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Welcome and Introduction

Susanne Bruyère:
If you have not yet grabbed the materials, if you would do so, we are going to start 
any minute.

Okay.  We’re going to get started.  We will probably have a few more people 
coming in.  And we will just proceed.

I am Susanne Bruyerè from Cornell University.  Thank you for joining us today for 
what we believe to be a very exciting segment to our policy forum series from the 
Rehabilitation Research and Training Center on Employment Policy for People with 
Disabilities.  Our topic today is “Employment and Disability Policy Initiatives in the 
U.K.:  Results and Lessons for the U.S.”  And besides those of us here in the room, 
we also have people joining us in a webinar from a distance.  You will hear sounds 
perhaps periodically.  We try to mask that, but it happens from our telephone 
online people who are viewing our slide show at a distance.  One of the things we 
have found is that Blackberries and cell phones compete with the phone system 
and can knock it out.  If you would turn them off now, I would greatly appreciate 
it.

We are very pleased to have visitors from abroad, and I’m going to give Stephen 
Bell an opportunity to introduce our guests, who we’re very happy to have here 
and who are doing multiple things while they’re here so that is why we were able 
to capture all of them at once coming from such a distance.  But Steve will share 
some more information with you.  You also have that in your flyers.  And I will do a 
bit to introduce Steve.

Before I do that, I want to explain a little bit about the National Institute on 
Disability and Rehabilitation research funded project to Cornell University to 
support this policy series.  We have a five year project, and as a part of that, 
what we take as a very serious commitment is to bring policy and policy related 
information to a broad community.  And this presence in Washington, D.C., 
these quarterly policy forums are one piece of that effort.  We have a number 
of collaborating partners both at Cornell University and partners from the 
Washington, D.C., and New Jersey areas, as you can see here.  Two segments from 
Cornell University.  I’m the director of the Employment and Disability Institute, the 
Department of Policy and Analysis and Management.  David and I are the co PIs of 
this project.  Dave has now moved to Mathematica.  We have had a long standing 
relationship with Mathematica and have numerous scientists who are working with 
us from there.  We also have some researchers from Rutgers University School of 
Management and Labor, and particularly our partner on these policy forums are 
Andy Imparatto and Anne Sommers, on the top issues in employment and disability 
policy today.
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We have some upcoming policy forums.  I’ll come back at the end to talk more 
about those.  What I would like to do now is to turn this over to Stephen Bell, who 
comes to us from Abt Associates in Bethesda and is the perfect person to do the 
facilitation for this session as he also has experience with these research projects 
that you will hear more about.  He specializes in impact studies programs to assist 
disadvantaged workers and families and has been our partner on other projects as 
well.  

With that, I will turn this over to you.

Stephen Bell:
Thank you.

I don’t know about perfect facilitator.  I think I was chosen because I may be the 
only one in the room who knows all four of our guests from the U.K.  Well, Richard 
as of this morning.

I’m really excited about the conversation we’re going to have here, something I’ve 
been wanting to be a part of for some time.

As happy as I am to be here and as long as this has been due, the benefit of coming 
now is that we’re going to hear about some very recent policy findings from a 
handful of very worthwhile initiatives in Great Britain.  That said, let me introduce 
our first guest.  

Michael Daly is in some ways the godfather of all of these studies.  He has been 
with the U.K. government for 20 years.  No.  More than that.  I won’t go on.

He’s from Cambridge University.  He appears to be one of the go to guys all around 
the Department for Work and Pensions for research design.  Certainly was very 
valuable on one of the studies that we worked on together.

For the last ten years, Mike’s focus has been on evaluating welfare to work 
programs, addressing population disabilities.  He’s overseeing in some capacity one 
or more, I don’t know, of the studies, and recently moved into a new role to design 
a unique set of benefits to address the extra costs of disability, out of pocket costs.  
As close to understanding U.S. labor market, he will help us to bridge the gap.  
Mike?

Michael Daly:
Thank you for that, Steve.  

I’m also very pleased to be here.  In the introduction, Susanne said she hoped 
to learn from things done in the U.K.  I hope that’s true.  I believe in all of these 
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studies that we will talk about, we have benefited substantially from input of 
colleagues in the U.S., particularly on the technical side but also through grievous 
thinking around issues of supporting people with disabilities.

I will confess, actually, the true number of years I’ve been with the U.K. 
government is 27, which sometimes makes me wake up in a cold sweat when I 
think about that.

I have actually been involved with all of these studies at one time or another.  
Some of them from the start and some of them at the finish, but all of them at one 
point or another.

I don’t want to spend too much time on my introductory remarks, because I think 
the main interest for you is hearing my three copresenters with detailed studies.  
There are just a few things I was asked to cover by way of background.  Why did 
we fund these studies?

I was just saying, I don’t want to take up too much time on introductory remarks 
so we can get to the meat of the presentations.  I was just asked to say a few 
things in an introductory way.  Starting with the question of, why did we fund 
these studies?  What was it about the U.K. policy and social environment which led 
to these studies being set up?  I think the first thing is that since around the late 
1990s, there has been a strong commitment on evidence based policy making from 
the U.K. government.  Evidence based informed policy making is probably a better 
description.  But this actually had its clearest expression in the publication from 
U.K. accounting office, simply adding it up and setting up the case for having much 
better evidence, particularly quantitative evidence, on effectiveness of programs 
and policies.  That was sufficiently important that it had a particular importance 
to the prime minister and others.  So it was designed to make sure that we were 
moving forth on the basis of good, robust evidence rather than prejudice and 
common wisdom.

I think, though, this has been substantially reinforced by the habit of current 
government of signing up to high level targets.  Easy things like eliminate child 
poverty, for example, increase employment rates to 80%.  Narrow the employment 
rate gaps between various disadvantaged groups and the whole population.  And 
indeed in one sense to bring about equality for disabled people.  That’s probably 
not quite such a hard target because we haven’t quite worked out what that 
means.

But the importance of those targets is it really places the focus on outcomes, not 
inputs.  I think in the past, there has been a distinct tendency for not just politicians 
but also for senior officials to support their pet programs, things they wanted to 
bring in and which they saw as effective, regardless of maybe what the long term 
evidence is on their outcomes.  But once you have as the focus achieving 80% 
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employment rate, there’s a limit how much you can fudge that.  What that means 
is that politicians want to know when a program is introduced, what is this actually 
going to contribute to meeting our targets?  How many children will this lift out 
of poverty?  And if it’s not working, eventually that will come out and they will 
want to know that as early as possible and as clearly as possible so we can focus on 
something that does work.

Second question, why disability in particular?  These points are not necessarily 
in order of preference.  I think firstly, there are social reasons.  There is a strong 
design for social reasons to bring about fuller participation of disabled people 
in all aspects of society.  That’s been expressed in one sense by the introduction 
of disability discrimination act of 1995 which has many similarities but also many 
differences from the Americans with disabilities act.

More recently, the prime minister’s strategy unit looked across the whole range 
of policies affecting disabled people and came out with a report with the fairly 
obviously interpreted title of improving life chances of disabled people.  And that 
was where the goal was set out effectively of equality for disabled people by 2025.
Those were the social reasons.  There are also financial reasons.  A number of the 
studies that we’re talking about today have as one of their measures of success 
moving people off of incapacity benefits.  Rough equivalent to your disability 
insurance benefits.  We have something like 2.7 million people signed up on those 
incapacity benefits at home.  If you relate that to population of around 60 million, 
that’s a pretty substantial number.  The annual cost of that is in excess of 12 billion 
pounds, which is about $24 billion a year.  So there’s a strong financial imperative 
for government to try to bring those numbers down.

There are broader economic reasons.  Like many countries, we’re facing the 
problems of an ageing society, increasing numbers of people dependent on 
pensions and other benefits.  And the principal way we have identified to manage 
that increasing burden is to increase the employment rate.  Some probably fairly 
specious sums show if you can raise it from the current 75% to something closer to 
80%, then dependency ratios are kept in control.  These are all working together, 
strengthening the economy, saving money, et cetera, all by doing pretty much the 
same things.  How long that happy coincidence will last is another question.  So I 
think it’s probably important to strike them together.

Why these particular studies?  Just looking at the job retention and rehabilitation 
pilot, we have had a long standing belief that early intervention to help people 
with disabilities to remain in work rather than to move back into work after 
a period of absence is important and ought to be effective.  But actually the 
evidence we have on what works was almost entirely absent.  So we set up a pilot 
to try to test some interventions which Susan will talk about.

The New Deal for Disabled People represented not our first program to help 



�

disabled people move into work, but it was the first really large scale intervention 
designed specifically to help disabled people.  So not an employment program 
to help people who are out of work, some of who might be disabled, but set up 
specifically to help disabled people.

The third one, pathways to work, represents our first serious attempt to introduce 
an element compulsion for people.  Our aim here is to help enough people so we 
can start making a noticeable inroad into those capacity benefits, into the low 
employment rates of disabled people.  So three rather different programs, all 
addressing slightly different issues around employment of disabled people.
I think I’ve said enough if not too much.  We’ll move over to Richard.  Mike.

Stephen Bell: 
Thank you, Mike.  Richard Dorsett is from the policy studies institute in London, 
working on labor market interventions principally, including the one he will speak 
about now, pathways to work, but also encompassing examination of labor market 
programs for unemployed people age 50 and older.  He’s part of the employment 
retention and advancement, welfare to work in the U.K.  And in that role and 
others, he has collaborated with some of the most engaged people on this side 
of the Atlantic, researching his field, and will bring that into our thinking as well.  
Richard?

Richard Dorsett:
Thanks, Steve, and good morning, everybody.  In this section, I will be talking 
about the reengineering incapacity benefits and the effects of the pathways to 
work reforms.  Pathways to work is the label among people with sickness and 
disability within Britain.

Mike has given a bit of a motivation for why this is important.  I just reiterate the 
point that this represents the first real instance of imposing benefit conditionality 
in a work focus benefit conditionality for people claiming these benefits.
The broad outline of what I’m going to talk about is I’ll begin with a quick 
overview of the capacity benefits in the U.K. to provide some additional detail 
showing the numbers of people and why it’s an important policy issue.  Set out 
again in broad terms what the main components of pathways to work comprise.  
And then present the evaluations.  I’ll show what our best estimates are of the 
effect of pathways to work on labor market outcomes.  And I’ll also try to draw out 
some comparisons with the U.S. where possible. 

Okay.  So incapacity benefits in the U.K.  For new claimants, include incapacity 
benefits and income support.  These are two very different benefits with different 
payment levels and rules applying to them.  But importantly, the distinction in 
terms of criteria is that incapacity benefit is payable for those who have made 
sufficient national insurance contributions made by people in employment.  
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Income support is payable to those people who haven’t satisfied those criteria.  
In terms of ongoing eligibility for these benefits, the gateway is something 
called the personal capability assessment, which is a medical test carried out by 
doctors appointed by the department of work and pensions and who provide and 
adjudicate DWP.  They have a points system assessing physical and mental health.  
A number of people, about a quarter, are exempted due to the nature of their 
health conditions.  These might be people with a terminal illness, for example.  The 
PCA itself is a long evidence gathering process that takes from two weeks to five 
months to complete.  It’s also a process that can be appealed.  These appeals are 
successful in a reasonable number of cases.  About 50% of appeals were found in 
favor of the appellant in March 2006.

Clearly, in broad terms, there are some parallels between the IB/IS distinction in the 
U.K. and the distinction in the U.S. between SSDI and SSI, certainly in term of the 
earning criteria.  Another similarity, the PCA has been determined to be the most 
stringent test of disability.

Perhaps more interesting are the differences.  I put three big ones here.  In the 
U.K., benefits are paid while awaiting the outcome of the assessment.  That’s 
a different situation than the states.  Secondly, in the U.K., we have a national 
health service which provides universal healthcare.  So the kind of health provision 
available under Medicaid and Medicare is not so contingent on benefits received as 
it is in the states.  Not at all contingent on benefits.

And finally, a subtler point is that the PCA does not require an individual to be 
incapable of work.  They have to just satisfy the criteria of having a significant 
condition or disability.  There’s no mention of the substantial gainful activity like 
you have in the states.

All right.  Mike already said that we have about 2.7 million claimants of incapacity 
benefits in Britain.  This just shows how we got that.  This is in broad terms across 
a number of companies.  The blue line plots the number of people claiming 
benefits for reasons of unemployment from 1979 to 2005.  You can see this starts 
by being much bigger than a number of people claiming incapacity benefits shown 
in red.  And it’s a very pro cyclical growth almost by definition.  But by the end 
of the period, it’s dwarfed by the number of people claiming incapacity benefits.  
Throughout the ‘80s and ‘90s, the growth of incapacity benefits has been steady, 
going from .7 of a million in 1979 to something close to 2.7 million now.

So that’s the motivation why policy response was needed.  And pathways to work 
is the main component addressing that.  There’s a number of elements to this.  I’ll 
just draw out the main components here.  The first is that it offers early focused 
intervention.  Now, if I haven’t said this already, pathways applies for the new 
claimants of incapacity benefits.  It’s being piloted for some existing claimants but 
we’re mostly talking about people starting a claim here.  Under pathways to work, 
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people have to attend series of work focus entities.  From this point of view, it’s 
significant, this benefit conditionality.

There’s also an attempt to speed up the PCA process and to try to have the PCA 
result available within 12 weeks.  I don’t know if that’s been entirely successful, 
but another aspect of this is to try to focus more on capability under the medical 
assessment rather than simply qualifying the benefits in terms of their condition.
Now, beyond this stage of work focused interviews, further participation in 
pathways is purely voluntary.  Pathways is assembled what is referred to as a 
choices package of specialist support.  This is preexisting and new programs with 
tailored supports as needed.  The big two within this, the NDDP, this is the New 
Deal for Disabled People that I won’t say very much about because Bruce will be 
talking about this.  But it basically provides help into work and support once in 
work for a period of six months.  The more innovative program under pathways to 
work is the condition management program, which is, as is its aim, to help people 
manage their disability or illness.  This is something that’s delivered by the medical 
service in Britain.

The third element of this is to provide clearer incentives.  The key component here 
is what’s called the return to work credit.  This is a payment of 40 pounds per week 
for people entering work.  The payments are paid for a year and people have to 
be working jobs of 16 or more hours per week and the jobs have to be paying less 
than 15,000 pounds a year.

Okay.  I’m not keeping an eye on time.

Okay.  The evaluation approach.  I won’t dwell on the technical piece, but just 
to say that pathways was introduced on a pilot basis initially.  Here we focus on 
those areas where it was introduced in April 2004.  The evaluation is based on 
both survey data and administrative data.  This is essentially structure sod we can 
observe what happens to people from the very start of their claims for a period 
of 18 months subsequent to that.  And we have two cohorts of new claimants or 
people starting their benefits claim.  One cohort, four pathways introduced, and 
one after.  This was within specially chosen comparison areas.  With this structure, 
we are able to evaluate the effect uses differences approach.

Before I present the results of the evaluation, this is a graph I just wanted to show 
because it was very instrumental in shaping people’s expectations that pathways 
was going to have a significant effect.  So the chart shows three lines.  The black 
line – all lines show the six month off flow rate.  The black line shows the off flow 
rate in those areas where pathway was introduced in October 2003.  The blue 
line, the same for those areas where pathways was introduced in April 2004.  And 
the bottom line is everywhere else in Britain.  From what you see, taking the last 
of those first, is that it’s fairly flat for the nonpathways areas, but there are big 
jumps in the exit rates at roughly the time of the introduction of the pilot.  So the 
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October 2003 off flow rate jumps in October 2003 and the April jumps in April 
2004.  So as I say, this was provided early, preevaluation support for the idea that 
pathways was going to have a big effect.

This slide here shows the evaluation results.  Before getting into the detail of this, 
I’ll just say something about the structure of the table.  The first column gives the 
impact estimate.  And the significant effects are marked with stars.  So one star is 
significant at a particular level and two stars is significant at a more exacting level.
The level of significance, the P values given in the second column, the thing I 
wanted to draw out mainly here was the third column labeled “base.” Base could 
have been termed counter factual.  This is the estimate of what these particular 
outcomes would have been had pathways not been introduced.  So take the first 
row, for example.  The effect of pathways on whether somebody was in paid 
work a year and a half after first inquiring about their claim was increased by 
7.4 percentage points from a level of 29.7%.  So that was a significant effect.  So 
there’s a significant employment effect.

In terms of earnings, the effect is positive but not significant.  In terms of incapacity 
benefits, we see a small negative effect but again it’s not significant.

We also asked in the survey, we asked people about their current health status 
and whether their health problem affected their day to day activity.  And the 
fourth row of results here shows that wasn’t a significant effect.  We asked the 
subsequent question of whether it affects their day to day activity a great deal.  
It seems here that the pathways program is reducing the effect that people 
experience a severe constraint on their day to day activities.

In terms of the employment effects, we can look in more depth as to how the 
eventual effect evolved.  This chart here plots the estimated effect over time.  For 
reasons aside, we can’t really look at the four months before.  But the thick blue 
line plots the evolving impact on employment over time.  So at the end of the 
period, what it demonstrates is that this effect has been growing steadily rather 
than the initial surge that subsequently tailored back.  The green shows the 
counter factual or what was labeled “base” on the previous table.

We can do the same for benefit impacts.  This is actually taken from administrative 
data rather than survey data because the survey questionnaire was designed with 
the fact that we could use high quality benefit information from the admin data.  
Again, the counter factuals are shown in green, plotted on the right hand axis.  So 
half the example will no longer be on the sample.

This shows again, at the end of the 18 month period, we have this effect of about 
1.7 percentage points.  But what’s noticeable is that there’s a strong effect at 
roughly the five, six, seven month point where the probability of being off benefit 
at this stage is increased about 6 percentage points.  This clearly maps back into 
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this earlier table that I showed.

Okay.  So to offer some concluding comments, pathways to work is a significant 
development in labor market policy in Britain because it’s the first real attempt to 
impose some conditionality for sick and disabled people on benefit.  It embraces 
the idea of the health benefits of work.  So it wasn’t an intervention purely dreamt 
up with the aim of increasing employment.  But it embraced also the idea of 
returning properties of work after a long period of inactivity.  Although this is a 
very sweetened statement, it broadened the concerns about particular aspects of it.
In terms of how this feeds into policy, there’s a sustained rise in employment but 
not a reduction in benefit suggested in terms of gravitating towards this 80% 
employment target that Mike mentioned earlier on.  The results are quite positive.  
In terms of achieving the one million reduction in benefit roles in IB, the results are 
less positive.  Fewer people are reporting their health condition limits their ability 
to go about their day to day activities.  So this is consistent with what you might 
hope would happen with condition management program.

A couple reminders when attempting to extrapolate any of these points.  First, the 
benefit population here includes in the early days people that haven’t yet passed 
the medical assessment of PCA.  So it’s a different population from the states.
Secondly, as I already mentioned, the availability of Medicaid and Medicare and 
the dependency on receiving SSI and SSDI alters the structure.  So it’s another 
important distinction that needs to be borne in mind.  And that’s it.

Audience Member:
Question?

Stephen Bell:
Are we taking questions?  Yes, go ahead.

Audience Member:
Just a clarification.  I’m struck by, half of the people are not on the benefit rolls a 
year and a half later.  Is that because they didn’t get on or they didn’t pass the test?  
Or do some actually go back to work?  Is there a way to tell the difference?

Richard Dorsett:
It would be a combination.  That’s the last point I was making is that people who 
get the benefit before actually passing the PCA.  So when I enter work or if that 
condition has actually ceased to be a barrier or because I failed the PCA, or for a 
number of other reasons.  That’s why you would expect to see a higher off flow 
rate amongst the population that we’re considering in Britain than amongst the 
population in the states.
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Audience Member:
Does the incapacity test have a durational requirement?  Or is it simply as of the 
time?

Richard Dorsett:
As of the time.

Audience Member:
Oh.

Are we supposed to be using a mic for the webinar or not?

They have it on the table.  Oh, I see.

Okay.  So my question is, can you explain how you could increase employment 
without decreasing benefit receipt?

Susanne Bruyere:
Can you repeat the question?  The audience can’t hear the questions.  Thank you.

Richard Dorsett:
So the question is, how do you reconcile the fact that there’s an employment 
effect but no benefit effect in the long run.  We scratched our heads about this 
as well.  I mean, we’re limited in the extent to which we can come up with a 
conclusive answer to this.  One thing we did do was to create joint outcomes 
where you combined them.  What was observed was that there was an increase in 
the proportion of people who 18 months after starting their benefit, the start of 
their claim, were employed but not on benefits and a reduction in the proportion 
who were not employed and not on benefit.  And those two effects pretty 
much cancelled each other out.  So what it seems to be suggesting is that the 
employment effect is manifesting itself through those people who wouldn’t have 
been on the benefit anyway.

Stephen Bell:
Two more here and then we’ll move on.

Audience Member:
You have compared the additional cost of providing the service and the 
administrator cost?

Richard Dorsett:
So the question is, have we compared the costs of administering the service with 
the benefits.  And the answer to that is, that’s a part of the evaluation.  I have 
only reported on one part of the evaluation, which is the impact analysis.  But the 
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program evaluation involves qualitative analysis.  The impact analysis I presented 
attempts to distinguish the relative effects of component within pathways to the 
overall impact and importantly, the cost benefit analysis.  But the stage of cost 
benefit analysis is that it’s imminent.

Michael Daly:
Just to add something to that, while we are still waiting, the formal cost benefit 
analysis, the decision has been made to roll out the pathways program across the 
whole of Great Britain, and that will be complete by the end of 2008.  And as part 
of that process, my colleagues in the department have convinced our treasury that 
the benefits outweigh the costs.  We have analysis that is less rigorous than Richard 
which the consortium will come up with.  But the sorts of impact estimates we’re 
seeing are consistent with a fairly clear saving to government finances.

Stephen Bell:
Carman?

Audience Member:
I think you made an excellent distinction between the U.K. and U.S. by focusing 
on whether the U.S. focuses on the condition of Medicaid and Medicare and cash 
benefits.

I think there may be some interesting comparisons between your results and U.S. 
results.  One of the things we have found in the U.S. consistently, even with like 
the better designed employment training programs, is we find employment and 
earnings effects but no effects on benefit receipt, even though the structure is very 
different.  Yours might be a little bit more like that, more significant.

I was wondering whether you can tell a little bit about the difference between 
IB and IS and the relative number of people who are on IS and what kind of 
interactions.

Richard Dorsett:
Okay.  Just to repeat the question, there was a comment making comparisons 
across the U.K. and U.S., how it’s fruitful, and the finding of employment effect but 
no benefit effect is not without precedent in the U.S. 

And a request for some expansion on the distinction between IB and IS, which 
I’m probably not entirely qualified to give but I’ll make an attempt at it anyway.  
So the IB and IS differ, as I said, in terms of the eligibility criteria.  So IB requires 
a sufficient contribution, national insurance contribution, over I think it’s the 
previous three years.  And the IS is available to people who don’t have that.  
People applying to go on incapacity benefits all channel through the same route.  
If you haven’t satisfied the earnings contribution, you still apply for IB.  If you 
eventually pass the PCA, you’ll be granted what’s called credits only IB, which is 
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that you become a claimant but not a beneficiary.  So you don’t actually receive 
any payment.  An income support is a benefit available to people on low income.  
There’s an idea of a sudden amount of money that you require for living costs 
which is dictated by your personal characteristic and various premium available 
for adult dependents and child dependents and type of disability and these kinds 
of things, and that income support will provide the necessary income to allow you 
to achieve that.  So it’s common for people, nearly everybody claiming income 
support will also be getting incapacity benefit itself on a credits only basis.

Stephen Bell:
Richard, could you fill in the figures on the relative size of folks getting the 
benefits?

Michael Daly:
I can’t remember the exact figures, but roughly speaking, about 40% of the 
total 2.7 million are on income support rather than incapacity benefit.  That is a 
proportion which has been increasing over time.  I think the other thing that’s 
probably worth saying is that overall, people on the means test income support 
tend to have worse characteristics.  By definition, they’re more likely to be people 
who have little or little work history or an interrupted work history.  Also more 
likely people of mental health problems.  Worryingly, there are differences with 
age and gender as well.

Stephen Bell:
Final point.  Is this correct, that movement between the two types of benefits is not 
as common for an individual over time as it is here?  There’s no over lap.

Michael Daly:
The only over lap, if you’re receiving incapacity benefits, it is possible you can 
claim some income support in addition to that.  So if you have enough children or 
housing costs or whatever that push your entitlement over what you’re getting in 
benefits.  But there’s no movement between the two in the sense that if you have 
the national insurance contributions to entitle you to claim incapacity benefit, that 
record is maintained while you’re on benefit so you’ll never lose it.  And if you 
haven’t got it when you start, then you can’t accumulate while on the benefit.  So 
one or the other.

Stephen Bell:
Okay.  We took a little longer there, but this information is so beneficial.
Next, Susan Purdon will speak about the job retention and rehabilitation pilot on 
which I had the privilege to work with Susan and her colleagues at the National 
Centre for Social Research in London, where Susan is the quantitative methods 
advisor.

She has worked on, in addition to what I’ve just mentioned, the New Deal for lone 
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parents evaluation and an evaluation of education for disadvantaged families.  
On top of which, she specializes in the design of social surveys on topics in the 
university.

Susan?

Susan Purdon:
Yes.  Jack of all trades.  The trial I’m going to talk about is called the job retention 
and rehabilitation pilot.  We never thought of a snappy title for it.  As Steve said, 
it was managed from the national center of social research but it was actually a 
collaboration which Steve and Dave did on what they brought as technical advice 
and led on the cost benefit analysis of that.  It was a huge team effort.
The design, this trial was actually designed as a full randomized controlled trial.  
They are common in the U.S., but we hardly of run RCTs in Britain.  We decided to 
be ambitious.  We had four randomization groups.  We started with this process.
It was a trial aimed at people who were off work sick for somewhere between 6 
and 26 weeks.  To be on the trial, you still had to have a contract for employment 
but you’ve been off work for a considerable amount of time.  And this is very 
yellow.  You can’t see it very well.

The main objective of the trial was to offer help to people so that they would 
get back to work.  And a successful return to work was defined as a return for 
13 or more weeks.  It was entirely voluntary, this trial.  And people have to self 
nominate.  So you have to know about the trial and put yourself forward.

And there were four randomization groups:  A health intervention.  The idea was, 
if you could help people’s problem out, they could go back to work.  The second 
was workplace intervention.  If you were in that one, you didn’t get help with 
your health; what you got was help with your workplace.  So the idea with that 
one was to fix the workplace, not the person.  The third randomization group was 
combined, workplace and work health help.  And fourth was a control group.  The 
trial ran for a two year period from April 2003 to April 2005.

The three interventions, what I’ve done here is tried to characterize what they 
were.  Within reason, the providers of the services were allowed to offer whatever 
they thought was best.  They had budgets but they could offer what they wanted 
to.  What happened to people typically if they were in the health group, they 
would be offered things like physiotherapy, if they had musculoskeletal problems.  
They might get referred to specialists, and that would be paid for them.  Or they 
might get some complementary therapy.

If you were assigned to the workplace group, typically people got ergonomic 
assessments or the service provider would liaise with your employer to help you get 
back to work, making changes in the workplace for you.
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If you were in the combined group, you could get any of the things in the two 
groups above or something else if you like.  An awful lot of people in this group 
got cognitive behavior therapy.  The best way to think about this was the service 
providers had three models to deliver:  Health, workplace, or combined.  The 
combined was meant to be what they thought was best practice.  So what we 
were trying to best practice against those two.  The reason we had the three 
interventions is there was no understanding when we started this as to which 
model would be best both in terms of getting people back to work and which 
would be most cost effective.  So if you were to roll this out, would you roll out 
something that was primarily a health led intervention or would you roll out 
something that was a workplace intervention?  So that was the debate we thought 
we were having.

What we thought would win is that we were convinced the combined one ought 
to come away as the outright winner because that was best practice.

The trial didn’t recruit as many people as we hoped but we did have in total almost 
2,900 people.  We assigned 711 per group.

Now, inevitably, not everybody randomized took up an intervention.  Some people 
didn’t like what was being offered to them so they dropped out.  Some people said 
they wanted help with their health and were actually assigned to the workplace.  
Not everybody got what they wanted.  In the percentages, you can see 78% of 
people with health took it up but only 55% of people offered workplace did not 
take it up.  Most people wanted their health problems sorted out, not help with 
their workplace.  Some people didn’t take it up because they actually went back to 
work very quickly.  So those numbers encompass them.

And not everybody randomized was actually interviewed.  We sent an interview 
around to people’s homes to find out whether they had gone back to work.  But 
not everybody would cooperate with that.  So it was a randomized trial but we 
didn’t have equal size groups at the end to compare.  You might say that slightly 
undermines the design or not.

Okay.  This just gives a rough indication of how much each of the interventions 
cost.  So spend per client over a six month period.  You can see the post expensive 
was the combined intervention at just over 2,000 pounds per person.  That was 
followed by health at about half that.  And the cheapest of all was the workplace, 
or arguably the absolutely cheapest was the control group where you offer 
nothing.  That’s zero.  So again, you would expect combined one is the most 
expensive so that one should win.

This is what we find.  This was our big horrible shock around this.  This is our key 
outcome.  Percentage return to work, 13 weeks.  If you can spot a difference in 
those figures, you tell me where it is.  In every single group, about 45% went 
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back to work.  On that basis, the control group did just as well as any of the other 
groups.  All our theories about how this was going to work completely went 
out the window.  We thought the combined would be the outright winner.  We 
thought the others would be behind that and the control way behind.  But they 
are completely the same.  When we first ran these off, we ran it about 17 times to 
check we got it right.  Eventually we concluded there is no impact.  None of these 
interventions worked.

So faced with that, which we thought this might be a short report to write at 
the end of it, we tried to dig deeper to find if there were subgroups for whom it 
did work.  The problem there is that we ran into rather small sample sizes.  If you 
looked at the group off work because of injury, it was only a small percentage of 
the total group but there is an impact.  Here you can see 36% of the control group 
went back to work.  If you were in one of the other groups, it would be at least 
14 percentage points higher than that.  So for that subgroup, it appeared to work 
and it was particularly powerful if you were assigned to the workplace group.  The 
theory we’ve had is that employers were willing to take people back.

Now, if you got a positive result on one thing and no impact overall, you have to 
have a negative result somewhere.  This is our horrible negative result.  This was 
the most high profile finding we had.  Just border line significant.  If you were off 
work with a mental health problem, the best thing we could have done to you was 
put you in the control group.  If you were in the control group 59% went back to 
work.  If you were in one of the other groups, you had less than 50% chance of 
going back to work.  This was a huge shock.  We were worried that we were just 
kind of fishing around looking for results.  But if it’s right, then it’s rather worrying.
We did collect an awful lot of other data on other outcomes of people.  One of 
the things we expected to happen although it wasn’t the aim of the trial, we did 
expect the trials to improve people’s health, and so we looked at various health 
outcomes.  They’re all self reporting.  I just picked this one out at random which 
was our finding on depression scores.  The scores of 8 to 10 means you have mild 
depression.  11 plus, then it’s moderate to severe depression.  What we would 
have liked to have seen is the interventions reduce the scores of 11 plus because 
that’s when you start worrying about people.  On that grounds, the final column, 
you can see there was actually no impact or more or less no impact on the severe 
depression.  There did appear to be some impact on mild depression.  So if 
you were in the control group, then you had a 25% probability of having mild 
depression which would go down to 20% with the interventions.  So there was 
some small impact on health.  Again, because of sample numbers, we were on 
borderline significance on this but that is a significant finding just about.
So what we concluded was that the interventions had a moderate impact on 
people’s health but pretty much no impact overall on their employment chances.
Now, where that left us, because keep in mind, when we designed the trial, we 
had no expectation that this would happen.  So we didn’t plan for this to happen 
very well.  What we were left with was scrabbling around with the evidence that 



16

we had to work out what had gone wrong and why the interventions weren’t 
working.  The best evidence we had was we did in depth qualitative interviews 
with small samples of people in the intervention groups so we knew what they 
were saying about the interventions.  And the things that we kind of pieced 
together from this, one thing that came back as a recurrent theme was that the 
groups didn’t like the interventions they were offered in many cases.  They thought 
they weren’t intense enough, that they weren’t well enough matched to what they 
perceived as their issues.

The other thing that came out was that people assigned an intervention quite 
often said that their relationship with the service provider wasn’t particularly 
well managed.  So that they were often left to contact the provider to say, what’s 
happening to me now.  And what was coming back was a sense that people 
assigned to an intervention often would – the intervention wouldn’t entirely 
happen because they weren’t following it through.  It is kind of anecdotal.  Not 
everybody said that.  But there is some sense that people were left to be very 
proactive about their intervention, and they weren’t being so, if that makes some 
sense.

The third piece of evidence, because you can imagine, where we were, the finding 
that we were left really having to explain was the failure with the mental health 
group.  The best piece of evidence we have on this and the thing we think might 
have happened is that if you were assigned an intervention, the main aim was to 
try to keep you in your same job as you were in when you started.  So bearing in 
mind everybody had a contract in employment.  What the providers were trying to 
do was get people back to the same job.  The people with mental health problems, 
in the control group, what they did was got themselves a new job.  So that is one 
possible explanation as to why the control group did better.  Essentially, they just 
left their current employers.  What we haven’t done is followed them up over 
time to find out whether that was a short term solution for them and what then 
happened is that they lost that employment as well.  We don’t know.

So that’s where we are.  I’ll finish there.  It was an extremely interesting experience 
but we’re finding it to be a little disappointing, to say the least.

Susanne Bruyere:
Let me hand the mic around.  We now have a roving microphone. 

Audience Member:
Art Sherwood.  Thank you.  What about the black hole of the drop outs?  Did you 
try to characterize them?  You said a lot of people dropped out because they didn’t 
like what happened.

Susan Purdon:
We followed them up through the interviews.  I know we haven’t done any 
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analysis looking at whether they were very different in terms of their outcomes 
to other people.  Maybe we should.  Did you have a particular hypothesis, by the 
way?

Audience Member:
No.

Audience Member:
Very nice presentation.  Thank you.  I have some personal interest in seeing the 
results.  Mr. Brown must be pleased that it is his job to do the randomization.
Having said that, I think it would be too early for him.  One of the things these 
kinds of interventions may do is to slow down people’s return to work.  I mean, 
after all, you need to make a point and so forth.  So it is entirely possible that long 
term effects would be negative as well.  But I think it’s also possible that they may 
turn out different.  I was wondering whether you could match in some medical 
records.

Susan Purdon:
One of the things we haven’t done, and it feels slightly ridiculous, but we could 
track everybody through the trial through their benefit records.  We could actually 
find out whether people turned up on the benefits system over time.  We haven’t 
done that.  I’m not entirely sure why.  We got permission to link their data from 
people, so we can do it.

In terms of whether or not it was long enough, in some instances, the intervention 
could have delayed the return to work.  The service providers didn’t think that was 
a plausible explanation themselves.  They thought they had had long enough with 
people to get them back to work.  So they were very surprised by the findings.  
So though I think it’s plausible, I would be surprised if that turned out to be the 
answer.

Michael Daly:
Just to answer that briefly, I think the intention always was that if we could show 
the increase of people who returned to work for at least 13 people, we would 
follow that up to see if that was sustained for longer.  But as Susan said, this one 
particular failure was not something we planned for.

What we did do, we looked to various other possible measures of outcomes by the 
proportion who would return to work within six months and that also showed no 
impact.  This particular institutional reason for wanting to make sure that you got 
people back to work within the 26 weeks, because after that time, you move from 
broadly speaking from being entitled to sick pay to being on incapacity benefit.  So 
the real thing was, can you actually get people to work, back to work, while they 
still got the contract before they make that slip into long term benefits?  So that’s 
possible that if we work with people for longer, we could have more of an effect.  
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But there’s an institutional reason for that 26 week cut off.

Susanne Bruyere:
There’s a question in the back.  Is it on?

Audience Member:
I was wondering, you mentioned intent to treat.  I don’t know if it would have 
addressed the detail of the population with mental illness in that you could have 
had the people who stayed with it have a different set of conditions.  But they 
could be holding on because of other reasons.  Not necessarily because they 
necessarily got a benefit from the employment but because they benefit from the 
social contact.  So you might be getting a population, and attrition could be very 
systematic.

Susan Purdon:
Because the mental health finding is so controversial, I guess, or disappointing, 
we have recently commissioned a piece of work to look at that group.  That’s one 
of the things being looked at.  I roughly know that the findings are that that’s 
probably not the explanation, as far as we can tell.  I think the explanation that’s 
kind of sticking in there is the changing job distinction.  But I do take your point.

The problem we have is that we’re getting into small sample sizes.  So you quickly 
run out of statistical power to check things out.

Stephen Bell:
One last question here.  We will have time at the end as well.

Audience Member:
I’m wondering if the intervention might have been more successful if it were 
planned with quantitative research with this focus.

Susan Purdon:
If the intentions were granting qualitative research?

Susanne Bruyere:
That included people with disabilities.  

Susan Purdon:
The organizations who did the service provision were people who had worked in 
the field for a long time.  They are all professionals in the field.  What we took for 
granted, maybe rightly or wrongly, was that they understood current theory about 
what was best practice in interventions.  So within the constraints of what they 
were allowed to do, they were providing what they considered to be best current 
practice in the U.K.  We didn’t question that.  Maybe some of the team did, but I 
certainly didn’t.  I don’t think we would have been qualified to do.  So we were 
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brought in as an evaluation team who knew about statistics and trials and so on.  
What we didn’t do is challenge people’s professional delivery of services.  But in a 
sense, that was the most natural thing to do.  If you were to roll it out, that would 
be the model that would be rolled out.

Stephen Bell:
Or involve people with disabilities in that research.

Susan Purdon:
We probably didn’t do that.  The interventions weren’t prescriptive at all.  In the 
headings, there were things you couldn’t do or could do but the providers could do 
whatever they wanted.  There wasn’t a definitive intervention about that, if that 
makes sense.  Probably not.

Stephen Bell:
I’m going to cut off the discussion at the moment.

Last out of the gate, though I think the longest acquaintance in my case, happy 
acquaintance, is Bruce Stafford, professor of public policy at the University of 
Nottingham, who will talk to us about the New Deal for Disabled People research 
results.  A lot of his experience focuses on policies designed to assist members 
of vulnerable groups as well as those populations’ interaction with providers of 
service, both qualitative and quantitative.  He led the international consortium 
for the New Deal for Disabled People research, which was a case study in its own 
right, involving about eight of us, handled very well.  A large thanks there.  He’s 
undertaken research on topics such as factors that affect employment retention 
of disabled people, employers and service providers responses to the disability 
discrimination act of 1995.  And he is as well a past director of the department for 
work interventions.  Bruce.

Bruce Stafford:
Thanks, Steve.  Good morning, everyone.  This presentation is about the New Deal 
for Disabled People.  That’s a national program that was designed to help people 
with disabilities and health conditions move into sustained employment.  And as 
Steve has already mentioned, it was an evaluation that was conducted by a U.K./
U.S. consortium that includes everyone from the U.S. side from Abt Associates.  It 
also includes the organization that Susan works for.

I want to say at the outset that this work focuses on extensively the work of my 
colleagues.  And I want to thank the department for sponsoring the evaluation as 
well.

In terms of sort of key headline findings, I suppose there are two things I want 
to highlight.  First, it is possible to claim that NDDP worked in the sense that it 
was successful in reducing benefit receipt and increasing the employment of 
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participants on the program.  And that from a sort of societal point of view, the 
benefits exceeded the costs.

And the second sort of headline finding I suppose is that this was achieved 
notwithstanding that there were some difficulties in implementing the program.  
And in terms of sort of policy lessons, I suppose there are two key issues we want 
to highlight.  The first of which would be the funding and contractual regime used 
in NDDP, which the Department for Work and Pensions didn’t necessarily get right 
but I think there are potential lessons for both the U.K. and the U.S. 

And the sort of second key thing I suppose is that there are lessons to be learned 
about the broad institutional framework within which NDDP was delivered in the 
U.K.  And there are possibly, in the sense, gave advantages over and above the 
employment networks seem to have on the Ticket to Work in this country.

And what I want to, I suppose, highlight is the role that was played by an 
organization called Jobcentre Plus.  They provide employment services and benefit 
services to people with health conditions and disabilities.

Before going on to the findings, some sort of background information about New 
Deal for Disabled People.  It was piloted in 1998, two versions of it.  In effect, a 
third variant of it was extended nationally in July 2001.  And as I’ve already said, it’s 
a program that was designed to help people claiming incapacity related benefits.  
That’s principally incapacity benefit and income support that Richard has already 
mentioned.  Principally designed to help people move into employment.

It was a voluntary program.  It was delivered by around 60 providers, known as 
job brokers.  And job brokers are a mixture of private, public, and voluntary sector 
organizations who competitively bid to deliver the program.

A key feature of the program was outcome related funding.  Basically, each job 
broker received an expanded registration fee each time someone registered to 
take part in the program.  Initially, that was 100 pounds.  But in October 2003, that 
was increased to 300 pounds.  However, most of their funding came from payments 
they received when someone ended employment and sustained that employment 
for a period of time.

Now, the amount that each job broker received for these job entry and 
resustainment employment varied, and it depended on what the provider of the 
organization negotiated with the department during the procurement process.
There’s a large scale mixed method evaluation.  We did surveys of the eligible 
population.  Surveys of the people who took part, which in some of the literature, 
if you look at it, we sometimes call them registrants, not participants.  There were 
also surveys of job brokers and employers who were involved in the program.  
There was qualitative research of people who took part of the staff involved 
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both in Jobcentre Plus and job broker organizations.  And also there was some 
qualitative research of the employees as well.

The impact analysis and cost benefit analysis both focused on administrative data.  
For a number of the components in the evaluation had a longitudinal component 
to it.  And the evaluation period spanned July 2001 to around about November 
2006.

There were a number of different sort of implementation issues that I could 
discuss.  The first that I want to take up is take up rates of the program.  The 
reading that I’ve done with the evaluation of the Ticket to Work, plus what we’ve 
said about the New Deal for Disabled People, would suggest that take up rates 
could be higher.  The low take up rate in the Ticket to Work seems to be more of 
an issue.  The take up rate in the U.K. was overall 3.1% of the eligible recent claim 
population.  But that take up rate varied by area and it was higher at 5.2% in areas 
where the pathways to work pilots were in operation.

It was probably higher in these pathway work areas because of the more intensive 
mandatory work focused regime that Richard already mentioned.

So while NDDP was a voluntary program, providing structured setting within which 
recipients considered sort of future employment options and aspirations, has 
increased program take up.

I should say, though, that other research that’s been done does show that these 
work interviews are not uncontroversial.  Claimants can complain about the timing 
of these interviews being inappropriate given their health condition.  And in 
some cases, the research suggests that they’ve been used to reassure longer term 
claimants of returning to work rather than focus on Richard’s work.

The second sort of implementation issue I want to take up is about the funding 
contract regime.  This regime had a major influence on the job brokers.  Now, 
without going into the sort of details of the funding regime and how job broker 
performance was monitored, many providers over time increasingly focused on 
those who were closer to the labor market.  And this was because job brokers had 
to be confident that she could convert registrations on the program to job entries 
within a reasonably short period of time.  Otherwise, their reported performance 
against contracted targets and the specified minimum performance requirement 
would be on demand.

Now, as I’ve in a sense touched on, there were funding changes in October 2003, 
and these were in part a response to job brokers, some job brokers, claiming that 
they had difficulties recovering their costs.  And that this funding gap led a few of 
them to withdraw from the program.  For others, it could lead to them searching 
for different ways to subsidize the program.  It could lead to them wanting to 
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increase the number of participants they referred to other organizations for 
service.  It could reduce the resources of the program.  And it could lead to an 
increase in caseloads.

However, as I’ve already mentioned, this did lead to an increased focus on people 
who were close enough to it.

And thirdly, like many implementation studies, the evaluation in a sense highlights 
the importance of information given and of effective communication.  There were 
initially some problems in working relationships between some job brokers and 
some local Jobcentre Plus offices.  But these seem to have been largely addressed 
over time with increase of contact between the staff involved.  Less successfully 
dealt with was the choice element of the program design.  On the NDDP potential 
participants were meant to have a choice of different provider, but in practice, they 
rarely had enough information to make an important choice about which provider 
to use.

In terms of outcomes, the administrative data shows that of the 2,600 registrations 
between July 2001 and November 2006, 43%, or just under 11,000, had resulted 
in jobs by November 2006.  Indeed, the proportion increased over time.  So for 
example, of those registering between July 2001 and 2002, 32% found work within 
12 months.  But this increased to 44% for those registering between December ‘04 
and November ‘05.  Using a sort of match comparison methodology, U.S. colleagues 
had shown that NDDP was effective in encouraging participants to move off 
incapacity related benefits and in supporting moves into employment.  Impact 
estimates were made for both longer term claimants and more recent claimants.
The graph on the left here shows that for incapacity benefit receipt, there was 
a reduction over a 12 month period of 16 percentage points for longer term 
participants, and 13 percentage points for more recent participants.

The graph on the right shows an increase in employment over the same period of 
11 percentage points for longer term participants and by 7 percentage points for 
more recent participants.

These figures are sort of reproduced in this table.  It’s possible to look at impacts on 
benefits and employment rates.  We also can look at the likely impacts following 
the changes that we introduced in the funding and contractual regime in October 
2003.

So what this table shows is at the top, incapacity benefit receipt.  It shows the 
percentage point reduction for longer term benefit recipients and more recent 
recipients, 24 months and 36 months.  It also shows incapacity benefit amount, the 
reduction in pounds on benefit expenditure, again, for 24 and 36 months.  And it 
shows the increase of employment at 24 and 36 months.
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Also on the table, the other figures relate to what happened before and after 
October 2003.  So the estimates for the 36 months show that in general, the 
reduction in benefit receipt continued both longer term and more recently for 
beneficiaries, although diminishing in the more recent claimants.

For employment, it appears that the longer term recipients leveled off to around 
about 10 or 11 percentage points in the third year.  But remained about 8 
percentage points reduction for more recent claimants.  Reflecting the falls in 
benefit receipt that are also savings in amount in benefit.  So for example, the 
average monthly benefit saving initially grew.  By month 24, it was around 81 
pounds for longer term claimants and 51 pounds for more recent recipients.
The analysis that compares impacts before and after the October ‘03 funding 
changes suggests that impacts on benefit receipt and hence benefit amount 
were larger post October but had a more modest effect on the employment rate.  
However, these impacts can’t be attributed to the program definitively.  Am I 
running out of time?

Stephen Bell:
Yes.

Bruce Stafford:
Okay.  Because it could be due to for instance changes in the state of the labor 
market for disabled people or it could be because it’s reflecting that the program 
has matured over time.

The evaluation also involved a cost benefit analysis.  And estimates here are 
presented on a participant basis.  Again, for longer term recipients and more recent 
participants.  The cost benefit analysis is done from three different perspectives:  
Government’s, participant’s, and societal perspective, which is a sum of the two.  
The analysis is slightly complicated because there are three different methods used 
or approaches used to estimate the costs of the program.  The first one is actually 
based on the actual amount that was paid out by the government to it job brokers.  
The second, which on this table is labeled upper bound estimates is based on a cost 
survey of the job brokers cost.  And the third one labeled lower bound estimates is 
the preferred methodology used by the evaluation team is based on an adjustment 
made of job broker costs.  Two of the job brokers who participated, it is suspected, 
overestimated their costs.  However, regardless of whatever cost approach you 
use, from the government perspective, it’s clear that there were benefits to the 
government entity paid.  That’s less true from the participant’s perspective where 
the benefits were modest.  But if you looked at it from the societal point of view, 
there was a net benefit to society from the induction of the program.
Steve, I know you’re hassling me.  If I could just quickly –

Stephen Bell:
Conclusion.



24

Bruce Stafford:
Yes.  I suppose the two key conclusions that I wanted to put across is that, in part, 
this is based on my reading, a partial reading of what you’ve done in the states, 
Ticket to Work program, but it seems to me, the job brokers had an advantage 
compared to the employment networks because of the existence of Jobcentre Plus.  
Because what it was able to do was to assign people to service.  And because of the 
mandatory work focus regime that’s been introduced, it was able to increase the 
take home of the program.  So looking at NDDP, I don’t think there’s necessarily 
anything that the job brokers did, but there are lessons there for the United States.  
But maybe there are lessons about the wide institutional framework within which 
interventions are delivered.

The second sort of conclusion is around outcome related funding.  One of 
the reasons justifying this in the U.K. is that the government was looking for 
innovation and service delivery.  There were, however, economies of scale 
operating in NDDP.  I think one can make an argument that not the large scale 
providers of innovation, but maybe there is a role for smaller specialists local 
providers for these kinds of services, in which case the funding regime should take 
that into account.

Further from the labor market, what provision is made for them.

Finally, I think one can argue that there is a role for an NDDP type service for the 
client group but it would need to be part of the wider regime.

Stephen Bell:
Thank you, Bruce.  If there are any burning questions on Bruce’s information, good.  
Because I want to pass it along to David Stapleton, as the discussant who needs no 
introduction.

David Stapleton:
Can people hear me okay?  Okay.  Thanks.  Steve should have introduced me by the 
fact that my first work on disability was project network which was a project that 
Steve was in charge of the evaluation of.

Stephen Bell:
So it’s my fault.

David Stapleton:
I’m not going to say a lot about your results or try to analyze or worry about 
that.  But I wanted to contrast what has gone on in the U.K. with what’s begun 
on in the United States.  In recent years at least.  1999, we passed the Ticket to 
Work and work incentives improvement act.  It offered us a really, seemed like, 
a golden opportunity to test some new interventions that would help people 
with disabilities go back to work or become gainfully employed and reduce their 
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reliance on income benefits in the federal government and other sources.  I hate 
to say this, but I really think we’ve squandered that opportunity.  The act also 
created the Ticket to Work itself.  We rolled it out of the box after some delay 
because of trouble setting it up without any type of pilot test.  With the passage 
of time, eight years since then, we really have little to show for the opportunity 
that we had.  And I think that’s very disappointing.  We don’t have a benefit 
office demonstration in place.  People were looking forward to that.  What you 
can see in the U.K. is that they have done this.  They have learned a lot.  I’m sure 
you would agree you haven’t been as successful as you hoped to be, but you 
generated a lot of information.  You improved policy.  You demonstrated that 
programs work to the point where you want to make them national policy.  And 
you’re moving forward.  And maybe that reflects what Michael said early on about 
the government’s high level commitment to evidence informed policy and to 
measuring outcomes and improving outcomes for people in the programs.
It’s particularly interesting the contrast, the New Deal for Disabled People with 
Ticket to Work.  I’ve been involved in the evaluation of Ticket to Work.  But as 
Bruce has told you, it has features that sound a lot like Ticket to Work.  There 
are job brokers.  Ticket to Work has employment networks, wide open to 
nonprofits, for profits, government agencies, et cetera.  They have performance 
based payments, based on whether the person gets a job and gets off the rolls.  
And they’re stretched out over a long period of time.  It’s a voluntary program 
essentially although there are some, in some areas at least, where there’s an 
expectation of people trying to work and go through this process.

So lots of ways, it sounds like Ticket, at least in terms of some of the basic features.  
But here, the difference ends.  What we’ve seen is evidence in increased exits in the 
rolls, it increased employment by a comparable amount, and the costs are lower 
than the benefits when you measure it from the government’s perspective, from 
the participant’s perspective, and from the broader social perspective.  We’re doing 
evaluation of Ticket to Work, as I said, and we have an executive summary of the 
third report over there.  What you will see is that we can find no evidence that it 
has increased employment to beneficiaries or increased benefits.  And of course the 
rates were very low, probably about a third of what they are in your program.
That doesn’t mean it can’t be improved.  In fact, the hopeful thing about the 
NDDP is that maybe we can improve the program’s design.  But you also have to 
ask whether it’s the other aspects of the policy environment that are resulting in 
the difference in the outcomes for Ticket versus NDDP.  Bruce alluded to these.  
Especially the health insurance.  Ticket is set up so that people who participate will 
maintain their Medicaid and Medicare for a long time.  So I don’t know that that’s 
such a big deal.  But maybe it is.

I think these job focused interviews that you talked about that people had to go 
through, at least in the pathways areas, that may be an important difference.  
There may be differences in incentives.  People may feel more secure about being 
able to come back to the rolls in the U.K. than in the United States.  But I don’t 
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think we really know the answer to that.  But I think it’s an important question 
that we need to be asking when comparing the results.

I think the pathways to work demonstration is very interesting for me, as is the job 
retention and rehabilitation program.  People in this country have been saying for 
a long time what we really need to do is early intervention and get people while 
they’re still attached to the employer, get them back to work and keep them off 
the rolls or at least shorten their stay on the long term roll.

I think there are some promising results as far as employment is concerned, but 
we don’t see the results we would like to see in terms of the benefits.  Certainly 
Susan’s results are puzzling.  But I think the important point here is that you’ve 
made a lot of progress and we know a lot more because of what is going on in the 
U.K.  I would also like to hear you all comment on what you think we need to do 
further in your country.  What new innovations do you want to test out?  What’s 
on the horizon for you?  Thank you.

Stephen Bell:
Would members of the panel like to respond to the discussant?

Michael Daly:
If you like, I could say something about what we’ve got planned.  Just to 
respond briefly to David, it would be interesting to hear further about what 
we’ve got planned, one thing that we definitely have underway is the national 
implementation of the pathways to work program, which for reasons which it 
would probably be indiscrete of me to speculate on too much.  In the 60% of the 
country which is not already covered by the extended pilots, it has been decided 
that would be contracted out to private and voluntary sector, with contractors 
rather than government agency.  There’s various political considerations going into 
that which I won’t get into.  But we’re definitely committed to doing that.

The other thing we’ve committed to doing is replacing with single benefit, 
employment support allows it will be called.  Where to start were this.  We always 
thought that it was important to have a change in benefit in order to change 
people’s expectations that although, as Richard pointed out, there is an important 
distinction that receipt of our benefit is not contingent on being incapable of 
significant work as in the U.S.  Nevertheless, the fact that you pay somebody 
something called incapacity benefit gives people a strong signal that you assume 
they’re incapacitated.  And it’s very difficult to engage with somebody in a 
conversation about going back to work at the same time they’re trying to prove to 
that you they can’t go back to work.  So we want to change the benefit but also 
change the expectations.  We’re also taking the opportunity to remove some of the 
many anomalies that there are and difference in people being on the two different 
types of benefit.  For example, both current benefits are operated annually in line 
with inflation, but using different indices so they drift apart over time.  So for 
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reasons which no doubt made good sense to somebody at some point but at the 
moment they just confuse people.

There is also simplification going on.  But the main difference that was introduced 
in the welfare reform act was to take the legal powers not only to oblige people, 
as under the pathways to work program to attend work focused interviews, but 
to make a compulsory for most of them to undertake some kind of work related 
activity between those interviews in line with an action plan which they will agree 
with a personal advisor.

Now, because of the current financial situation for U.K. government finances, 
we actually have no firm plans of when we’re actually going to introduce that 
extra compulsion.  We’re spending huge amounts of money on a new I.T. system 
which will be on time, on budget, and will work.  But we haven’t actually yet 
made progress on the mandatory work related activity, and clearly there is a huge 
amount of development needed to do to understand how you determine in an 
individual case what is a suitable program of activity for an individual, how you get 
people to sign up to that, and to what extent you can police or enforce that.  But 
that is the direction we are moving in.  Essentially that for most people on benefits, 
we believe it is reasonable to expect, not necessarily to look for work actively, 
not necessarily to accept a job which would push them to rolls, but something 
reasonable to expect them back to work.  That could be developing their skills.  It 
could be joining a self help group for people with a particular condition.  It could 
be something about sorting out other aspects of their life like trying to get their 
housing situation stabilized.  But just some little steps.

That’s the broad direction of travel we’ve got.  The other thing I would say in terms 
of innovations is that what I would ideally like to do is to spend more money.  We 
have things like NDDP which work and would work for more people if we spent 
more money on it.

Stephen Bell:
Anything else from the panel in relation to Dave’s comments?  Let me mention, I 
have to leave right at 11:00, but Susanne will take over at that point.

Anything more in response to Dave or should we open for questions?

Audience Member:
This question is about protocols to getting people to work.  There was a piece 
that ran in the Washington Post a couple of weeks ago describing how thousands 
of people with disabilities were employed and set aside in federal government 
programs.  I guess they were successfully successful in their work because they were 
doing work in the new executive office building.  My question is, are there any 
protocols you know that are in the pipeline where the government has the job to 
match the abilities of the disabled person with a job and train them to do it?
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Michael Daly:
Everybody is looking at me.  There are a few things along those lines.  I think it’s 
fair to say in the sense of a major initiative, no.  There are a number of approaches 
which have been used by various organizations, including job brokers, which 
have a systematic approach of trying to identify the most appropriate jobs for 
an individual person based on their abilities.  Which I guess is partly what you’re 
thinking about.  And where necessary, to provide them with whatever support 
they need to be able to do that, which might be some preemployment training, 
it might be paying for adjustments, it might be some initial job coaching.  But I 
think the direction we’ve been moving in, as I think is probably apparent from the 
presentations, is rather than the government getting involved in trying to design 
that approach is saying to organizations like our job brokers, if you think you’ve 
got something which works, then by all means, go ahead and do it.  We will pay 
you for the outcome.

One other thing that I would mention, which is relevant, is something which we’re 
working on with various organizations, including employers forum on disability 
in the U.K., which is to encourage large employers to have specific recruitment 
programs for disabled people.  It’s something which some people in the U.K. 
get very hung up about, that there is quite a common feeling that in order to 
demonstrate equality, we cannot say we are only recruiting disabled people.  
That’s actually just not true in the U.K. law.  There’s no reason why you can’t do 
it.  And there’s been a certain amount of success through Jobcentre Plus and other 
organizations with working with large public and private sector organizations to 
specifically recruit qualified disabled people.

Susanne Bruyere:
I know you have a question and you did as well.  I’ll go between you.  I think it 
should be on.

Audience Member:
Thank you.  I’m with America’s health insurance plans.  Question regarding the 
work of Susan Purdon.  The people who were the population for your work were 
all self identified people who stepped forward.  So they were all motivated people.  
And I wonder, if you could test out the idea that motivation itself was a factor 
that was trumping or swamping even the interventions that you planned so that 
subsequent work could actually focus on motivation, ways to identify it, engage 
it, boost it.  For instance, some of the attrition I think could easily have been by 
people who were motivate but then got demotivated because they were offered 
an intervention that they didn’t want.  I wonder if that’s a possible avenue for 
sorting out some of this puzzle.

Susan Purdon:
I think it might be.  I think one of the compromises we have to have on the trial 
is because we had no way of identifying people, we had no lists, we had to ask 
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people to come forward.  We had no way of approaching them.  Which means we 
did have a trial of people who were motivated.  And certainly had we found an 
impact, it would have affected what we inferred from that about more general 
groups.

Whether it is the solution to the puzzle, I’m not sure.  Certainly the service 
providers said to us they knew they had motivated people and they thought when 
they started this that would be the group they ought to be really successful with 
because they were working with people who wanted actively to go back to work 
and if they couldn’t change things for that group, they would have no chance for 
people who were not motivated.  So I don’t know what we would have found had 
we done a trial of unmotivated people.  But what people thought would happen 
is that it would actually be less successful with that group but we can’t prove it.  I 
don’t know what the answer is.

Susanne Bruyere:
Another question, and then we will go to our remote participants.  Thank you.

Audience Member:
I’m with the office of disability.  I have two points.  One is in regards to comparison 
that David Stapleton provided before he left about comparison with the work 
incentive program.  I also think we need to look at TANF and those individuals as 
well.  The second though, a major challenge that we keep finding, especially with 
Ticket to Work, expressed by many people with disabilities, has to do with a fear 
of the loss of their healthcare benefit.  And you may have addressed it and I didn’t 
catch that.  But I’m just wondering how you did include that in your analysis or in 
your review, and I appreciate the comment.

Michael Daly:
Just in terms of on the first point, yes, there is an issue.  This is something that 
my colleagues in the past on the board, we have a very distinct tendency to 
classify people by what benefit they’re in receipt of rather than looking at people 
as individuals.  And there are a lot of disabled people claiming benefits other 
than incapacity benefits who would benefit from participation in some of these 
programs.  It’s something that I won’t say that we have any active plans there, but 
it’s certainly something that people have considered.

In terms of the second point, the health benefits, compared to the U.S., it’s not 
really an issue for the U.K.  As Richard said, we have universal healthcare.  So it’s 
just not a problem.  We recognize that reduces comparability because that’s a big 
barrier for people on SSI and SSDI who might be thinking about moving to work 
that we just don’t have to deal with.  It’s the sort of thing which is broadly in that 
area, which we have looked at; there are other things that people fear losing.  So 
Steve mentioned in his initial introduction, and I have a new post where we’re 
looking at our system of additional compensation for disabled people to help them 
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with the extra costs of disability.  Those benefits are not tested and not contingent 
on being out of work.  But there is a stronger tendency for people to assume they 
will lose those benefits if they move into work, and we have some research which 
is about to go into the field to figure out how to help us overcome that.  So part of 
it we feel is actually about fear and risk aversion rather than what’s actually going 
to happen.  Part of it is actually giving people guarantees that they will actually 
believe about this is what will happen if you move into work.  But some of it is 
simply that whatever you think that people should do, if they’re actually going to 
be worse off when they move into work, you might as well forget about it because 
it’s not impossible to get somebody to move into work at a cost to themselves, but 
it’s not something that is going to provide us with a lot of satisfaction trying to do.

Audience Member:
Thank you.

Richard Dorsett:
Can I add something?  Just a couple of points.  I mean, one, specifically from the 
pathways side, one of the components of pathways is the possibility to waive a 
repeat medical assessment if someone exits benefit and returns to it.  It reduces 
some of the risk of starting again from square one and reentering the program and 
jumping through all the hoops.  But on the first point about comparisons with U.S. 
programs, there’s a fundamental difference that there’s not an obvious program 
to compare something like pathways to because it’s a mandatory program, at 
least in part, for the population of SSI and SSDI recipients in the states, it’s not a 
comparable program.  One of the elements from the U.S. evaluation in New York 
City takes a particular group of people with mental health problems who are on 
TANF and has found mandatory program under a program called Pride which has 
led to specific employment and benefit results.  So this is a TANF population.  But it 
does bear some resemblance to some of the people in the early stages of incapacity 
benefits population, people who operate on a hinterland between the disabled 
population and the TANF population.

Audience Member:
Thank you

Susanne Bruyere:
I would like to take one or two more questions.  Can you stay another 
five minutes?  That’s not a problem?  We have one question here, and our 
administrator at a distance has been accruing questions.  But one more question 
here.

Audience Member:
Hi.  My name is Marlene.  I have a couple of points.  I’m unemployed and I’m 
motivated.  I work in the trenches.  I work with people with disabilities.  Being an 
educator, and I did a presentation in the U.K., and thank God I’ve been educated.  
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The U.K. has educated me as a disabled person.  But even in the United States, 
we’re so caught up on language.  God forbid we use a grant and use people with 
disabilities rather than I choose to use disabled people because we’re an oppressed 
group.  When it comes to employment, looking at, unless our fragmented system 
does not change.  I mean, first of all, the first thing you give up is your benefits 
when you work.  And when you have to worry about health and what the health 
system is today, so I guess my question is, I work for social security myself.  We 
know what the definition is.  It’s antiquated.  So why are we still doing the same 
thing and not changing the system?  If you change the system, employment will 
come.  Once disabled people are recognized as equal and we’re not oppressed, 
then I think we’ll get employed.

Susanne Bruyere:
Any comments from the panel or anyone in the audience in response to the 
comment?

I think we’ve lost some of our participants who perhaps could have responded to 
that.  Thank you for your comment.

Jeff, are you there and can you tell me if you have questions from our participants 
at a distance?

Jeff:
Yes, I’m here, and actually we don’t have any questions.

Susanne Bruyere:
Okay.  Terrific.  Then with that, I am going to thank our panelists.  Anyone 
attending the association of policy analysis and management conference, I believe 
tomorrow morning you have another panel.  Am I right about that?

Richard Dorsett:
Tomorrow afternoon.

Susanne Bruyere:
If you are here in D.C. and are attending that conference, you have another 
opportunity to see our guests.  But our sincere thanks for joining us here while you 
were in the United States.  And thank you to everyone in attendance both here 
and at a distance.

(Applause)

Michael Daly:
Just on behalf of all of us, thank you for giving us the opportunity to present 
this to a wider group of people.  And if anyone wants to pick up on these issues 
afterwards, get in touch.
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Susanne Bruyere:
With your permission, I will put your contact information and your Power Point 
slides on our website so that people can follow up with you directly and also get 
the benefit of seeing the materials.

Michael Daly:
Yep, Thank you very much.

Susanne Bruyere:
Thank you very much.
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