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Dear Fellow New Yorkers,

Perhaps the most important result of the
welfare reform legislation of 1996 was the
realization that public assistance recipients
would go to work and hold on to jobs if they
were only given the right incentives. The true
heroes of welfare reform, before President
Clinton, the Republican Congtess, and the
state agencies that implemented the pro-
gram, were the millions of welfare recipients
who proved critics” worst fears and low ex-
pectations wrong,

But that achievement has not been universal.
As welfare caseloads have dropped, it ap-
pears that a rising portion of clients are pre-
vented from joining the workforce by
conditions that make day-to-day tasks in the
regular workplace difficult: mental health
conditions, physical problems, and substance
abuse. And the brave new world of welfare
reform was not designed to respond to the
needs of these clients.

Under the leadership of Mayor Michael
Bloomberg, New York City designed We-
CARE (the Wellness, Comprehensive Assess-
ment, Rehabilitation and Employment
program) to address this gap. By providing in-
dividualized, holistic services, WeCARE helps
clients with medical or mental health barriers
to work move from cash assistance to jobs or
federal disability benefits. Now in its fifth
year, WeCARE has helped thousands of New
Yorkers leave cash assistance for greater inde-
pendence and self-sufficiency. And as the first
program of its size and scope to serve this
population of welfare recipients, we hope
WeCARE will serve as a model for other
cities and social service agencies.

The continued ambitious goals for work par-
ticipation rates for welfare programs highlight
the need to find appropriate jobs for cash as-
sistance recipients with clinical barriers to em-
ployment. But this is not the only reason, nor
is it the main reason, why social service agen-
cies should devote resources to additional

services for these clients. While some mem-

bers of this group are unable to work, others
can if they have the right support and the right
accommodations. Until we extend them a
chance at employment and independence
from public assistance, the promise of welfare
reform remains incomplete.
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“I had a thyroid problem and got very sick and
conldn’t work. 1 wasn't getting proper health care and
lost my job. I came to HRA becanse nry wife, kids
and 1 needed help. 1 learned MS Word and they
helped me put a resume together. 1'm applying for a job
as a superintendent of a building. There are good peo-
ple at WeCARE who want to help you.”

—Angel
Angel has been in WeCARE for two months and is
actively looking for a job.




In 2004, nearly a decade after the implemen-
tation of work-centered welfare policies in
New York City, hundreds of thousands of
cash assistance recipients, many of them sin-
gle mothers, had left welfare for work. But a
significant number of those who remained
on cash assistance had complex clinical bar-
riers to employment, including unstable
medical and/or mental health conditions.

For a welfare client, a medical or mental
health problem that presents a barrier to em-
ployment does not need to mean a lifetime
of dependence on public assistance. With
additional support to stabilize their condi-
tions and prepare for, find, and keep jobs
that can provide reasonable accommoda-
tions, a number of individuals in this group
can work. Federal disability benefits can pro-
vide a larger, longer-term income source for
disabled clients who cannot work. However,
more than 20 million working-age Americans
have health problems that fully or partially
impede their ability to work, and a full three-
quartets of them do not work at all!

While New York City had some services in
place for welfare clients with medical and
mental health barriers in the early 2000,
they lacked the strong cohesion needed to
keep clients progressing toward work. The
City’s Human Resources Administration/De-
partment of Social Services (HRA), which
provides social safety net programs, saw the
need for a program that provided compre-
hensive services for welfare clients with clini-
cal barriers to employment. In 2005, the
Agency implemented WeCARE, the Well-
ness, Comprehensive Assessment, Rehabili-
tation and Employment program. WeCARE
builds upon HRA’s eatlier services for this
group, but integrates medical and social as-
sessments; wellness services; vocational reha-
bilitation; job training, placement, and
retention services; advocacy for federal dis-
ability benefits; and case management.

While other districts have designed programs
for cash assistance clients with complex
barriers to employment, many provide a spe-
cific service, work with particular sub-

groups, and/or are implemented in districts
with small caseloads. WeCARE differs in the
range of services it includes and its scale: it
serves approximately 24,000 clients at a
given time, and New York City refers all
cash assistance clients with medical or men-
tal health conditions that prevent them from
working to the program. In the four years
since its initiation, WeCARE has helped tens
of thousands of New Yorkers attain greater
independence and improve their health and
standard of living, The program provides a
model for how other municipalities—particu-
larly major cities—can serve this group of
clients effectively and help those with tempo-
rary or partial barriers to employment move
toward work. Providing these services has be-
come especially important with the passage
of the federal Deficit Reduction Act in 2005,
which contained stricter work participation
requirements for welfare programs.



“T hadn’t had a job in three years when I came to
WeCARE, but every day, 1 came in and put my heart
into it. 1've worked for six months for a private mainte-
nance contractor at a WeCARE site, and 1 earn enough
that I'm off PA. I try to inspire everyone here, even
thongh it not my job.”

—Sabrina
Sabrina works at the building that houses Arbor Educa-

tion and Training, LLC’'s WeCARE facility in Brooklyn.




@'ﬁlar Programs \

Historically, most local social service districts have
exempted cash assistance recipients with physical
or mental health barriers from work requirements.
However, several states and local districts have
created programs for this population. Programs in-
clude:

* Adult Rehabilitative Mental Health Services
(Ramsey County, MN)

* Department of Workforce Services Social
Unit (Utah)

» Disability Screening Services (Los Angeles, CA)

 Diversified Employment Opportunities (Davis
Co, UT)

* Partnerships for Family Success (Anoka
County, MN)

¢ Promise Jobs Disability Specialist Initiative
(lowa)

WeCARE differs from these programs because of
its integrated nature and its size—the above dis-
tricts either have small populations compared to
New York City or provide services for a specific
subgroup. However, WeCARE and these pro-
grams share several elements in common that
Mathematica Research, Inc. highlights as best
practices:

¢ Individualized services

¢ Comprehensive assessments

¢ Service plans that combine work and
support, and allow participants to make
progressive steps toward employment

* Ongoing support after job placement

* Case management

* Assistance with the federal disability benefits
application process for clients who may

\qualify“ /

In the 1990s, HRA worked with a number of
local providers and state agencies to refer cash
assistance clients with varying degrees of dis-
ability to wellness services or vocational reha-
bilitation, or help them apply for federal
disability benefits. New York City’s cash assis-
tance caseload dropped by half between 1995
and 2000, as hundreds of thousands of for-
mer clients went to work. But an internal 2002
HRA analysis revealed that clients who re-
ported they were unable to work due to med-
ical or mental health conditions sometimes
waited weeks or months for medical assess-
ments or referrals to post-assessment services.
Others cycled between medical assessments
and vocational rehabilitation because they re-
vealed unexamined health problems after
being referred to the vocational rehabilitation
provider.

The way services were delivered exacerbated
these problems. An HRA-contracted vendor
performed medical assessments while a state
agency oversaw vocational rehabilitation con-
tracts, and as a result, the programs were dis-
jointed. Because provider payments were not

linked to outcomes, there was little incentive to
move clients through the program efficiently.
Case management services were also weak or
non-existent: clients had to schedule their own
wellness appointments and report regularly to
the medical vendor on their progress, even
though the conditions that prevented them
from working could also make it difficult for
them to do these tasks. As a result, many
clients failed to comply with cash assistance re-
quirements and a significant number had their
benefits temporarily reduced or their cases
closed.

HRA saw that clients with clinical barriers to
employment would be better served if they
could participate in a range of services that
were overseen by a single agency or provider
organization; if they underwent holistic, up-
front assessments; and if case management
were improved and vendor contracts changed.
In response, the Agency developed the We-
CARE model and contracted with two ven-
dors to implement the program.






New York City cash assistance clients are
referred to WeCARE if they report that
they cannot work due to medical or mental
health conditions. Fach client first com-
pletes a comprehensive biopsychosocial
(BPS) assessment, which includes a medical
evaluation; an integrated psychological and
social, or psychosocial, evaluation; any rele-
vant medical specialty evaluations; and core
laboratory tests. WeCARE providers also
review any clinical documentation from
clients’ own physicians or care providers.
Most clients who are recommended for
BPS assessments complete them: nearly
47,000 assessments (84 percent of referrals)
were completed in 2008, and nearly all
clients referred for additional specialty eval-
uations completed those as well.

After finishing the BPS assessment, a We-
CARE physician determines whether the
client falls into one of four “functional ca-
pacity” categories: whether he or she is
employable or may be eligible for federal
disability benefits. This determination
guides the services offered during the later
phases of the program:

B Clients who are employable with
limitations participate in vocational
rehabilitation (VR), which includes
specialized work experience, educa-
tion, training, job search, and/or
work readiness activities. VR begins
with an in-depth vocational evalua-
tion that further clarifies clients’
functional strengths, limitations,
and needs for accommodation.

WeCARE Clients by BPS Outcome
February 2005-January 2009

Fully Employable 6%
\

Unemployable
16%

Temporarily
Unemployable
36%




When clients have unstable medical or
mental health condition(s) that render
them temporarily unemployable, We-
CARE develops “Wellness Plans” for
them and links them to community-based
treatment, provides case management
and clinical support to facilitate treatment
adherence, and monitors clinical progress
to help them become healthier.

WeCARE helps clients who are found to
be unemployable for 12 or more months
apply for federal disability benefits by

preparing and submitting the Social Secu-
rity Administration’s disability application.

HRA also helps clients appeal their cases
if they are denied benefits. Clients who

have already applied receive assistance to
strengthen their applications and to keep
clinical conditions stable.

B Clients who are fully employable are

assigned to one of HRA’ other employ-
ment programs, such as the Back-to-
Work (BtW) program of job search and
work experience activities or the
BEGIN basic instruction program.

Each WeCARE client is assigned a case
manager who specializes in the client’s as-
signed program component. The level of
the case manager’s involvement ranges
from “supportive” to intensive, depend-
ing on the client’s needs. Case managers’

duties include assisting unemployable
clients with federal disability applications,
facilitating treatment for temporarily unem-
ployable clients, helping clients who are
employable with limitations search for jobs,
and conducting outreach when clients are
not fully engaged in the program.

Approximately 24,000 client cases are in
WeCARE at any one time, which amounts
to around 7 percent of New York City’s
entire cash assistance caseload. The pro-
gram’s annual budget is approximately $70
million, and it is funded by federal, state,
and city tax dollars.
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Several components of WeCARE directly ad-
dress shortcomings in HRA’s previous efforts
to serve clients with clinical bartiers to work,
and help WeCARE serve clients more effec-
tively. These characteristics also distinguish
WeCARE from other districts’ efforts to serve
the same or similar populations.

B Tirst, cach client undergoes a compre-
hensive clinical assessment upon enter-
ing the program, rather than a medical
evaluation focused on specific problems
the client reports. This approach helps
avoid unnecessary repeat assessments,
allows WeCARE providers to address
clients’ conditions and the interactions
between them holistically, and some-
times reveals serious medical problems
of which clients were previously un-
aware, such as hypertension, diabetes
and irregular heartbeats.

A client who returns to the program
after being disenrolled—because he or

she did not comply with cash assistance
requirements, contested the outcome of a
BPS assessment through New York State’s
fair hearing process, or left cash assistance
for personal reasons—does not need to
repeat the BPS assessment if he or she has
completed one within the last year. To help
these clients reenter the program quickly,
WeCARE developed “Clinical Review
Teams” (CRTS) to determine if there has
been a change in their health/mental health
conditions.

“WeCARE does not give in to the
idea that people with medical or
mental health barriers cannot work.

We help clients understand their
strengths, not just their limitations.’

s

—Dr. Frank Lipton, HRA Executive Deputy
Commissioner, Customized Assistance Services

Second, WeCARE integrates services
from assessment to job placement or
advocacy for disability benefits into
one program, whereas in the past,
different services were overseen by dif-
ferent providers. WeCARE services
are provided by two vendors, Arbor
Education and Training, I.I.C and
FEGS Health and Human Services
System, Inc., which HRA selected
through a competitive bidding process.
Each vendor is responsible for all
WeCARE components within the
New York City boroughs it covers,
although some services, such as med-
ical assessments and some VR serv-
ices, are sub-contracted to other or-
ganizations. Combined with stronger
case management, this structure helps
make clients’ transitions between dif-
ferent program components
smoother.
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Third, a WeCARE case manager supports each
client and monitors his or her progress
throughout participation in the program, pro-
viding a level of support tailored to the client’s
needs at that time. Insufficient case manage-
ment weakened New York City’s previous ef-
forts to serve this population. Although
intensive case management is a key component
of some specialized and smaller programs for
welfare clients with bartiers to employment, not
all WeCARE participants need such a high level
of engagement, and with 24,000 clients in the
program, providing case management on a
“continuum” is more practical and cost-effec-
uve.

Fourth, HRA created performance-based con-
tracts for vendors. Few clinically-oriented pro-
grams that work with individuals with
functional limitations have been able to success-
fully adopt a payment structure that rewards re-
sults for clients rather than the amount of
services provided. Vendors are paid based on
completed BPS assessments, wellness plans,
and vocational evaluations; federal disability
awards for clients; and job retention after 30,
90, and 180 days. Vendors are not paid for as-
sessing the same client more than once per cal-
endar year, nor are they paid for services that

are provided outside contractual timeframes.
These milestone payments fund two-thirds
of the WeCARE vendors’ contracts; the re-
maining one-third of funding is provided
through line-item reimbursements for case
management services.

Finally, HRA and the vendors use automated
systems to record case information and scan
client documents for storage. Vendors use
their own systems to record detailed case in-
formation and BPS assessment notes; they
also enter data into HRA’s cash assistance
client tracking system, which contains built-
in checks to preserve data integrity and accu-
racy. This makes it easier for WeCARE staff
to track clients’ progress and to aggregate
and analyze data, and ensures that clients’
case information will be available if they
move from WeCARE to HRA’s regular cash
assistance program.










WeCARE’ impact is measured by its ability to help clients find and keep
jobs, complete wellness plans, and obtain federal disability benefits. By
these standards, the program has improved throughout the past four
years. HRA and the vendors strive to continue improving the quality
of services provided and clients’ quality of life.

Job Placement and Retention

In total, WeCARE has placed more than 9,000 clients in jobs. The
WeCARE vendors’ success at making job placements, the most diffi-
cult component of the program, has improved markedly throughout
the past four years: from Program Year 1 to Year 4, the number of
clients who obtained jobs more than tripled and the rate at which
clients who completed a vocational assessment were placed in jobs
nearly doubled. The number of clients obtaining employment in-
creased the most from Year 1 to Year 2, by 2.5 times—an increase
that could be due in part to growth in referrals to the program and
the buildup of WeCARE’s operations. However, the placement rate
grew most rapidly in Years 3 and 4, and despite the current economic
crisis, in Year 4, there was a small increase in the number of job place-
ments and the placement rate grew by almost 25 percent.

WeCARE tracks clients’ job retention at three and six months after
placement. Nearly all clients who retain jobs for at least three months
keep them for the full six, a pattern found throughout HRA’s employ-

ment programs. 82 percent of WeCARE clients placed in jobs retain them for

at least three months, and 74 percent for the full six months; overall, 86 percent
of HRA clients placed in jobs retain them for at least three months and 80 per-
cent retain them for six months.™

Job Placement: Yearly Totals and Rates, February 2005-January 2009
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Wellness Plan Completion: Yearly Totals and Rates,

February 2005-January 2009
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Wellness Services for the Temporarily Unemployable

More than 29,000 clients have successfully completed wellness
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plans, stabilizing the undetlying clinical conditions that affect their
health and ability to work. The number of clients who completed

wellness plans increased almost four times from the first to the
second year of WeCARE, and continued to improve at a slower

rate after that. The percentage of clients assigned to this program

component who completed it rose from 24 percent in Program
Year 1 to 40 percent in Year 2, and while it fluctuated downward
in Year 3, it has remained essentially stable around 40 percent

since the second year.

Clients Awarded Federal Disability Benefits and Disability
Applications Filed, February 2005-January 2009
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Federal Disability Benefits

Over 12,500 WeCARE clients have been awarded federal disability
benefits through the program, and the number of clients who re-
ceive benefits has grown significantly each year. In Year 2, eight
times as many clients received benefits as in Year 1; the number of
awards doubled from Year 2 to Year 3 and grew by an additional
30 percent from Year 3 to Year 4. Another 9,300 initial federal dis-
ability benefit applications from WeCARE clients are currently
pending with the Social Security Administration, and almost 6,000
morte are in the appeal process and have yet to be decided.



Percent of Applicants Awarded Benefits, Denied Benefits, and
Awaiting Determination: February 2005-January 2009

All Applications Applications with a Determination
33,998 Total 24,681 Total

Award on Appeal
1,593 clients
(6.5%)

Awards on
Initial Application
Awaiting Determination ROS#clienty
Determination Received L
9,317 clients 24,681 clients
(27%) (73%)

Benefits Not Awarded
12,145 clients
(49%)
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WeCARE has a demonstrable impact on its clients’ ability to obtain these
benefits. Approximately half of clients who apply for benefits through
WeCARE receive them upon either their initial application or their first
appeal. Because the application process takes many months, it often
spans multiple program years, so WeCARE’s cumulative award rate is
tracked. For first-time applicants, WeCARE’s award rate, 44 percent, is
significantly higher than the national award rate for first-time applicants,
which is approximately 30 percent.” Approximately 70 percent of We-
CARE clients who are denied benefits and appeal the decision receive
them.







WeCARE is ambitious in its scope and its mis-
sion to serve all New York City cash welfare
clients with medical/mental health barriers to
work. While praised for their work, HRA and the
vendors have also learned from challenges and
criticism in the past four years.

Moving from Design to Implementation
From the beginning, WeCARE has had to

evolve in response to unexpected circumstances.

In the program’s first two years, many more
clients than expected were referred for BPS as-
sessments. HRA and the vendors adjusted to
the increased client volume over time, but HRA
also reduced the number of repeat referrals by
implementing the Clinical Review Teams
(CRTS) in January 2007. Since then, more than
55,000 clients have reentered WeCARE through
the CRTs. For clients who did not respond to
mail or phone calls, HRA had planned for We-
CARE case managers to make home visits, but
due to staffing constraints, home visits are only
used in special circumstances. Finally, HRA had
planned for the cash assistance program to
serve WeCARE clients through cash assistance
offices, ot Job Centers, customized for them.
But as the result of a lawsuit, HRA changed its
plans and serves WeCARE clients at Job Cen-
ters throughout the City.

Quality Control and Customer Service
Providing high-quality services is a priority for
WeCARE. HRA has monitored the vendors’
performance since 2005, but the Agency was
delayed for two years in hiring an independent
quality assurance reviewer. A 2008 audit by New
York City’s Comptroller recognized several of
HRA’s effective monitoring techniques but also
identified some weaknesses in HRA’s vendor
oversight procedures and noted the delay in hir-
ing the independent reviewer.” HRA has imple-
mented many of the audit’s recommendations
to address these gaps.

In 2007, a local advocacy group put out a report
that praised WeCARE?’ design but criticized its
implementation.” Though the report’s findings
were not statistically significant, HRA re-
sponded to several of its recommendations and
directed the vendors to implement client forums
and suggestion hotlines, emphasized the impor-
tance of individualizing VR plans, and created a
mechanism to ensure that vendors review client-
provided medical documentation.

Perspectives on Clients’ Conditions
Integrating medical, wellness, and disability serv-
ices with VR sets WeCARE apart. These disci-
plines often view clients differently: doctors are

trained to diagnose and treat illnesses and dis-
abilities, while VR providers evaluate clients’
strengths and the accommodations they need to
work. As a consequence, it has taken time for
WeCARE providers to ensure their medical staff
take an employment-centered approach, and We-
CARE physicians sometimes draw different con-
clusions than clients” own care providers about
whether or not clients are employable.

WeCARE’s VR component has faced challenges
in finding the best way to serve clients who are
assessed as being able to work with reasonable
accommodations, but who think of themselves
as unable to work. WeCARE work readiness in-
structors and case managers try to help these
clients gain the confidence they need to succeed
in the wotkplace, in addition to specific skills. It
has also been harder for WeCARE to engage
clients in VR than in the other program compo-
nents. Around 40 percent of case managers’
outreach efforts succeed for clients assigned to
VR, 60 percent for wellness services, and 80 per-
cent for clients receiving help with federal dis-
ability benefit applications." While this is an
ongoing issue for WeCARE, it may become less
of one as work requirements for clients with
bartiers to employment become more accepted.
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WeCARE has shown that social service
agencies can give clients with clinical barriers
to employment opportunities to move from
welfatre to work, and that they can do so on a
large scale. Using a holistic approach that in-
tegrates multiple disciplines, an innovative
performance-based payment structure, and
sophisticated tracking systems, WeCARE has
helped tens of thousands of cash assistance
clients find and keep jobs, improve their
health, and/or obtain federal disability bene-
fits, improving their standard of living and
self-sufficiency.

This report highlights several aspects of We-
CARE that can be summarized as two con-
cepts: comprehensiveness and customization.
WeCARE is designed to serve all cash assis-
tance clients with clinical barriers to employ-
ment, not just a subset with specific issues; all
services for these clients are integrated into
one program; assessments look holistically at
clients’ health and try to identify all potential
barriers to employment; and case managers

who follow clients throughout the program
provide continuity. These characteristics lay
the foundation for WeCARE to customize
services. Comprehensive assessments help
WeCARE identify clients’ strengths and needs
up front and design service plans to meet
them. Integrated services make it easier to
carry out that plan, and case managers track
clients’ progress and changes in their needs.
Finally, performance-based contracts and the
efficient use of technology have helped We-
CARE run smoothly.

Other districts can draw on WeCARE’s model
and New York City’s experiences translating
the program from theory to practice. Some al-
ready do: WeCARE has received visitors from
US. and foreign social service agencies who
hoped to learn about the program. HRA will
continue to improve WeCARE in years to
come, and New York City hopes that other
districts will be able to learn from its experi-
ences to benefit their own residents.
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