in other studies,
noted above, which indicate that the likelihood of receiving a sanction
increases with the client’s level of disadvantage. Such heterogeneity may
be a result of the way sanctions are applied in Suffolk County, and it
may be difficult to generalize findings from studies of individual sites.
Further research is needed to determine how sanctions affect different
subpopulations of welfare recipients.

Discussion and Implications

The shift in emphasis from cash assistance to work programs raises the
potential for fundamental change in the culture of welfare agencies.
Kane and Bane (1994) reject an emphasis on eligibility verification and
compliance, instead advocating creation of a self-sufficiency culture in
which “clients and workers [would engage] in the common tasks of
finding work, arranging child care, and so on” (2). However, Mead
(1997, 24) aptly describes welfare reform as a mix of “help and hassle.”
It mixes the potential to help clients with the ability to punish them.

New York’s statutory and regulatory framework reflects this dichot-
omy. Although it requires sanctions, it also leaves ample room for in-
dividualizing them. The regulatory language allows for an expansive
interpretation of good cause provisions, and the statutory requirements
that violations be willful give workers considerable leeway. Discretion,
though, can be exercised negatively or positively. As Richard Fording
and colleagues (2007, 291) observe, “Discretion may serve as an entry
point for unjust and unequal treatment or, alternatively, may permit the
tailoring of more equitable and humane responses.”

This study’s findings identify the forms that negative discretion can
take. Both workers and hearing officers hew to a narrow interpretation
of good cause while also making that standard difficult to meet. An
ingrained skepticism of clients’ explanations leads workers and hearing
officers to dismiss clients’ proof and to see intentionality where others
might recognize forgetfulness or confusion. Sanctions are not individ-
ualized but applied broadly. In doing so, workers use bureaucratic short-
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cuts that avoid a full assessment of clients’ work efforts. Process is exalted
over substance, catching a diverse group of clients in the net of sanctions.
In sum, workers replicate the eligibility-compliance style of the past and
impose the harsh service technologies typically reserved for low-status
clients.

There are several possible explanations for the patterns described
here. One lies in the enormity of the task of welfare agencies. Helping
clients achieve self-sufficiency is difficult; economic conditions and hu-
man capital are equally relevant, if not more so, than welfare center
practices (Fang and Keane 2004). The hardships endured by the welfare
poor, including high rates of illness and disease, poor housing, inade-
quate educational systems, and the lack of everyday supports that facil-
itate work, are well documented (see, e.g., Rank 1994; Edin and Lein
1997; Seccombe 2007). Accordingly, an agency focus on documents and
procedural violations, the hallmark of an eligibility-compliance culture,
is less complicated than a focus on helping clients obtain self-sufficiency.
Rather than helping clients to access support services, or acting after
supports fail, sanctions can be used to assign blame and to absolve the
worker of any responsibility for a client’s failure to achieve self-suffi-
ciency.

On an organizational level, the location of employment services at
the DOL instead of the DSS may affect how workers exercise their dis-
cretion. As Irene Lurie and Norma Riccucci (2003, 674) explain, “Where
responsibility for work activities was transferred to a specialized agency,
there was little need for the welfare agency to become, in Moynihan’s
words, an employment and training program that provided income sup-
port. Workers in the welfare agency could continue to focus primarily
on cash assistance, food stamps, and Medicaid, paying considerable at-
tention to eligibility and compliance.” Sanctions become an eligibility
task, performed the same way as other eligibility tasks. Process prevails
over substance, and standardization over individual assessments.

Despite its emphasis on support services and organizational flexibility,
welfare reform may result in less change than is commonly assumed.
As Brodkin (1997) observes, workers’ choices about whether to apply
rules strictly or generously are shaped by agency incentives and pro-
cedures. Welfare reform includes such incentives as work participation
rates, mandated weekly work hours, and restricted definitions of work
activities. These incentives encourage workers to routinize their work.
The work-first approach, which calls for immediate labor market at-
tachment, encourages depersonalized service (Anderson 2001). Virtu-
ally all of the clients interviewed are engaged in the same trajectory of
work activities, from routine DOL appointments to job search activities,
to approved jobs, to SWEP assignments. This similarity invites the stan-
dardization and bureaucratization of sanctions. It encourages workers
to judge the part, not the whole; a missed DOL meeting is a missed
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meeting, regardless of the other work activities of the client. Likewise,
if judged by the single standard of a missed meeting, a short-term, job-
ready client is no different than a long-term disadvantaged client.

Finally, and perhaps most significantly, workers may be doing what is
expected of them, both by the welfare organization and by the policy
makers responsible for the bureaucratic structure. As Michael Lipsky
(1984) recognized decades ago, there are many ways to disentitle citi-
zens. One way is through legislative schemes that reduce benefits; an-
other is through “bureaucratic disentitlement,” or the denial of aid to
eligible people through “largely obscure ‘bureaucratic’ actions and in-
actions of public authorities” (Lipsky 1984, 3). Lipsky suggests that bu-
reaucratic disentitlement is likely to occur in the absence of legislative
change as a way to resolve often hidden societal conflicts concerning
the distribution of benefits.

However, disentitlement can also occur in tandem with legislative
change and can resolve conflicts within the law. One potential conflict
is welfare reform’s simultaneous injunctions to help clients with an un-
precedented array of supports and also to sanction them. Conflict arises
if law and regulations leave unclear which, support or sanction, is ap-
propriate. Likewise, the statutory scheme reinforces and amplifies neg-
ative tendencies to view welfare clients homogeneously as unwilling to
work, even as the scheme requires individualized and complex judg-
ments of whether work rules violations are willful and without good
cause. Thus, although the 1996 welfare reform legislation is aptly de-
scribed as a punitive and harsh, it also incorporates values of equity and
fairness. Courts may uphold provisions designed to ensure fairness (as
one did in requiring a New York agency to determine willfulness), but
the welfare bureaucracy, both past and present, is highly attuned to the
harsh and punitive features of the system. In narrowly interpreting good
cause, and even in ignoring the law regarding willfulness, the bureauc-
racy expands by administrative means welfare reform’s harshest provi-
sions.
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Notes
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1. The Office of Hearings and Appeals, a component of the New York State Office of
Temporary and Disability Assistance (NYOTDA), has supervisory responsibility over all
hearings in the state. The state is divided by regions, consisting of several counties, and
hearing officers are assigned to particular counties within these regions. The NYOTDA
state commissioner’s designee for each region makes the final decision on individual cases.
This decision is based on the hearing officer’s findings of fact and law, as well as on the
officer’s recommendations. Because the hearing system is partially decentralized, hearing
outcomes may vary and therefore are more representative of the practices of a particular
region or county than of those across the entire state.

2. Appeal rates for financial assistance programs are between 1.1 and 3.5 percent in
New York State, outside of New York City (Lens and Vorsanger 2005). Although appeal
rates are low outside the city, the rates are higher than the sample size used to assess error
rates under quality control (1.5-2 percent according to Wrafter [1984]). In any event,
the available administrative data do not permit me to estimate what portion of appeals
are related to sanctions, but findings from a recent study (Brandwein et al. 2000) suggest
that it may be unusually high. The study, based on surveys of 174 current or former welfare
recipients who sought assistance at nonprofit agencies in Suffolk County, finds that almost
one-third, or 51 recipients, were sanctioned at some point, and 38 (74 percent) of those
sanctioned appealed the sanction by requesting a hearing (Brandwein et al. 2000). Al-
though the study’s results are biased by the failure of some recipients to complete the
survey (and hence perhaps also the likely failure to appeal), the results still demonstrate
an unusually high rate of appeal. In the current study, interviews with the sample of clients
also indicate that participants appealed at high rates. Of the 28 clients interviewed, 14
(50 percent) report that they appealed a sanction. The sampling was designed to distin-
guish clients who appealed from those who did not, and the former were surprisingly easy
to identify across the range of referral sources used to recruit participants for interviews.

3. As Hyman and colleagues (1992) explain in their study of the complaint behavior
of residential utility customers, if organizational and environmental barriers inhibit com-
plaints, “the universe of problems perceived, voiced, and complained will be successively
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smaller than the universe of problems experienced by consumers” (100). The complaints
are more likely to be the tip of the iceberg than to be aberrations.

4. Clients were recruited as part of a larger study that focuses on sanctions. The study
examines what motivates clients to use the fair hearing system or impedes them from
using it. Thus, purposive sampling is used to identify sanctioned clients who had, or had
not, used the fair hearing system.

5. Because sampling was not random, the interview sample may not be representative
of the general sanction population in Suffolk County. The only available demographic
information on the county’s sanction population comes from a study conducted jointly
in 2003 by Suffolk County DSS and the Education and Assistance Corporation (EAC), a
nonprofit agency that provides services to sanctioned clients under an agreement with
DSS (Suffolk County Department of Social Services 2003). The study was based on data
from the 489 sanctioned clients who were referred by DSS to EAC for assessment and
services in 2002. Clients are referred to EAC if they fail to come into compliance after
being sanctioned. Thus, the study does not include all sanctioned clients. It focuses on a
subpopulation of sanctioned clients that may or may not be more disadvantaged than the
overall sanctioned population. Although sanctions may not compel some clients to comply
because they have other sources of income and are willing to accept a grant reduction,
others may be unable to comply because of multiple barriers. In any event, the sample
in this study differs from the sample in the sanction study. The primary differences relate
to the level of education. The current study sample reports higher education levels than
those reported by the Suffolk County study population (Suffolk County Department of
Social Services 2003). In the current study, 54 percent report that they have a high school
diploma or GED; the rate was 34 percent in the Suffolk County study. Overall, 42 percent
of the current study’s sample is black, 46 percent is white, and 14 percent is Hispanic. In
the Suffolk County study, 50 percent were black, 28 percent were white, 17 percent were
Hispanic, and 5 percent identified themselves as members of some other group. The
average age of the current sample is 35; it was 32 in the Suffolk County study.

6. Administrative hearing decisions are reviewable by the state courts through a pro-
ceeding filed under article 78 of the New York Civil Practice Law and Rules. The standard
of review is whether the decision is based on substantial evidence or is arbitrary, capricious,
or an abuse of discretion (New York Civil Practice Law and Rules, sec. 7803).

7. The purpose of conciliations is to provide clients with an additional opportunity to
present their reasons for noncompliance before their grant is reduced. The local agency
is required to offer conciliations, but participation is voluntary and does not affect a client’s
right to request a fair hearing.

8. That the failure to consider the issue of willfulness, despite a statutory mandate, was
widespread seems to be indicated by a General Information System (GIS) notice sent in
September, 2005, by the NYOTDA (2005) to all welfare districts. It advised districts that,
in accordance with the court decisions in Earl v. Turner and Dost v. Wing, they must revise
their sanction procedures to include a determination of willfulness. The GIS notice em-
phasized that such determinations must be made on a case-by-case basis and should include
“identifying a pattern of the recipient’s failure to take reasonable steps to address issues
within the recipient’s control that may prevent the recipient from complying with em-
ployment requirements” (NYOTDA 2005, 1).

9. In the results presented for noncompliance among the interviewed clients, the sum
of the percentages exceeds 100 because several clients had multiple sanctions and there-
fore provided multiple reasons for noncompliance.

10. The evidence submitted at the hearing is sometimes, but not always, different than
the evidence<ns1:XMLFault xmlns:ns1="http://cxf.apache.org/bindings/xformat"><ns1:faultstring xmlns:ns1="http://cxf.apache.org/bindings/xformat">java.lang.OutOfMemoryError: Java heap space</ns1:faultstring></ns1:XMLFault>