
Developing Fiscal Estimates for a Medicaid Buy-in Program:

 Using Data from Early Implementer States  

Revised Draft July 26, 2002

Allen Jensen

Center for Health Services Research and Policy

George Washington University

202-530-2319 ihoacj@gwumc.edu
and

Donna Folkemer

 National Conference of State Legislatures

202-624-8171 donna.folkemer@ncsl.org
Table of Contents

Page

I. Policy Options in Developing a Medicaid Buy-In Program with Fiscal Restraints      2

II. Baseline Data on Disabled Workers                                                                                   2                                          

III. Comparing State’s Medicaid Eligibility Standards                                                           4           

IV. Estimating the Number of Persons Potentially Eligible                                                    5
V. Estimating What Percent of Potential Enrollees May Actually  Enroll                           7   

VI. Impact of  “Level of Earnings” Requirements                                                                    9

VII. Impact of an “Unearned Income” Limit                                                                            11    

VIII. The Impact of Premiums                                                                                                     13

IX. A Medicaid Buy-In Program or Expanded Eligibility to the Section 1619                     13

           SSI/Medicaid Work Incentives Program?

I. Policy Options in Developing a Medicaid Buy-In Program with Fiscal Restraints

As states face fiscal challenges, policy makers are seeking tools to enable them to reduce work disincentives in Medicaid with a minimal level of net costs. When designing their Medicaid Buy-In programs, state policy makers are facing the challenge of simultaneously achieving their policy objectives and controlling costs.

States seeking to develop minimal cost Medicaid Buy-In programs can learn from the data available from early implementer states.
 This paper presents information from those states that may assist other states in developing enrollment and cost projections for Medicaid Buy-In programs.

The primary strategies available to control costs within a Medicaid Buy-In program are the following:

1. Limit enrollment to persons with higher levels of earnings.

2. Establish an unearned income limit. 

3. Impose premiums or other cost sharing. 

II. Baseline Data on Disabled Workers

When a state begins its program design, it should review information available on persons with disabilities. State-by-state data are available on the number of persons who receive benefits under Title II of the Social Security Act on the basis of disability.  That is, they have paid into the Social Security trust fund and have sufficient quarters of coverage to be eligible as a disabled worker. 

Table 1 shows the number of SSDI disabled workers in each of the nine case study states.
 Similar information is available for each state in the country.  Column 4 shows the proportion of all persons ages 18-64 that are SSDI disabled workers in each of the states. For the nine states the percentage is between 1.76 % to 4.22 %. However in six of the nine states the percentage is between 2.2 % and 2.6%  of the population between the ages of 18 and 64. 

Table 1 shows the five most common diagnostic groups among SSDI  Disabled workers in each of the early implementer states.
 A state considering a Medicaid Buy-In program can compare its diagnostic data to those of early implementer states and may be able to identify a state with similar diagnostic characteristics among its workers. 

	Table 1.  SSDI Population 



	Column 1

State
	Column 2

SSDI

Disabled Workers*
	Column 3

 Population of State

18 – 64 yrs
	Column 4
Percent SSDI of 

18 – 64 yrs
	Column 5

Adult

Disabled

Children
	Column 6

Disability Diagnosis of SSDI Disabled Workers:

Five highest prevalence

	Minnesota


	64,370
	2,918,264
	2.2 %
	11,640
	a.Mental Illness–36.0%

b.Musculo-skelatal system-17.5% 

c.Nervous system & sense organs 10.8%

d.MR 8.1%.

e.Circulatory System-7.7%

	Iowa


	46,020
	1,721,241
	2.67 %
	8,600
	a.Mental Illness–27.0%

b.Musculo-skelatal system-20.7%

c.Nervous system & sense organs 11.3%

d. MR 9.6%

e.Circulatory System-9.2% 

	Connecticut


	51,370
	1,985,195
	2.59 %
	9,110
	a.Mental Illness–32.7%

b.Musculo-skelatal system-19.0% 

c.Nervous system & sense organs 10.0%

d. Circulatory System-9.2%

e.MR 4.9%

	Vermont


	12,560
	381,478
	3.29 %
	1,720
	a.Mental Illness–29.67%

b.Musculo-skelatal system-22.0%

c.Nervous system & sense organs 12.6%

d.Circulatory System-7.5%

e.MR 6.2%

	Wisconsin


	79,480
	3,210,769
	2.48 %
	15,370
	a.Mental Illness–30.8%

c.Musculo-skelatal system-19.8%

e.Nervous system & sense organs 12.0% d.Circulatory System-8.5%

b.MR 7.0%

	Maine


	33,210
	787,244
	4.22 %
	4,280
	a.Mental Illness–31.2%

b.Musculo-skelatal system-25.4% 

c.Nervous system & sense organs 11.8%

d.Circulatory System-9.5% 

e. Nervous system & sense organs 8.8%

	Alaska


	6,830
	387,925
	1.76 %
	670
	a.Mental Illness–30.3%

b.Musculo-skelatal system-22.1%

c.Circulatory System-12.1% b.MR 8.1%

d.Nervous system & sense organs 10.8%

e. Injuries 6.0 %

	Oregon


	54,950
	2,053,554
	2.68 %
	6,750
	a.Mental Illness–27.1%

b.Musculo-skelatal system-22.6%

c.Nervous system & sense organs 12.6%

d.Circulatory System-8.9%

e. MR 5.5%

	Nebraska


	24,590
	993,942
	2.47 %
	3,850
	a.Musculo-skelatal system-23.0%

b.Mental Illness–22.8%

c.Nervous system & sense organs 12.5% d.Circulatory System-10.2%

b.MR 6.2%


III. Comparing State’s Medicaid Eligibility Standards 

One of the primary variables affecting the size of the enrollment in a state’s Medicaid Buy-In program and the fiscal exposure of a state is related to the size of the "gap" between the income eligibility standard at the "starting point" for Medicaid in a state prior to the creation of a Medicaid Buy-In program and the major elements of the Medicaid Buy-In program's eligibility limits and premium structure.  A state's "starting point" is the baseline (i.e., the highest Medicaid state plan financial eligibility standard in place prior to the establishment of its Medicaid Buy-In program).

As a means of illustrating the range of "starting points" in the nine Case Study states, Table 2 below shows the highest Medicaid eligibility standard in place and the source of the standard.

When designing its Medicaid Buy-in program, a state must understand its existing Medicaid eligibility groups and the income standards associated with those groups. In particular, a state must identify the highest Medicaid income standard. 

The primary eligibility categories for persons with disabilities are: 

· SSI benefit standard (including the state SSI supplement);

· Poverty level or standard of need income standard; and

· The medically needy program.

Table 3 on the following page shows Medicaid eligibility groups and income standards in each of the nine early implementer states. A developing state should look to an early implementer state with similar standards when developing enrollment and cost estimates for its Medicaid Buy-In program. For example, a state with no eligibility standard higher than the Federal SSI standard may look at the Iowa experience.  Likewise, a state with a substantial state SSI supplement or a Medicaid Poverty Level program may find Connecticut’s experience more useful.  

	TABLE 2.  MEDICAID "STARTING POINTS"

YEAR 2001

	STATE
	STARTING POINT
	SOURCE

	Alaska
	$984
	Standard of need

	Maine
	$791
	Poverty level with disregards

	Connecticut
	$748
	State SSI supplementation

	Vermont
	$733
	Medically needy protected income level

	Nebraska
	$716
	Poverty level

	Minnesota
	$716
	Poverty level

	Wisconsin
	$615
	State SSI supplementation

	Oregon
	$533
	State SSI supplementation

	Iowa
	$531
	Federal SSI standard


	Table 2.  State SSI and Medicaid Income Standards

Highest Level in State in Bold

Year 2001

	State

(By level of State SSI supplement)
	SSI

Combined Federal

& State Supplement
	Medicaid

Other Categorical

Income Standard
	Medically Needy

Protected

Income Level

	Alaska


	$893*
	$984 (Standard of Need)
	

	Connecticut


	$748**
	
	$477

	Wisconsin***


	$615*
	
	$592

	Minnesota Pre 7/1/01
	$612**
	
	$482

	Minnesota

Effective 7/1/01
	$612**
	$716 (Poverty Level Option) Effective 7/1/01
	70% poverty- $501

Effective 7/1/01

80% poverty

Effective 7/1/02

	Vermont


	$590
	
	$733

	Maine****
	$541*
	$791  (Poverty Level Option)
	$315

	Nebraska
	$539*
	$716        

(Poverty Level Option
	$392

	Oregon


	$533*
	
	$413

	Iowa


	$531
	
	$483

	*States with state-administered SSI supplementation program

**States with State administered SSI supplementation and using Section 209(b) Medicaid eligibility option

***Wisconsin state SSI supplement is only available to those receiving federal SSI payments.

****Maine provides for a $55 unearned income disregard in addition to the $20 federal income disregard in determining eligibility for the $10 state SSI supplement.


IV. Estimating the Number of Persons Potentially Eligible 

A primary impetus for developing a Medicaid Buy-In program and related state work incentive initiatives was to reduce work disincentives for SSDI recipients. To determine the number of persons potentially eligible to enroll in the Medicaid Buy-In program, a state must identify those SSDI recipients who are not eligible for Medicaid through other eligibility categories. 

Many SSDI recipients can not use SSI work incentives (Section 1619 of the Social Security Act) because their SSDI benefits exceed SSI unearned income limits.  In addition, some SSDI recipients do not qualify for Medicaid because their SSDI benefits exceed income limits for other Medicaid eligibility categories. This includes those who cannot qualify for Medicaid under a state’s Medicaid Poverty Level program or would have a very large spend down under a state’s Medically Needy program . Data from SSA provides information on benefits levels (by $100 brackets) of the SSDI disabled workers in each state.

Table 4 below identifies the proportion of SSDI disabled workers in early implementer states who were financially ineligible for Medicaid prior to the state implementing a Medicaid Buy-In program. 

Based on each state’s Medicaid standards, there is wide variation among the early implementer states as to the proportion of SSDI recipients who could not qualify for Medicaid prior to a Medicaid Buy-In program.  As shown, the proportion ranges from 24% in Alaska to 69% in Iowa among the nine Case Study states.  Using the data from a state with similar eligibility standards may be useful to a state developing its program. 

	Table 4. State Medicaid Standards Prior to the Buy-In

	Percent of SSDI Disabled Workers Above 

Non-Medicaid Buy-In Highest Medicaid Income Limit in State

	
	State’s Non-Medicaid Buy-In Highest Medicaid Income Limit*
	Approximate Percent of SSDI Disabled Workers Above Highest Income Limit**

	Alaska


	$984
	24%

	Maine


	$791
	32%

	Connecticut


	$748
	48%

	Vermont


	$733
	42%

	Nebraska


	$716
	43%

	Wisconsin 


	$635
	47%

	Minnesota


	$632
	57%

	Minnesota

After 7/1/01
	$716
	45%

	Oregon


	$553
	68%

	Iowa
	$551
	69%



	* Income disregard applied to highest standard where applicable

**Based on data from December 1999 SSDI disabled workers benefit levels


V. Estimating What Percent of Potential Enrollees May Actually  Enroll 
Among the potentially eligible population, a smaller subset is actually likely to enroll in the Medicaid Buy-In program. Key variables affecting the enrollment and cost of a Medicaid Buy-In program are a state’s previous Medicaid eligibility standards and the restrictions within its Medicaid Buy-In program.  In general, a state’s Medicaid Buy-in program enrollment will be lower if its overall Medicaid eligibility standards are high and its Medicaid Buy-in program limits are tighter. 

As shown on Table 5 on the following page, among the nine study states, the proportion of SSDI disabled workers enrolled in the Medicaid Buy-In ranged from 9.6% in Minnesota to 3.1% in Connecticut .5% in Nebraska.  Minnesota has relatively narrow Medicaid eligibility standards and minimal restrictions in the Medicaid Buy-In program.  Connecticut has generous eligibility standards and few Buy-In restrictions.  In contrast, Nebraska has relatively broad eligibility standards and significant restrictions in its Medicaid Buy-In program.

Participation in the Medicaid Buy-in program varies greatly among persons with different levels of SSDI benefits. As shown in Table 8 on page 12, the highest participation rates in Connecticut, Minnesota and Iowa occur among persons with SSDI benefit levels between $600 and $800. The participation rate drops sharply among workers with monthly SSDI benefits exceeding $1000.  In Connecticut the participation rate for those with SSDI benefits above $1000 was 1.4 percent, in Iowa 1.1 percent, and in Minnesota 4.6 percent. 

The impact on enrollment of a state’s overall Medicaid eligibility standards is illustrated by comparing Connecticut with Minnesota and Iowa. The participation rate for Connecticut at the $600 to $800 SSDI benefit levels is 4.6 percent compared to 9.6 percent in Minnesota and 8.1 percent in Iowa. The potential pool of Medicaid Buy-In participants is smaller in Connecticut, a state with higher Medicaid eligibility standards. Minnesota and Iowa both have less generous Medicaid eligibility standards and few restrictions in their Medicaid Buy-in programs. The reason for differences between Minnesota and Iowa – two states with few restrictions on Medicaid Buy-In enrollment –may be related to more intensive consumer involvement and program outreach activities in Minnesota.
 Participation in the Medicaid Buy in program is likely to be limited when persons can qualify for Medicaid under existing eligibility standards. In each of the three states fewer than 2 percent of those with SSDI benefits less than $400 participated in the Medicaid Buy-In program. 

	Table 5.  Relative Use of Medicaid Buy-In Program



	State
	SSDI

Disabled Workers*
	Medicaid

Buy-In Enrollees**
	Percent Medicaid Buy-In Enrollees of Number of SSDI Disabled Workers

	Minnesota

Low starting point-

Few restrictions


	64,370
	6,200
	9.6%

	Iowa

Low Starting point-

Few restrictions


	46,020
	2,105
	4.6%

	Connecticut

High starting point- Few restrictions


	51,370
	1,600
	3.1%

	Vermont

High starting point

Medium restrictions


	12,560
	280
	2.2%

	Wisconsin

Low starting point

Medium restrictions


	79,480
	1,590
	2%

	Maine

High Starting point

High restrictions


	33,210
	633
	1.9%

	Alaska

High starting point

High restrictions


	6,830
	99
	1.4%

	Oregon

High starting point

High restrictions


	54,950
	511
	.9%

	Nebraska

High starting point

High restrictions


	24,590
	112
	.5%

	*State data from December 1999

**Data on enrollment is the most recent from state.


VI. Impact of  “Level of Earnings” Requirements

A state can limit the Medicaid Buy-In program to those with substantial earnings by imposing an unearned income limit and then exempting from the limits persons with specified levels of earnings. Because Medicaid Buy-In participants with relatively low earnings may be high net cost participants compared to those who work sufficient hours to qualify for employer-based private health insurance coverage, a state may wish to target initially persons with higher levels of work. Persons with higher levels of earnings are more likely to have access to employer based private health insurance for which Medicaid could serve as wrap-around coverage. 

Nebraska’s Medicaid Buy–In program unearned income limit is equal to the federal SSI standard plus the state SSI supplement ($540 in 2001). Persons with monthly earnings sufficient to be considered a Trial Work Period month ($530 in 2001) are exempt from the unearned income limit.
 

Earnings data from other early implementer states can inform estimates on the enrollment impact if similar restrictions were imposed.  This analysis may be valuable for a state with Medicaid eligibility requirements similar to an early implementer state. 

As shown in table 7 on the following page, more than sixty percent of Medicaid Buy In participants in Iowa, Wisconsin and, Minnesota
 and Iowa have less earnings than sufficient to be considered a Trial Work Period month under the SSDI program. As shown in table 6 below if a level of earnings requirement of $560 (the amount required for a Trial Work Period) were imposed, the proportion of current Medicaid Buy-In participants who could continue enrollment the Medicaid Buy In would be approximately 17% in Iowa, 26% in Minnesota, 34% in Wisconsin, and 40% in Connecticut.  With an earnings requirement of  $400
, the percentage who could continue enrollment would be 31% in Iowa, 43% in Minnesota, 40% in Wisconsin and 62% in Connecticut. 

	Table 6. Estimating Impact of Minimum Earnings Requirement 

on State Medicaid Buy-In Programs

	State
	Estimated Percent of Current Enrollment with $560

Minimum Earnings

Requirement
	Estimated Percent of Current Enrollment with $400

Minimum Earnings 

Requirement
	

	Iowa
	17 %
	31%
	

	Minnesota
	26%
	43 %
	

	Wisconsin
	34 %
	40 %
	

	Connecticut
	40 %
	62 %
	


	State:

Total enrollees & earnings by date of data 
	Table 7.  Earned Income of Medicaid Buy-In Enrollees

	
	Under $200
	$200- $399
	$400 –$599
	$600 - $799
	$800 - $999
	$1,000 and more

	Connecticut

Enrollees

1,600 - 10/1/01

Earnings

Data 10/1/01
	18.6%
	19.5%
	27.7%
	17.5%
	5.3%
	12%

	Minnesota

Enrollees

6,200 - 7/1/01

Earnings

Data 7/1/01
	35%
	22.4%
	21%
	11.8%
	3.5%
	6.3%

	
	Under $250
	$251- $500
	$501- $750
	$751-$1000
	Over $1000

	Wisconsin

Enrollees

1,590 - 7/1/01

Earnings

Data 7/1/01
	26%
	26.6%
	22%
	4.4%
	4.9%

	Iowa

Enrollees

2,105 - 4/1/01

Earnings

Data 8/00
	57%
	24%


	14%
	3% 


	2%

	Oregon

Enrollees

511 - 9/30/01

Earnings

Data 3/01
	Under $200

9.4%


	$200-$399

16.6%
	$400-$599

13.7%
	$600-699

6.9%
	$700-899

11.9%
	$900-$1199

9.7%
	$1200 & more

31.8%


VII. Impact of an “Unearned Income” Limit         

A state can minimize its fiscal exposure under the Medicaid Buy-In program by using an unearned income eligibility limit.
  An unearned income limit allows a state to limit the state’s fiscal exposure until the state has some experience as to the participation rate in the Medicaid Buy-In program.  A state may then choose to gradually increase the unearned income.  

Setting an unearned income eligibility limit where, for example, one-fourth of the state’s SSDI disabled workers have benefits exceeding the limit will most likely not reduce participation in the Medicaid Buy-In program by one-fourth. This is so because the higher the unearned income of SSDI recipients the less likely they are to enroll in the Medicaid Buy-In program. 

As shown on line 2 for Connecticut on  Table 8 on the  following page, 25 % of the SSDI disabled workers in Connecticut have benefits exceeding $1000. However, as shown on line 4 for Connecticut on Table 8,  only 12.2 percent of the Medicaid Buy-In program participants in Connecticut had unearned income over $1000.   Similarly, in Minnesota 22.4 percent of SSDI disabled workers in Minnesota had benefits over $1000 but only 11.2 percent of the Medicaid Buy-In participants had SSDI over $1000. In Iowa the contrast is even more pronounced with only 5.3 percent of Medicaid Buy-In participants with SSDI over $1000 compared to 21.4 percent of all SSDI disabled workers with benefits over $1000. 

On the other hand, if the state of Connecticut had an unearned income limit of $800, their enrollment would have been reduced by about 31 percent. This is because the proportion of persons in the $800 to $1000 unearned income bracket enrolled in the Medicaid Buy-In program exceeded their share of all SSDI disabled workers in the state. 

The same disparity between the percent of disabled workers in an unearned income bracket who participate in a Medicaid Buy-In program and the total number in that SSDI benefit bracket exists for those with SSDI benefits under $400. In the under $400 group, a lower percentage enroll in the Buy-In than that group represents of all beneficiaries. A relatively high percent of those with SSDI under $400 are probably also eligible for SSI and its work incentives. 

Based on the early experience of these three states, a state could estimate a 5 to 11% reduction in enrollment with an unearned income limit of $1000 and a 20 to 30% reduction with an unearned income limit of $800.  The higher the state’s Medicaid eligibility standards, the greater the impact of an unearned income limit on a Medicaid Buy-in program.  In states with more generous Medicaid eligibility standards, those in the higher SSDI benefit brackets form a higher percentage of the potential pool for enrollment in the Medicaid Buy-In program. 

	Table 8. SSDI Disabled Workers by Benefit Amounts

and

Medicaid Buy In Participants as a Percent of SSDI Disabled Workers by Benefit Brackets

	
	
	Under $400
	$400 – 599
	$600 – 799
	$800 – 999
	$1000 & more

	Connecticut


	1. Disabled Workers

2. Percent of all Disabled Workers

3. Medicaid Buy-In Participants

4.Percent of all Buy-In Participants

5. Percent of Medicaid Buy-In Participants in SSDI Benefit Bracket
	3,801 

7.4%

64

4%

1.6%


	12,843 

25%

370

23.1%

2.8%


	12,791 

24.9%

584

36.5%

4.6%


	8990 

17.5%

328

20.5%

3.6%


	12,894 

25.1%

179

11.2%

1.4%



	Minnesota


	1. Disabled Workers

2. Percent of all Disabled Workers

3. Medicaid Buy-In Participants

4. Percent of all Buy-In Participants

5.Percent of Medicaid Buy-In Participants in SSDI Benefit Bracket
	6,888 

10.7%

112

1,8%

1.6%


	18,152 

28.2%

1376

22.2%

7.5%


	15,514 

24.1%

2282

36.8%

14.7%


	10,170 

15.8%

1184

19.1%

11.6%


	13,775 

21.4%

639

10.3%

4.6%



	
	
	         $1- 499           $500-599


	$600 – 799
	$800 – 999
	$1000 & more

	Iowa


	1. Disabled Workers

2. Percent of all Disabled Workers

3. Medicaid Buy-In Participants

4. Percent of  all  Buy-In Participants

5. Percent of Medicaid Buy-In Participants in SSDI Benefit Bracket
	      10,999                        6,627 

       23.9%                      14.4%

185                          526

8.8%                        25%

1.7%                        7.9%
	10,400 

22.6%

842

40.4%

8.1%
	8,100 

17.6%

337

15.2%

4.2%
	9848 

21.4%

105

5.3%

1.1%


VIII. The Impact of Premiums

In designing a Medicaid Buy-In program, state policy makers must weigh the amount of subsidy they can provide against the amount they will require the individual to pay as a premium. To help offset program costs, some states are considering premiums modeled on private health insurance premiums, with a cap pegged to the maximum premium amount required of a state government employee. 

A high premium, e.g. a minimum of  $133 a month
, may discourage some persons from participating in the Medicaid Buy-In program. Their willingness to expend their resources is likely to depend on the relative value they place on the extra benefits available to them in the Medicaid benefit package. An individual anticipating extensive use of personal care or prescription drug services may not be discouraged by high premiums.  On the other hand, a person whose primary health care needs are met through Medicare may be unwilling to pay high monthly premiums for wrap-around coverage. 

IX. A Medicaid Buy-In Program or Expanded Eligibility to the Section 1619 SSI/Medicaid Work Incentives Program?

Many states are seeking a balance between cost-control and promoting work across a broad population.  When a state uses earnings limits, unearned income limits, or high premiums in its Medicaid Buy-In program, some working persons with disabilities are likely to be denied coverage. Such targeting may discourage a portion of the SSDI population from working. A state can choose to broaden enrollment to persons with modest employment and earnings with a higher cost to the State.  However, an expanded program may result in coverage for persons who do not exhibit an appreciable increase in their work effort. 

The concern about loss of cash benefits is another issue facing disabled workers.  What has been found in the early implementer states is that only a small percentage of SSDI recipients are likely to risk losing their SSDI cash benefits by exceeding the Substantial Gainful Activity (SGA) level in their monthly earnings.
  Access to Medicaid is unlikely to be a sufficient incentive for persons to earn above SGA ($760 per month).  Thus a program targeting persons with substantial work effort is likely to reach primarily persons with earnings of between $560 and $760 per month.

When a state considers a Medicaid Buy-In program, it should consider Medicaid eligibility changes that may be equally effective and less costly in providing work incentives for persons with disabilities. 

Under Sections 1619 and 1905(q), SSI recipients can:

· Increase their disposable income with substantial earnings,

· Continue Medicaid when they have such earnings, and

· Enjoy income security under the SSI program by being able to return to cash payment status from Medicaid-only status if their ability to work ceases or is significantly reduced.
To enable more persons with significant disabilities to take advantage of this policy, the state can:

· Increase the income standard for the state SSI supplement, thereby increasing the number of SSDI recipients who can qualify for SSI and the Section 1619 work incentives because their SSDI benefit amount is less than the combined federal and state SSI standard.

· Increase the earned or unearned income disregards under a state-administered state SSI supplement program, thereby increasing the number of SSDI recipients who can qualify for SSI and the Section 1619 work incentives because their “countable income” is less than the SSI standard.

· Provide state SSI supplementation to those in all living arrangements and not limit the supplement to those in group living arrangements.

States control the scope and breadth of the Section 1619 and 1905(q) options by their decisions on whether and by how much to supplement the federal SSI benefits.  Because SSDI beneficiaries who receive state SSI supplementation become eligible for Section 1619 work incentives, a state's decisions about SSI supplementation and income disregards in state administered state SSI supplement programs directly affect how many persons on SSDI have access to SSI-related work incentives.

� For a more complete discussion of the possible focus and policy objectives of a state’s Medicaid Buy-In program see the  paper “Policy Frameworks for Developing a Medicaid Buy-In Program and Related Work Incentive Initiatives” at � HYPERLINK "http://www.medicaidbuyin.org" ��http://www.medicaidbuyin.org� under What’s New. 


� Early implementer states are those included in the nine-state case study conducted by the Work Incentives Project at the Center for Health Services Research and Policy at George Washington University. Those states are Alaska, Oregon, Minnesota, Wisconsin, Nebraska, Iowa, Connecticut, Vermont and Maine. 


� The information is available on the SSA web site at  � HYPERLINK http://www.ssa.gov/statistics/Supplement/2000/supp2000.pdf ��http://www.ssa.gov/statistics/Supplement/2000/supp2000.pdf�


Data from Table 5.J13  of SSA’s Annual Statistical Supplement


� Data from Table 5.J13  of SSA’s Annual Statistical Supplement


� Data on the benefit levels for SSDI disabled workers in the states can be found in the Annual Statistical Supplement published by SSA. The information is available on the SSA web site at http://www.ssa.gov/statistics/Supplement/2000/supp2000.pdf





�  Variation in participation rates may relate to the nature of the disability and the age of onset of the disabling condition. Older SSDI disabled workers usually have higher benefits and may be more likely to have a medical condition precluding work. The age of onset for severe and persistent mental illnesses, such as schizophrenia and bi-polar disorders, is likely to be when a individual is in his 20s. In contrast, the onset of a disabling heart condition is more likely after the age of 50 when the individual has worked a considerable number of years and qualifies for a larger SSDI benefit. In an analysis of benefit levels by diagnostic groups in New Hampshire, the largest proportion of persons whose primary diagnosis was mental illness received SSDI benefits in the year 2000 of between $500 and $600.  Among person with a primary diagnosis of cardiovascular disease, the highest proportion  received SSDI benefits of between $900 to $1000. 


� Disability consumers and advocates played a major role in advocating for enactment of the state Medicaid Buy-In program. Over 1200 individuals responded to a consumer survey regarding the need for the program. This pre-program implementation outreach effort  heightened the awareness of the program when it became available to persons with disabilities in July 1999. In contrast, in Iowa there was a minimal amount of outreach to persons with disabilities both before the program was enacted and since that time. 


� There are persons who may be eligibile for and choose to participate in the Medicaid Buy-In program that are not eligible for SSI even though they have SSDI less than the regular SSI benefit standard. Those are individuals who have in-kind income(e.g.,living in the household of another) which takes them above the SSI benefit standard and those with resources in excess of the Federal SSI standard.


�  Language considered during legislative deliberations in Maryland would have established a $400 monthly earnings level to be exempt from the limit.


“To be eligible to participate in the Employed Persons with Disabilities Program, an individual cannot have unearned income in excess of the Federal Supplemental Security Income (SSI) benefit standard, except that if the individual has earnings of $400.00 or more per month, such an unearned income limit shall not apply. ”


� The earnings data from Minnesota is from July 1, 2001 before the state modified their other Medicaid eligibility categories. Effective in July 2001, Minnesota changed its Medically Needy program income levels to 70% of the FPL or $501 monthly and created a Poverty Level option.


� $400 is roughly the equivalent of an individual working a little over half time at the minimum wage in a month. 


� Such an unearned income limit can be established with or without an unearned income limit related to establishing a minimum level of earnings requirement. 


� Perhaps SSDI beneficiaries who work are younger and have lower SSDI benefits from having worked a shorter period of time and at a lower wage level than those with benefits over $1000. Alternatively, those with higher SSDI benefits may be less likely to seek work because they will lose more income if they work and exceed SGA.  





� This is the amount being considered in draft Medicaid Buy-In program outline in the state of Kentucky. 


� Based on data available from the early implementer of those 12,106 Medicaid Buy-In enrollees in the five states with earnings information available, only approximately 14% (1,692) had earnings in the month reported that exceeded the SGA test for disability under the SSDI program.
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