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Purpose of this Report 

The purpose of this document is to serve as our comprehensive, summative report on the results of the 
three year Bridging the Gap demonstration to the Ford Foundation. Specifically, it describes a national 
pilot program designed to help low-paid, frontline, human services workers access work supports 
through their nonprofit employer. Economic conditions beyond nonprofit employers’ control limits their 
ability to increase compensation for their low-wage workforces. However, sector employers recognize 
the personal hardships that employees in these positions face and the domino effect this creates in the 
workplace. This demonstration sought to bridge the gap between earnings and living expenses for low 
paid employees by connecting them to government benefits and income supports.  The report also 
presents data conducted by our outside evaluator to help identify the business case for nonprofit 
employers to offer these services to their frontline staff. 
 
In 2014, with support from the Ford Foundation, NHSA will create an implementation toolkit for 
nonprofit employers about how to best assist low-paid staff with accessing a targeted set of work 
supports. Short summaries of this evaluation report will also become available to inform individuals and 
organizations interested in improving the wellbeing of low-income workers and their families. 
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Catholic Charities USA to Boys and Girls Clubs of America, United Way Worldwide, Salvation Army, and 
YMCA of the USA and collectively operate through 100,000 sites, employ more than 1.1 million 
Americans, and engage virtually every household in the United States as constituents, employees, 
volunteers, or donors. The majority of NHSA members provide direct services through their affiliates at 
the state and local levels. 
 
NHSA’s mission is to strengthen health and human services in the United States through the active 
involvement and leadership of our members. 
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Executive Summary  
 
Frontline human services workers are the lifeblood of the caring infrastructure in communities across 
the United States. They care for millions of Americans across the lifespan and help American families 
overcome challenges and move toward stability and wellbeing. Nonprofit human services employers are 
limited by funding cuts and capped reimbursement rates in their efforts to offer this workforce family-
sustaining wages. Might “work support services” that connect low-paid employees to government 
benefits and income supports enable nonprofit human services organizations to help their staff bridge 
the gap between earnings and their families’ living expenses, contributing to greater financial stability? 
 

Overview of the Bridging the Gap Demonstration 
 
To learn the answer, the National Human Services Assembly (NHSA), with generous support from the 
Ford Foundation, undertook the Bridging the Gap (BTG) demonstration project. BTG tested two related 
hypotheses.  

 The HR function in nonprofit human services agencies can be used to help low-paid employees 
enroll in work supports for which they are eligible.  

 Employer-based delivery of work support services can both increase employee enrollment in 
work supports and enhance employer business metrics. 

 
NHSA contracted with an external evaluator, WFD Consulting, to design and conduct a mixed-methods 
impact evaluation that examined program utilization, efficacy, and outcomes.  The outcomes evaluation 
included assessing typical business metrics relating to employee engagement, absenteeism, 
productivity, and turnover. NHSA’s process evaluation focused on program implementation.  

Results 

Nonprofit Employers Connect Frontline Workers to Work Supports 
The BTG demonstration showed that nonprofit employers are an effective channel to connect low-
income workers and their families with work supports. Over a two-year period, the pilots screened 10% 
of the individuals whom the agencies had employed in low-paid positions.  Of the 1,029 screened 
employees, 86% (883) were eligible for new or additional work supports.a  High numbers of BTG 
participants screened eligible for Together Rx (430); SNAP (401); Lifeline or phone support programs 
(388), Medicaid/State Children’s’ Health Insurance Programs (SCHIP) (345); and tax credits (201). 
 
With pilots’ assistance, 232 employees began receiving new work supports, that is, 26% of employees 
eligible for new or additional work supports became enrolled. The estimated financial value of the new 
work supports was about $587,000 per year, which roughly averages to $2,500 per year for each 
enrolled employee and their household. This level of additional support was meaningful to BTG 
participants who reported less worry, better concentration at work, less work time lost, and improved 
ability to care for their health. 
 

                                                           
a That is, benefit programs in which they were not enrolled in at the time of screening. 
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Moderate Business Case for Employer-Based Services 
There is a moderate business case for nonprofit human services employers to support the provision of 
work support services. The external evaluation revealed that employees who participated in BTG 
reported high levels of employee engagement. Specifically, eight in ten employees who used BTG 
services were satisfied with their jobs, would recommend their employers as good places to work, and 
would choose to work there again.   
 
Among BTG participants, three quarters (73%) planned to stay with their employers for at least three 
years. About half (56% and 57%, respectively) reported increased productivity and fewer absences. A 
dose-response effect was apparent with the best outcomes occurring among employees who enrolled in 
new work supports and lesser, but still statistically significant, gains were observed for workers who 
applied for supports. 
 
Because of the positive effects on employees, WFD conservatively estimated that nonprofit employers 
could save about $225 per employee per year. An employer who screens 100 low-paid employees a year 
could realize cost-savings of about $19,600 from increased productivity as well as reductions in 
absenteeism, turnover, and lost work time. These cost-savings would partially offset the same 
employer’s projected costs of about $54,300 for delivering work support services, yielding a net annual 
cost of about $34,700.  By investing in work support services to screen 100 employees a year, the 
nonprofit could help its low-paid staff to obtain a projected financial value of $57,000 per year in work 
supports. 
 

Financial Wellness to Improve Outcomes 
A major learning from the BTG demonstration was that frontline human services workers were 
experiencing considerable financial instability. Although receiving work supports improved employees’ 
personal and family situations, many factors contributing to financial instability persisted.  Frequent 
moves and changes in housing and telephone service, along with child care and other difficulties related 
to finances, hampered employees’ efforts to apply for work supports.  
 
Over time, pilots began exploring ways to broaden their focus from work supports toward financial 
wellness because employees wanted and needed assistance with other aspects of their financial 
situations.  
 

Implications and Recommendations 

The BTG demonstration revealed some challenges with the BTG model. The evaluation results point to 
ways to expand the positive impact of this employer-based service. 
 

Challenges 
The BTG demonstration was a pioneering effort to test the delivery of work-support services to frontline 
human services workers through their nonprofit employers.  Over time, the pilots gained the capacity to 
efficiently screen employees for work supports. The delivery of follow up services to help employees 
enroll remained labor-intensive. Instability in employees’ financial situations created problems that not 
only disrupted employees’ application efforts, but also hindered BTG specialists’ efforts to help them. 
Government bureaucracies provided additional obstacles to enrollment. The pilots moderated some of 
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these challenges by connecting eligible employees with work support expertise within the agency (e.g., 
such as SNAP enrollment specialists) and community-based partners. 
 
Although one quarter of employees eligible for work supports became enrolled in the benefit programs, 
the transactional cost of achieving those enrollments remained relatively high for the pilots. Toward the 
end of the demonstration, enrollments improved as pilots prioritized high-value work supports, 
especially SNAP, Medicaid/SCHIP, and tax credits. 
 

Recommendations  
Employer-based services can connect frontline human services employees with work supports. The BTG 
results indicate that greater impacts can be obtained by expanding the focus to a more holistic financial 
wellness model. Such a model would: 
 

1. Put Financial Wellness at the Center. Expanded services would help employees develop the 
knowledge and skills to better manage their finances and connect them to resources that 
support building assets and eliminating problematic debt.   
 

2. Integrate Financial Wellness as a Core, Driving Value for the Organization. Financial wellness 
services would be offered to all employees, with prioritization of low-paid staff. At an 
organizational level, a financial wellness ethos would drive operations and client services. 
 

3. Build Organizational Capacity in Financial Wellness. Work support enrollments improved as 
BTG teams involved frontline supervisors, agency leaders, in-house experts on work supports, 
and Employee Assistance Program contractors. Likewise, a broadened focus on financial 
wellness would necessitate developing capacity throughout the organization to help both 
employees and managers maximize current assets and build for the future. For example, 
frontline supervisors could be trained to recognize and refer staff members who may be 
experiencing financial hardships.  
 

4. Offer a Menu of Financial Wellness Supports in Everyday Functions. Taking into account 
employees’ priorities, employers would gradually build a menu of financial wellness services and 
tools from which staff could choose. In-house services might include screening low-paid 
employees for work supports.  New or expanded partnerships with external organizations, such 
as a credit union or a local nonprofit offering tax preparation services, would support financial 
education and assistance with opening up bank accounts/accessing quality, non-predatory 
financial products. 

 
For employers that want to just offer services to improve access to work supports, a number of 
modifications have the potential to improve efficiencies and outcomes. 
 

 Focus on high-value work supports. Given the intensity of follow-up, BTG teams improved their 
results by focusing on SNAP, Medicaid/SCHIP, and tax credits—work supports that had a higher 
financial value than others like Lifeline, which offered a basic mobile phone with a very limited 
service plan. 
 

 Prioritize employees who are most likely to qualify for work supports. Beyond agency payroll 
records, employers would also be attentive to low-paid staff members who experience 
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significant life events, such as a change in their household or a spouse whose job had been 
terminated. 
 

 Use other screening tools. Free online tools are available in many states. Often, such screening 
tools focus on a small number of work supports but may better integrate with state portals for 
online applications. 
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Introduction  
 
Each day, at least 3 million frontline human services workers provide direct care for many more millions 
of children, persons with disabilities, and the elderly.1,2  Other frontline workers are actively involved 
reconnecting individuals and families to community life.  
 
These workers, on whom many of us depend, are an integral part of the fabric of our community. Yet, 
these positions typically pay at or just above minimum wage, are often part time, and qualify for few 
employer-sponsored benefits.  The result is that many frontline workers have similar financial and family 
needs as the clients they serve. 
 
Nonprofit human services organizations employ many of the millions of frontline workers. Economic 
forces beyond their control (e.g., reimbursement rates and other limitations dictated by government 
contracts) limit how they are able to compensate employees. Yet, sector employers recognize the low 
compensation creates real hardships for staff in their personal lives … hardships that also impact the 
workplace. For example, food insecurity and stress about paying the rent distract staffs’ full attention at 
work. Absences occur because employees don’t have a financial cushion of savings to pay for an 
unexpected car repair. Uninsured children with persistent, untreated health problems take workers 
away from the job so often that termination is necessary. 
 
Within this landscape, the National Human Services Assembly’s (NHSA) Bridging the Gap demonstration 
is a bright spot on the horizon.  The premise is simple: government programs that support work can 
profoundly enhance low-income families’ financial stability and ability to care for themselves. Such work 
supports include food stamps, child care subsidies, health coverage, and earned income tax credits, to 
name a few. Yet, few low-income families participate in all of the work support programs for which they 
are eligible.3  
 
Employer-based services to assist low-paid staff in accessing work supports is a cutting-edge opportunity 
for the sector to fill the gap for low-income families and give employees a platform for job stability and 
advancement. 

Purpose of the Bridging the Gap Demonstration Project 

Work supports are a crucial way for lower-income workers and their families – or anyone struggling to 
cover basic expenses – to achieve financial stability by bridging the gap between their income and 
budgetary needs. Participation in work supports can make it easier for employees to be at work when 
scheduled and to fully engage in serving clients.   
 
Those promoting enrollment in work supports face a three-fold challenge to: 
 

 Identify places where large numbers of working poor people can be readily found. 

 Determine how to efficiently and effectively reach employed people who are below or near 
poverty in these locations. 

 Develop a strategy that is easy to replicate—a tool and set of practices that can be easily 
implemented in nonprofits at a low-cost, using systems or structures that already exist.  
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Bridging the Gap (BTG) was a pioneering initiative led by NHSA that addressed all three challenges. 
Namely, BTG engaged the nonprofit human services sector, as an employer of millions of working poor, 
in delivering workplace services that would help low-paid staff to enroll in work supports. The 
demonstration sought to test if and how six sector employers could assist their frontline, low paid staff 
with work support enrollments and then assess impact on the employees (on the job and at home) and 
on the pilot agencies as employers. The pilots served as a way to identify efficient, replicable methods 
for nonprofit employers to assist frontline staff in accessing work supports while simultaneously 
improving workplace outcomes for the organizations. 
 
With a generous grant from the Ford Foundation, NHSA worked with three national sector partners and 
a total of six of their local affiliates in Baltimore, Chicago, and New York.b  Each of the local pilots 
received funding to underwrite a designated part-time BTG specialist to educate employees about work 
supports, screen them for supports, and assist eligible employees as they try to enroll. 
 

Context for this Project 

The BTG demonstration began in 2010 as the nation was slowly recovering from the Great Recession of 
2007-2009.  The economic impact of these years on the low-wage workforce was characterized by high 
unemployment. Since 2010, Wells Fargo Securities reports that lowest paid workers experienced 
negative real wage growth and shorter workweeks than in 2010.4 Governments at all levels were cutting 
budgets and reducing eligibility to work supports, employment, and other programs that invest in 
strong, healthy communities.  
 
Meanwhile, nonprofit human services agencies were wrestling with deep cuts in funding from 
governmental and philanthropic sources even as more people sought their services. As employers, they 
had to eliminate positions and ask the remaining staff members to “do more with less.” (Indeed, several 
of the BTG pilot agencies downsized during the demonstration). Sector agencies increasingly viewed 
employee engagement, such as retention and morale, as a critical ingredient in organizational 
performance. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

                                                           
b Originally, NHSA had eight pilot agencies, but two ultimately were not able to continue due to each 
one’s unique challenges, most of which were external to the demonstration. 
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Definitions of Key Terms and Acronyms 
Bridging the Gap (BTG) A demonstration to assess employer-based delivery of services to help 

low-paid employees obtain more work supports. A grant from the Ford 
Foundation supported this effort. 

 
EasyBenefits Online (EBO)  A software platform designed by EBO Nexus, Inc., to be used to screen low-

income persons for multiple work supports and track outcomes. The 
platform’s original name was EarnBenefits Online®. After BTG pilots 
finished the demonstration, EBO Nexus renamed the tool to 
AccessBenefits Online (ABO). 

 
EBO Nexus The technology partner in the BTG demonstration. 
 
HR The human resources function in pilot agencies 
 
NHSA National Human Services Assembly, the national program office for this 

demonstration 
 
Low-paid employees Workers who earn less than $2,500 per month 
 
WFD Consulting BTG external evaluator 
 
Work supports Government programs that help low-income working families make ends 

meet by providing financial or in-kind assistance. Examples include food 
stamps, Medicaid or other health coverage, tax credits on earned income, 
child care assistance, rent subsidies, and free tax preparation services. The 
demonstration initially referred to these assistance programs as “earned 
benefits” but gradually adopted “work supports.” 

 

BTG Origins 

The origins of Bridging the Gap began, in part, almost a decade ago—in 2004—with NHSA’s efforts to 
encourage the nation’s foremost human service organizations (NHSA members) to promote earned 
income tax credits (EITC) within their networks. The Annie E. Casey Foundation (AECF) supported the 
EITC work as part of NHSA’s work to advance place-based family strengthening.  Several years later AECF 
asked NHSA to shift its primary family-strengthening focus from influencing how members delivered 
client services to an emphasis on NHSA members as employers. NHSA developed a Caring Workplaces 
initiative that focused on ways that nonprofit human services employers could be even more caring 
employers, with a particular emphasis on caring workplace practices relative to the lower paid, frontline 
workforce.  This initiative identified work supports and progressive employer policies (e.g., flexible 
scheduling, paid time off) as two key strategies for strengthening the financial stability of frontline 
human services workers and their families. In response to the economic crisis of 2008, NHSA and AECF 
focused subsequent Caring Workplaces efforts exclusively on the hourly wage workforce; NHSA 
developed easy-to-use materials customized to member organizations’ HR professionals, provided 
onsite training about work supports, and helped HR staff to conduct educational campaigns that 
encouraged frontline workers to apply for work supports. 
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During this time, the Ford Foundation had a “lifting up families for greater economic independence” 
investment strategy to improve the accessibility of work supports.5  One component entailed exploring 
relatively new channels (such as Head Start programs and community development corporations) to 
connect low-income individuals and families to work supports. The Foundation approached NHSA with 
the idea of engaging HR professionals in promoting access to benefits but also in using a technology tool 
that would allow HR to easily screen frontline human services workers and to generate applications for 
work supports. 
 
With grant support from Ford Foundation, the idea blossomed into the NHSA Bridging the Gap (BTG) 
demonstration. The premise was that sector employers could improve access to work supports through 
the use of the then-EarnBenefits Online® (EBO) technology tool, which the Foundation selected. 
Foundation grant support enabled NHSA to plan, implement, and evaluate the demonstration over the 
course of three years (to date). 
 

Logic Model 

The specific BTG model design was based on prior studies (see Background section) and the expertise 
that NHSA developed from its AECF efforts. NHSA’s close working relationship with operations 
professionals, including HR leaders, at member organizations provided both insight into the functioning 
of nonprofit human services HR but also access to knowledgeable advisors. Extensive discussions with 
NHSA members, which collectively employ more than one million people, many in low-paid positions, 
informed design. Sector leaders were interested in learning how increased participation in work 
supports might affect key business metrics, especially employee engagement, absenteeism, and 
turnover.  
 
The human resources (HR) function seemed to be the best locus for delivering work support outreach, 
screening, and enrollment assistance for multiple reasons. Sector leaders suggested that the association 
of HR with managing employer benefits could lower the stigma often associated with applying for work 
supports. Other HR-related advantages included:  

 Regular contact with all employees through activities that offer outreach opportunities, such as 
the onboarding process, enrollment in employer benefits, newsletters, and trainings.  

 Established, confidential relationships with employees, who view HR as a trustworthy source of 
information.  

 Competencies in helping employees through often complex procedures for enrolling in 
employer benefits.  

 Access to personnel records that provide important data for screening (e.g., wages, benefits 
status, disabilities) and experience asking employees for sensitive financial and family 
information. 

 Familiarity with obtaining and handling documents necessary to meet eligibility requirements 
(e.g., driver’s license, social security number).   

 
Accordingly, the BTG demonstration sought to test two related hypotheses. 

 The HR function in nonprofit human services agencies can be used to help low-paid employees 
enroll in work supports for which they are eligible. 

 Employer-based delivery of work support services will not only increase employee enrollment in 
work supports but also enhance business metrics. 
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Figure 1 provides the logic model that guided the demonstration. The inputs included a generous grant 
from the Ford Foundation, NHSA expertise as a national program office and as a gateway to the 
nonprofit human services sector, a technology tool to support work support screening and facilitate 
applications, and an external evaluator.  The roles and functions of the project partners are discussed 
next. 
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Figure 1. Bridging the Gap Logic Model 
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Structure and Roles of the Project Partners 
 
BTG was a collaborative effort among national and local partners, as depicted in Figure 2. NHSA 
provided leadership and served as the national program office. The two national partners were the 
evaluator and EBO Nexus,c the technology provider.  
 

Figure 2. Structure of BTG Partnerships 

 
 
National Program Office 
NHSA served as the national program office for the demonstration project.  In this role, NHSA was 
responsible for the initial design of BTG strategy and subsequent modifications, monitoring 
performance, arranging for external evaluation, and overall project management support for BTG and its 
partners.  This included coordinating and providing technical assistance to the pilots, managing 
communications among project partners, conducting qualitative research to support performance 

                                                           
c In 2005, Seedco, a nonprofit community development intermediary, received funding to launch 
EarnBenefits®, a nonprofit program designed to help people connect to public benefits for which they 
are eligible. The program was built around EarnBenefits Online®, a software platform designed by 
Zoteca, Inc., and used to screen for a multiple work supports and track outcomes. Since 2005, the tool 
has been used in nine states. In 2012, in a move to expand growth of the platform and ensure long-term 
sustainability, Zoteca transferred its ownership of the software to EBO Nexus, a mission-based 
technology start-up firm. The EBO Nexus mission is to create technology that helps low-income people 
easily connect to the supplemental benefits they deserve. EBO Nexus was incorporated in February 2013 
and renamed the tool “EasyBenefits Online” (EBO) while retaining the EBO acronym. After BTG pilots 
finished the demonstration, EBO Nexus renamed the tool to AccessBenefits Online (ABO). 
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monitoring and project evaluation, and disseminating results from the initiative to the nonprofit human 
services sector. 
 
Technology Support 
EBO Nexus provided the technology tool, EasyBenefits Online, and trained pilots’ BTG staff on its use. 
Both NHSA and pilots’ staff used EBO Nexus technical support to improve use of the tool’s features and 
to resolve challenges. EBO Nexus delivered both standardized and customized data reports to the 
national program office and evaluation team and provided technical guidance in interpreting results. 
 
Evaluator 
NHSA contracted with WFD Consulting, an evaluator specializing in workforce development programs, 
to design and implement an evaluation of the demonstration. The WFD lead consultant’s process was a 
collaborative effort that also involved NHSA, EBO Nexus, and the pilots.  In addition, WFD conducted an 
independent employee survey as part of this process. 
 
National Champions  
Three national champions—Catholic Charities USA, Goodwill International, and the United 
Neighborhood Centers of America—recruited member agencies to participate in the demonstration. 
Once the demonstration began, the national champions provided guidance to NHSA, promoted 
productive partnerships between NHSA and the pilots, and promoted dialogue within their networks 
about work supports for frontline staff.  
 
Local Pilot Agencies 
The six local pilot agencies included Catholic Charities of Baltimore, Catholic Charities of the Archdiocese 
of Chicago, Educational Alliance, Goodwill Industries of the Chesapeake, Goodwill Industries of Greater 
New York and Northern New Jersey, and St. Nicks Alliance.  The HR team at the pilot agencies managed 
all aspects of implementing BTG at their worksites, including outreach, screening, and providing follow-
up to employees.  
 

Evaluation Methodology 

The impact evaluation aimed to assess two related hypotheses of the BTG demonstration (see Logic 
Model section). To address these hypotheses, NHSA contracted with WFD Consulting to design and 
conduct a mixed-methods impact evaluation that examined program utilization, efficacy, and outcomes. 
The last item focused on effects on employees as workers, on employees’ personal and family 
situations, and on employers in the demonstration (i.e., pilots).  NHSA staff conducted a process 
evaluation focused on program implementation. The use of multiple qualitative and quantitative 
methods aimed to produce a more complete understanding and testing of the effectiveness and impacts 
of the demonstration than would have been possible with the use of a single evaluation method.  
 
Figure 3 highlights data sources and primary measures used to obtain each type of information. 
Appendix A provides additional information about the outcome evaluation methods. 
 
 
 
 



NHSA Bridging the Gap Summative Evaluation Report 17 
 
 

Figure 3. Evaluation Design Overview  

Information Type Data Sources Primary Measures* 

Program 
Implementation 

EBO tool data reports 
Pilots’ HR information 

systems 
Pilots’ program reports 
Interviews and 

communications with 
BTG teams 

Workforce demographics and characteristics 
Employer-sponsored benefits 
Implementation specifics: start up, staffing, policies, 

procedures, plan modifications 
Success factors 
Challenges 
Post-demonstration plans 

Program 
Utilization 

EBO tool 
WFD survey 

Participant demographics  
Number of employees informed about, screened for, 

eligible for, referred to, and enrolled in work 
supports 

Employee perceptions of BTG services 

Program Efficacy WFD survey 
EBO tool  
HR information systems 
 

Employee awareness of work supports  
Employee perceptions of work support services from 

their employer 
Experience with BTG services 
Access to work supports 
Enrollment by type of work support and value 
Absenteeism costs 
Turnover costs 

Outcomes: 
Employees 

WFD survey 
Pilots’ review of 

employee records 
HR information systems 

Engagement and satisfaction 
Stress 
Productivity 
Absenteeism 
Turnover intention 

Outcomes: 
Employees’ 
Personal/Family 

WFD survey of 
employees  

Psychosocial wellbeing 
Financial value of new work supports to household 
Ability to meet personal and family needs 
 

Outcomes: 
Pilots/Employers 

WFD survey of 
employees 

HR information systems 

Employee absenteeism rates 
Employee turnover rates  
Employee productivity rates  
Employee attitudes 
Employee engagement and satisfaction 

* A primary measure may come from one or more of the data sources in the preceding cell.  
 

Methods 
The evaluation design had three major components.  It was a quasi-experimental design that included 
comparison groups of employees from some of the BTG pilots who did not receive BTG services. The 
first component was a survey-based outcome evaluation of BTG participants to assess the results of the 
project for employees, their families, and the pilots.  The second entailed collection and analysis of HR 
information system data regarding the business case for employer-based work support services. The 
third was a process evaluation of program implementation. The goal of the mixed method design was to 
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provide a multi-dimensional picture of the BTG demonstration; however, it also created the potential for 
discrepant results.  
 
Outcome Evaluation 
The outcome evaluation used mixed-mode survey methods, including print, telephone, and online 
surveys to reach all employees screened between October 2011 and December 2012. The structured 
survey asked about awareness of work supports, customer experience with BTG services, receipt of 
work supports, and impacts on work, personal, and family situations. It included the WFD validated 
seven-item engagement index.6  All six pilots directly distributed the print surveys with postage-paid 
envelopes to the BTG participant groups. In three pilots, comparison groups of 200 employees who had 
never been screened were also surveyed. The employees’ incentive was a $10 gift card for survey 
participation. The surveys were collected between October 2012 and May 2013. 
 
Data on enrollment outcomes also come from another source, the EBO tool database. BTG specialists 
input the data while providing services. The EBO tool uploads data to a central database maintained by 
EBO Nexus. Tool subscribers can then access or request data reports.   
 
Business Case Metrics 
To obtain supplementary data on business case metrics, each of the pilots completed a questionnaire 
concerning the numbers and salary of low-paid employees as well as absenteeism and turnover rates 
and costs. Also, pilots described provision of and eligibility for employer-sponsored benefits for low-paid 
employees, such as paid leave, health insurance, child care subsidies, and flexible scheduling. 
Preliminary baseline data were reported in the third quarter 2011, and annual data were collected in the 
first quarters for 2012 and 2013 about calendar years 2011 and 2012 respectively.  
 
For what was termed an “employee record review,” three pilot agencies examined individual employee 
HR information system data on absenteeism and retention.  Each pilot reviewed 200 total records: 100 
employees who had been screened for work supports and a matched sample of 100 non-participants. 
The pilots used a standardized Excel data collection form and submitted these de-identified data to 
NHSA and WFD for analysis. 
 
The source for program utilization data was EBO Nexus reports about screening, eligibility, referrals, and 
enrollments. Screening data were based on employee information that BTG specialists entered into the 
EBO tool during the screening process. The tool assessed eligibility based on screening data and EBO 
Nexus algorithms. Referrals were created when BTG specialists indicated the employee’s intent to apply 
for a specific work support. As BTG specialists delivered follow up services, they documented the status 
of employees’ applications and enrollments in the EBO tool. The tool’s estimates for the average value 
of each work support are based on various state and federal data sources and compiled by EBO Nexus. 
 
Process Evaluation 
NHSA’s process evaluation focused on program implementation. A case study approach enabled NHSA 
to document how each pilot implemented BTG services and to explore the potential to adapt the BTG 
model for replication across the nonprofit human services sector. 
 
Pilots’ semi-annual progress reports (mostly qualitative) about BTG service implementation, success 
factors, challenges, and expenditures were a foremost component of the process evaluation. Periodic 
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pilot group teleconferences enabled NHSA to understand implementation processes, success factors, 
and challenges.  
 
The NHSA team periodically asked BTG specialists and other pilot staff to assess their efforts to 
implement work supports services and weigh the positive outcomes and associated costs. Another 
component was periodic EBO Nexus data reports on screening, eligibility, referrals, and enrollment at 
each pilot.   
 
Additional process evaluation data sources included: 

 Note-taking during teleconferences with individual pilots and with EBO Nexus. 

 E-mail records with pilots and EBO Nexus. 

 Semi-structured interviews during periodic telephone calls with pilots and technical assistance 
site visits. 

 
Some of these discussions asked BTG specialists to assess the effectiveness of their efforts to implement 
the BTG model and weigh the positive outcomes of the initiative against its associated costs.   
 
NHSA reviewed and analyzed all these data to prepare the detailed case studies in Appendix B. Each 
pilot reviewed its own case study for accuracy. NHSA used the case studies to describe BTG 
implementation at all levels and provide context for some of the outcome evaluation results.  
 
To create estimates of the annual cost of offering BTG services, NHSA asked pilots to give estimates 
about staffing and project costs.  The estimates also draw upon knowledge gleaned from pilots’ 
performance using their natural models. 
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Background    
 
The U.S. Census Bureau reports that 21 million Americans were living in working poor families in 2010.7  
Many low-income Americans experience turbulent lives due to insufficient resources to meet their most 
basic needs. Low-wage workers encounter ongoing problems with familial and job responsibilities due to 
persistent hardships in accessing stable housing, child or elder care, transportation, and sufficient food. 
Difficulties—such as a flat tire, an unexpected expense, or an injury—easily disrupt the delicate balance 
of working poor families. At work these problems can lead to trouble concentrating, unplanned 
absences, and even job loss. Working conditions associated with low-paid positions further contribute to 
instability. In particular, low pay, inadequate training and support, and heavy workloads are leading 
reasons why these workers frequently change jobs.8   

Nonprofit Human Services Sector and Low Paid Workers 
Across the U.S., 3 million people are in frontline human services positions, many of them are low 
paid.9,10  These low-wage frontline employees work directly with people in their local communities who 
need care. For example, home health aides typically make an hourly wage of $9.70 amounting to yearly 
pay of roughly $20,000.11 Their work can be both physically and emotionally demanding, and low wages 
make it difficult to cover basic needs.  If these types of workers are not fully engaged in serving their 
clients, it creates a domino effect in which program outcomes fall below expectations.  
 
Work supports can play a direct role in enabling sector employers to better carry out their missions, 
which fundamentally are to (re)build the fabric of communities, especially for individuals and families 
who are vulnerable, lack economic mobility, and have fewer opportunities than better off neighbors. 
The premise is that when frontline workers have more stable employment and personal situations, they 
will become more effective in helping clients maximize their full potential.   

Work Supports and the Workplace 
Every year billions of dollars in work supports—public and private benefits, assistance programs, and 
income supports like tax credits, nutrition assistance programs, and medical coverage, which can 
enhance a family’s social and economic stability—go unclaimed by eligible, low-wage workers. 
Meanwhile, financial difficulties and poverty-related stressors significantly impact low wage workers’ 
performance, costing employers $200 to $300 billion annually in absenteeism, tardiness, turnover, and 
lost productivity. Employers struggle to find ways to reduce these costs. Yet few organizations, including 
nonprofits, have explored the possibility of connecting employees with work supports as a way to 
contribute to their wellbeing, while improving workplace success.12    
 
Work supports can have a profound impact on low-wage employees’ financial stability and ability to 
care for themselves and their families. The Earned Income Tax Credit and Child Tax Credit alone, for 
example, can effectively raise an $8 per hour wage up to $11 and a $16,000 salary to $21,000. Combined 
with the full suite of work supports, everything from food stamps and Medicaid to child care subsidies 
and energy assistance, these programs not only serve as a major income booster, but can also enable 
low-wage employees and working families to cover all the basic needs.13  
 
Evaluation and research have linked receipt of work supports to positive outcomes for employees and 
families. Programs specifically designed to support work, like the Earned Income Tax Credit and child 
care subsidies have successfully increased workforce participation for low-income families, particularly 
single mothers. Receipt of child care subsidies also increases the likelihood for single mothers to work 
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during regular, daytime hours. Additionally, families with child care subsidies had better work outcomes 
than other families including those with more months of work and higher earnings.14 Thus, work 
supports not only means being able to make ends meet, but also to achieve greater personal and 
professional wellbeing.  

Employee Outcomes 
Almost one out of every four jobs fails to keep a family of four out of poverty. Twenty eight percent of 
working families have earnings that fall below 200% of the federal poverty line.15 Meanwhile, a full 
package of supports including health insurance, child care subsidies, and wage supplements can 
decrease poverty, improve outcomes for children, and increase workplace productivity. However, 
among families with at least one full-time worker who are eligible for certain work supports, less than 20 
percent receives food stamps and about 50% participate in Medicaid or State Children’s’ Health 
Insurance Programs (SCHIP).16 Overall, most low-income working families receive only one benefit or 
none at all.17 
 
For low-income adults, a range of issues limits prospects for job retention and advancement. Daily 
challenges like low levels of education and basic skills, limited employment histories, low wages and few 
employer-sponsored benefits, and child care and transportation costs impede low-income adults’ ability 
to seek opportunities for advancement and to accumulate job tenure.  
 
Two main factors limit annual earnings for low-income adults: high rates of turnover and limited 
prospects for advancement.18  However, research shows that work supports can help these low-income 
adults attain long-term employment and financial stability.19 Additionally, employees are more 
committed to jobs and organizational success in workplaces where efforts are made to connect them 
with work supports and community services. Work supports have the capacity to positively impact 
families by helping to stabilize lives, which in turn, facilitates work.20  
 

Workplace Outcomes 
Connecting employees with work supports has traditionally fallen outside of the way most organizations 
see their responsibilities as employers. Contemporary research shows, however, that there are 
significant advantages to empowering and valuing employees, which includes contributing to their 
wellbeing through practices like workplace wellness initiatives, worker access to medical benefits as well 
as supports for caregivers and working parents. Studies confirm that stable and successful employees 
means a stable and successful workplace for the following reasons, decreased absenteeism, improved 
retention, and greater commitment and morale.  
 
Routine illness accounts for 29% of absenteeism and problems with child care account for another 22%. 
Government programs like Medicaid and CHIP offer medical coverage for uninsured and underinsured 
adults and children, while federal funding allows states to provide their own child care subsidy 
programs.  By connecting workers and their families with these available health and child care options, 
fewer disruptions will occur at work.  
   
It can cost an employer $12,000 to find and train an employee who earns $16,000. Especially among 
low-wage employees, including direct care staff like home health aides and child care workers, annual 
turnover rates can be extremely high — averaging around 50% according to some studies. High turnover 
not only raises operating costs, but also can negatively affect service quality and result in a loss of 
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institutional knowledge. Job retention can be improved when low-income workers receive tax credits 
and other governmental work supports.21 
 
Facing significant stress outside the workplace can make committing to one’s job and having the mental 
focus to be productive at work a real challenge. Helping to ease this by ensuring that an employee can 
put food on the table or pay the bills at the end of the month makes it possible for them to focus more 
attention and energy on mission success.  Moreover, providing these kinds of supports demonstrates an 
investment in employees as individuals and valued team members, which according to Gallup Polls, is 
actually one of the most important factors driving employee engagement.22  

Access to and Use of Work Supports 
Work supports can be accessed in a variety of ways. Some states provide online as well as printable 
applications, pre-screening tools, and policy and procedural manuals used by state eligibility workers. 
Virtually all states have made basic program information on the five main state-administered work 
support programs for low-income people—SNAP, Medicaid, CHIP, TANF, and child care assistance—
available to the public via the Internet.23  
 
However, low paid workers are not receiving nearly all the work supports for which they are eligible. 
Despite 27% of households receiving at least work support,24 McKinsey estimated that Americans fail to 
claim at least $65 billion in government benefits and services for which they are eligible.25 Factors 
explaining low participation include stigma and personal attitudes, limited outreach, demographics, 
income, and institutional factors. 
 
Families, especially those with noncitizen status and low levels of education, lack information about 
available programs and how to enroll.  Immigrant families worry that enrolling children in Medicaid 
could threaten the immigration status of other family members.  Language barriers also limit 
immigrants’ participation in benefits programs. Age and family structure also play a role in families’ 
decisions to enroll in work supports. Parents with school age children are less likely to participate in 
Medicaid or SCHIP than those with younger children. This could result from varying degrees of outreach 
or ease of understanding eligibility rules.  
 
Income is a significant factor with programs like SNAP and EITC where benefits decline with increasing 
incomes than with programs that provide a fixed benefit or a benefit less sensitive to income level. 
Studies show that families eligible for larger benefit amounts (those with the lowest incomes) are more 
likely to apply for benefits than families eligible for smaller benefits amounts.  Some families think that a 
small potential benefit is not worth the trouble to applying for.  
 
Local office procedures and enrollment processes can make a large impact on participation. Some states 
have procedures that make applying for and receiving benefits particularly difficult, which deter eligible 
participants from enrolling or recertifying. Additionally, working families have significant difficulty 
navigating the complex benefits delivery system and therefore avoid interacting with the system all 
together. Research reports that over one-quarter of food stamp applicants drop out because of some 
aspect of the application process, including income verification requirements, length of time before 
receiving benefits, long waits in the food stamp office, missing work, paying for child or dependent care 
while applicants go to the food stamp office, and general confusion about the process.26 
 
Both the public and private sector have developed technology tools to make it easier for low-income 
households to receive work supports. These technological advances can help low-income workers learn 
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about and apply for benefits, check and monitor the status of their application, provide documentation, 
and recertify at locations and times convenient for them, rather than having to go to a benefits office 
during regular business hours. It can also facilitate applying for multiple benefits simultaneously.27 
 
Third party partners, such as community-based organizations, faith-based organizations, community 
colleges, and other non-profit and for-profit intermediaries have had some success in reaching 
otherwise inaccessible populations to inform and help them apply for benefits for which they are 
eligible. These populations prefer to work with local agencies that are known and trusted in their 
communities.28 
 
EBO Nexus’s EasyBenefits Online (EBO) program seeks to address these enrollment challenges by 
helping community-based organizations, state and local agencies, and nonprofits provide their clients 
with screenings and access to critical work supports.29 According to EBO Nexus, trained EBO specialists 
used the tool to screen more than 200,000 low-income clients in the last five years, and more than 60% 
of these clients enrolled in at least one new benefit.30  An Annie E. Casey Foundation publication reports 
that EBO clients were 42% more likely to keep their jobs for three months and 33% were more likely to 
keep their jobs for six months than were clients who did not obtain benefits through EBO services.31 

Examples of Demonstration Projects 
The Supporting Work Project (SWP), funded by the Ford Foundation, targeted workplaces because of 
the potential to break down barriers commonly attributed to the application process for supports, 
especially stigma and having to travel to a variety of agencies to apply.32  
 
One SWP site, the City of Savannah’s Step-Up Poverty Reduction Initiative, produced a study 
investigating the underlying root causes of barriers that inhibit individuals pre-screened for eligibility for 
a benefit from applying for food stamp and Peachcare benefits. Of the 298 food stamp and Peachcare 
cases pre-screened for eligibility only 32% submitted a benefits application of which 22% were awarded 
a benefit and 42% were denied. The biggest reason those pre-screened for food stamps did not apply 
was that they believed they would not be eligible. This, combined with time spent gathering 
documentation and waiting in line at the SNAP office, outweighed the benefits of receiving food stamps. 
With regards to Peachcare, individuals who currently have health insurance for their children do not 
want to experience a six-month gap in coverage while waiting for Peachtree benefits to become active.33 
 
Despite enrollment challenges, SWP found that more than 11,500 workers were screened as eligible for 
work supports. Because of the difficulty in tracking applicants in local and state benefit, SWP sites found 
it nearly impossible to verify that workers who were screened as eligible for benefits actually received 
them. Evidence from sites does suggest that SWP sites were able to connect a substantial number of 
workers to services and benefits. For example, more than 4000 workers reported to the SWP sites that 
they applied for and received free tax preparation support—just one of the benefits and services 
offered.34 Additionally, SWP sites reported that many employer partners gained a greater understanding 
of their employees’ life situations and the kind of economic challenges they were facing as well as the 
vulnerability they faced when trying to obtain the supports to which they were entitled.35 
 
Other initiatives have sought to supplement low-wage workers’ incomes through case management 
services, which included work supports to increase retention and employee engagement. These efforts 
have met with limited success. Single Stop’s 2010 National Data Report shows that 35% of households 
screened for work supports through Single Stop sites ultimately received benefits.36  
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The Work Advancement and Support Center was a demonstration designed to increase low-wage 
workers’ incomes. Through employment retention and advancement services, the program offered skills 
training, career coaching, and access to work supports to increase incomes and stabilize employment to 
low wage workers in Bridgeport, Connecticut, Dayton, Ohio, and San Diego, California. Across the 
program’s three sites, workers’ receipt of benefits increased, but overall the effects of the 
demonstration varied substantially.37 
 
The Cleveland Achieve program piloted an employer-based strategy aimed at reducing the cost of 
employee turnover by providing comprehensive services to workers at employment sites. At any time, 
participants could access case management services including counseling, information about and 
referral to work supports, and access to emergency funds for transportation and child care. Achieve was 
able to increased retention rates within the first 30 days but retention gains incrementally decreased 
after six months.38 
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BTG Implementation 
 
This section describes the implementation of the BTG model. It begins with an overview of the core 
services elements implemented by all of the pilots, followed by a short overview of implementation at the 
six agencies (see Appendix B for the detailed case studies). Next is a summary of how the national 
partners supported the demonstration. The last part discusses the collective experience of the partners in 
implementing this pioneering effort. 
 
To test the concept of employer-based access to work supports, the demonstration developed and 
implemented what might be called an “artificial” service model. It was artificial because the nonprofit 
human services sector employers had not organically found replicable ways to assist frontline workers 
with enrolling in work supports. In the third demonstration year, pilots began to “naturalize” work 
support services by incorporating them into routine HR operations. The Implications section of this 
report recommends ways that the BTG model can be further improved. 

Core Elements of Pilots’ BTG Services 

This section describes the three core elements of the pilots’ BTG services: outreach, screening and 
referrals, and follow-up. Each pilot implemented these core elements. Unique aspects of their 
implementation efforts are presented in individual case studies. 
 
To support the demonstration, pilots received small grants, technical assistance, BTG outreach 
materials, subscriptions to the EBO tool, training, and performance reports. Per pilot grant awards were: 
$20,000 in year one; $27,500 in year two; and $20,000 in year three, with three pilots receiving an extra 
$3,333 for supplemental evaluation activities. 

Outreach  
Outreach aimed to increase employee awareness of work supports for working families, educate 
employees about how work supports enhance wellbeing, and encourage them to be screened for 
benefits at the workplace. Figure 4 summarizes the core elements of pilots’ outreach efforts.  
 
In the first year, NHSA asked all pilots to do a two-month promotion of EBO screening during the 
agencies’ open enrollment period or another designated time. In subsequent years, pilots had ongoing 
communications to inform employees about BTG services, with occasional campaigns that heightened 
promotion.  
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Figure 4. Overview of Pilots’ Core BTG Outreach Efforts 
Outreach Overview 

Who  Both existing low-paid employees and new hires in certain job categories 

 Employees who must recertify with governmental social services departments 
to continue receiving benefits 

How  Messaging and marketing materials gradually refined to overcome perceived 
stigma and other obstacles regarding government benefits 

 Continuous communications through multiple channels to sustain awareness 
of BTG services among employees and their supervisors. 
o Letters and internal emails to employees in target job categories  
o Posters and distribution of fliers through worksites 
o Presentations at benefits orientation 
o Interest form for employees to request screening appointments  
o Meeting with local managers/supervisors to secure their support and 

provide referrals 
o Employee newsletter articles 

 Occasional raffles with gift cards to encourage employees to be screened 

When  Periodic communications with employees and supervisors, especially prior to a 
month in which HR emphasizes screening 

 
In year two, the pilots began shifting outreach from a passive, traditional HR approach to a proactive 
“campaign style” approach.  BTG teams moved beyond information dissemination to also recruit 
managers to directly refer employees for the service, making multiple presentations at staff meetings, 
offering gift card incentives, and expanding the availability of screening sites, times, and modes.  
 
According to pilots, all low-paid employees in targeted worksites (see case studies in Appendix B) 
received one, if not many more, communications about BTG services and the process for scheduling 
screening appointments. Although pilots used multiple communications channels, personal outreach 
(such as one-on-one discussions with employees) generated more screening requests than did bulk 
outreach. Employee word-of-mouth (from screened employees to peers who had not yet participated) 
was a wild card factor that affected outreach (see Factors Affecting BTG Services section). 
 

Screening and Referrals 
Screening was the use of the EBO tool by a trained specialist to assess the eligibility of an individual 
employee and his/her household for work supports. After obtaining a signed authorization from an 
employee, the specialist entered information from the employee into the online EBO tool and shared 
the assessment results about which, if any, new supports that s/he was eligible for beyond supports that 
the employee already was receiving.  
 
A referral occurred when an eligible employee intended to apply for work supports and the BTG 
specialist helped them in some way with the application. Figure 5 summarizes the core elements of 
pilots’ screening and referral services. 
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Figure 5. Overview of Pilots’ Core BTG Screening and Referral Services 
Screening  

How  Set appointment for individual employee or schedule multiple screenings on a 
single day at a worksite with supervisor/manager support (similar to an open 
enrollment session) 

 Obtained signed consent form from employees (EBO Nexus requires this 
before screening can start) 

 Provided employee with a list of information to have available at/during 
screening  

When  By appointment, with several pilots offering evening or weekend screenings 

 At worksites when HR team could screen multiple employees (based on 
employee and supervisor interest) 

 Throughout third year as needed (e.g., recertifying for benefits) or as 
requested 

Where  (Initially) in-person at employees’ worksites or agency central office in a 
private space to respect confidentiality 

 Additional offer of screening by phone for employees’ convenience, privacy 

Referrals 

How   Assisted employees in completing online benefit applications if the EBO tool 
interfaced with work support application systems (ideally, specialists bundled 
online applications into the “screening” session) 

 Otherwise, told employees how to apply, gave them the application forms, 
explained the process, and provided additional information as needed 

 Created tools to facilitate referrals, such as a list of documents required to 
apply for each benefit and maps of social services offices 

When  Post-screening or after the BTG specialist makes a follow up contact with 
employees eligible for benefits 

 
In tandem with the shift to proactive outreach in year two, all pilots shifted screening practices from a 
passive approach—waiting for interested employees to ask for screening—to a proactive approach. This 
meant BTG specialists directly encouraged individual employees to be screened, or they conducted 
“bulk screenings” by coming to worksites to screen many employees.  In addition, pilots also made BTG 
services more accessible by offering choices about when and where employees could be screened. 
 
In year one and two, the pilots reported that screening and referring employees took 45 minutes, much 
more time than initially estimated.  Accordingly, they adjusted their strategies, such as by sending 
multiple BTG specialists to bulk screenings or by pre-populating the EBO tool with personnel information 
already available in HR databases or other recordkeeping. The referral process in Illinois and Maryland 
also took more time than in New York because the EBO tool had limited or no capacity to transfer 
screening data into online benefits application systems. 
 
In year three, pilots found that many of the employees who were most interested in work supports had 
already been screened. Thus, third year focus shifted to screening new hires, employees who had life 
events that could affect eligibility, and staff who needed to recertify to continue receiving work 
supports. This natural mode generated a steady but small number of screenings each quarter rather 
than many screenings in a short period of time. 
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Pilots found screening was relatively easier than assisting employees with applications (i.e., be referred 
to) for work supports. Pilots reported the following impediments to referrals. 

 Sometimes the type of work support(s) or potential value(s) fell short of employees’ expectations, 
and disappointed employees declined to apply. 

 Some eligible employees were wary about government application processes, had previous 
negative experiences with the government social services departments, or felt apprehensive about 
applying and having their applications rejected.  

 Most BTG teams did not understand until year three that some benefit programs streamlined the 
application process for employed individuals. Referrals increased once BTG specialists informed co-
workers they would not need to do in-person applications or interviews. 

Follow-Up Services for Employees who Screened as Eligible for Work Supports 
After the EBO screening, specialists provided follow-up services to employees who were eligible for one 
or more new work supports.  Follow-up services encouraged employees to apply, then helped with the 
process and checked in periodically about application status. Some pilots, because of in-house expertise, 
also assisted employees who encountered roadblocks. All pilots reminded relevant employees to 
recertify for benefits and offered assistance with that process. As relevant, BTG specialists updated 
employee’s information in the EBO tool. Figure 6 summarizes the core elements of pilots’ follow-up 
services. 
 

Figure 6. Overview of Pilots’ Core BTG Follow-Up Services 

Follow-Up Services 

How  Persistently called unless/until employee who screened eligible for benefits 
asked to not be contacted 

 Once the employee was reached: 
o Encouraged submission of applications 
o Provided additional information about benefits 
o Assisted with benefits applications, to the extent that the BTG specialists 

could (e.g., help completing forms, coach them about the process, 
scheduling appointments, troubleshoot problems) 

o Instilled confidence that employees could contact their screeners for 
assistance 

o Inquired about status of applications and receipt of benefits that were 
approved 

 Reminded employees to recertify to continue receiving benefits  

 Sought to develop relationship with social services departments to assist BTG 
specialists or applicants; due to department turnover, relationship formation 
required ongoing effort 

 In spring 2013, organized a gift card raffle to incent employees to inform the 
HR team about the status of their applications 

When  After initial screening, at 2 weeks, 4 weeks, and 6 months in second year; 
gradually most pilots shifted to follow up within 1 week of screening and kept 
in closer contact, as possible, with employees 

 Re-certification reminders and assistance about 1 year after screening, or 
sooner if needed 

 Stopped contacting upon employee request 
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Where  Contacted employee by phone, internal email, or worksite visit 

 
In the first two years, the pilots were asked to provide follow-up services. The implementation of these 
services was initially inconsistent as few employees received screening. Then in the second half of year 
two, the pilots—at NHSA prompting—dedicated much effort to bulk screenings.  
 
As pilots gained experience delivering follow-up services in year three, they found that contacting 
eligible employees soon after screening (approximately a week) seemed more effective in helping 
employees pursue their benefits applications than did initial contacts that occurred two weeks or later. 
According to the BTG specialists, as time passed after screening, employees were less likely to submit 
applications than immediately after.  They observed that low-paid workers often had so much going on 
in their personal lives that applying for benefits was continuously deferred while individuals dealt with 
the most immediate crisis. 
 
Through follow-up services, BTG specialists learned which employees had started receiving new work 
supports and the value of those supports. Follow-up calls also enabled BTG specialists to help employees 
resolve any problems with their applications. This latter assistance was not consistent across pilots due 
to variances in BTG specialists’: 

 Availability (time) to help employees,  

 Knowledge about work supports and application processes, and 

 Relationship, if any, with helpful contacts in the social services departments. 
 

Individual Pilots’ Efforts 

Although all of the pilots’ efforts had the core BTG elements, implementation of those elements was 
quite varied. The following summaries highlight some of the unique aspects of each pilot’s 
implementation from the detailed case studies in Appendix B. 
 

Catholic Charities of Baltimore 
Catholic Charities of Baltimore (CC Baltimore) incorporated BTG services into their HR department. The 
team included the HR director, three HR staff members, agency chaplain, and senior HR administrator in 
implementing the demonstration. The chaplain provided day-to-day operational support. After 
overcoming initial barriers, CC Baltimore gradually linked BTG services into HR functions such as open 
enrollment, benefits administration, and support for employees experiencing hardships. CC Baltimore 
established innovative ways to reach employees and improve the screening and application process. In 
addition to outreach to core target groups, BTG specialists reached out to employees who sought help 
from the agency’s financial hardship program or who requested changes to benefits due to life events. 
CC Baltimore also created tools to assist employees in the screening and application process. For 
example, they developed Preparation Forms that allowed staff to gather necessary information prior to 
the screening.  Additionally, CC Baltimore gave employees the option to be screened by phone, reducing 
the need to travel and resulting in fewer disruptions in the process due to technical problems using the 
EBO tool in remote worksites. 
   

Catholic Charities of the Archdiocese of Chicago  
Catholic Charities of the Archdiocese of Chicago (CC Chicago) was the largest of the six pilots with nearly 
2,800 employees. Because of its size, CC Chicago has a large HR department and its BTG team included 
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the director of HR, two senior managers, and 13 HR line staff trained as BTG specialists.  The agency’s 
162 programs at 157 locations across the Chicago metropolitan area created some logistical challenges. 
While CC Chicago was able to screen a significant number of employees, the volume of employees 
screened made follow up difficult. CC Chicago also had to overcome challenges with the EBO tool and 
the application process. In the first year, the tool for Illinois was in beta form, and both CC Chicago and 
EBO Nexus had to work through technical issues as they emerged. Since this was the first time the EBO 
tool was used in Illinois, both CC Chicago and EBO Nexus lacked prior knowledge about additional forms 
that were required for applying for supports. Despite these challenges, CC Chicago, with executive level 
support, was able to successfully reach employees though monthly benefits orientation, screen 
employees at various worksites, and utilize in-house SNAP expertise to improve acceptance rates. 
 

Educational Alliance 
The pilot at Educational Alliance was overseen by the HR manager and an HR generalist who provided 
day-to-day operational support for outreach and screening. Educational Alliance was one of the smaller 
agencies participating in the BTG initiative. While it employs about 750 staff, many are part-time or have 
irregular, occasional hours (e.g., teaching a short educational session). Because many low-paid 
employee positions are seasonal, the BTG team identified prime times to assist employees with work 
supports, especially during the hiring and training process. To maximize participation during prime 
times, the team integrated BTG outreach into many HR operations, such as communicating to 
employees about BTG services at benefit fairs during open enrollment, publishing monthly features in 
the HR newsletter, and integrating BTG service information into the new hire onboarding process. In 
spring 2012, Educational Alliance was forced to lay off about 25 employees due to reduced city funding 
for out-of-school time programs, and reached out to employees before their last day as their eligibility 
for work supports would be changing.  Despite prior successful outreach practices, BTG staff turnover, 
saturation of low-paid employees screened during year one and two, and the effects of Superstorm 
Sandy resulted in low screening and enrollment numbers in the third year. 
 

Goodwill Industries of the Chesapeake, Inc.  
Goodwill Industries of the Chesapeake, Inc. (Goodwill Chesapeake) chose not to house BTG services in 
their HR department but instead incorporated BTG services into their financial wellness program. 
Screening and enrollment support was a natural fit within Goodwill Chesapeake’s pre-existing financial 
wellness program. Screening for work supports was seen as an additional tool to help Goodwill 
Chesapeake’s employees achieve financial stability. Prior to BTG, the financial wellness program referred 
employees to public and nonprofit supports (but did not provide extensive assistance as with the BTG 
model); assisted with tax preparation; and provided additional tools for managing personal finances. 
BTG services began primarily as an additional offering but became part of routine operations in the last 
15 months of the demonstration. Because screening for work supports was housed in the financial 
wellness program, the team was able to promote screenings in employee orientation and financial 
wellness 101 workshops. Overall, Goodwill Chesapeake had ebbs and flows in their screening and 
enrollment numbers but ultimately remained steadfast in trying and implementing new strategies to 
increase the program’s visibility and reach. A key advantage for Goodwill Chesapeake was strong 
executive and senior management support to communicate the importance of BTG services within the 
agency. 
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Goodwill Industries of Greater New York and Northern New Jersey, Inc. 
Goodwill Industries of Greater New York and Northern New Jersey, Inc. (Goodwill New York) 
incorporated BTG services into their small HR department, and an HR manager and an HR specialist 
staffed the program. The HR manager monitored implementation and interfaced with agency leadership 
while the BTG specialist was responsible for day-to-day program implementation. One key to Goodwill 
New York’s success was the flexibility of the BTG specialist to meet employees at their worksites. An in-
person presence at various worksites also allowed the HR specialist to develop a positive rapport with 
employees that helped reduce stigma concerns.  The BTG specialist also prepopulated records prior to 
screening and provided employees with a list of information and documents needed to minimize 
screening time. Goodwill New York was also able to collect buy-in from retail managers early on in the 
program, which not only encouraged employee participation but also helped to generate employee 
referrals.   
 

St. Nicks Alliance  
St. Nicks placed BTG services within their workforce division in close coordination with the HR 
department. The workforce division already had extensive knowledge about work supports and was 
experienced in using the screening tool from serving agency clients. St Nicks previously provided 
employees with tax preparation through VITA and required all employees who utilized this service to be 
screened for additional work supports. St. Nicks also enlisted the support of two AmeriCorps specialists 
to support Medicaid enrollment. The BTG team showed creativity in trying new strategies such as using 
transit cards as incentives and promoting BTG services at weekly home health aide trainings. 
 

National Level 

NHSA, as the national program office, led national-level support, including technical assistance and 
grants management for BTG, with support from EBO Nexus and the three national champions. The first 
part of this section summarizes the roles and activities of these partners.  The second describes the main 
issues that arose during implementation and types of technical assistance provided.    
 

National Partners’ Roles 
NHSA 
Operating as the national program office, NHSA managed implementation and performance.  The main 
activities included: 

 Working with the three national champions to develop selection criteria for the potential pilots, 
recruit potential pilot agencies, visit prospective pilots, and facilitate the initial implementation 
planning processes at each of the pilots. 

 Administering subgrants to each pilot (e.g., reporting, oversight). 

 Partnering with EBO Nexus to train BTG specialists on the EBO tool. 

 Developing positive, normative messaging and creating outreach communications materials for 
the pilots, such as fliers and posters. 

 Conducting two or three site visits each year to provide customized technical assistance to the 
pilots. 

 Delivering routine technical assistance that included regular peer-to-peer conference calls, 
webinars to address specific challenges, using biweekly check-in calls with each pilot to provide 
direct assistance, and gathering resources to support BTG services based on requests from the 
pilots. 
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 Analyzing data on screening, eligibility, referrals, and enrollment gathered by EBO Nexus to 
identify both promising practices and challenges in implementing the BTG model. 

 
(See the Introduction section, Evaluation Methodology subsection for an overview of NHSA’s role in 
regards to the BTG evaluation.) 
 
EBO Nexus, Inc. 
EBO Nexus had three primary roles in supporting implementation. First, they provided the EBO tool 
through agency subscriptions supported by the Ford Foundation grant. The EBO tool is regularly 
updated with changes in government work support programs. Figure 7 lists the work supports that the 
EBO tool featured at some point in the BTG demonstration in Illinois, Maryland, and New York. 
 
Second, they built capacity at the pilots to use the EBO tool. Beyond training BTG specialists, EBO Nexus 
also provided technical assistance on the use of the EBO tool, coached BTG teams on NHSA 
teleconferences, and directly consulted to resolve problems. EB0 Nexus also worked with NHSA to 
identify technical assistance resources on outreach and enrollment for work supports. 
 
Third, EBO Nexus managed data gathered by the agencies and produced reports.  In terms of the latter, 
EBO Nexus produced monthly “snapshots” of results at each pilot. On-demand reports included more 
detailed “throughput analysis” reports that NHSA used to identify potential problems at different points 
in the BTG service and other data reports as requested by NHSA, pilots, and WFD Consulting. EBO Nexus 
conducted routine check-in calls with NHSA to provide technical assistance on the use and 
interpretation of the EBO data. 
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Figure 7. Work Supports in the EBO Tool 

Work Support Level 

ACS Vouchers** NY 

Child Support Payment Incentive Program MD 

Child Tax Credit* Federal 

Child Care Subsidy Program MD 

Earned Income Tax Credit* Federal 

Earned Income Tax Credit NY* NY 

Earned Income Tax Credit NYC* NYC 

Free Tax Preparation* MD, NY 

Free and Reduced Price School Meals Federal 

Head Start/Early Head Start MD 

Homeowners/Renters Tax Credit (two programs)* MD 

Medicaid (various programs) & state-funded insurance programs IL, MD, NY 

Medicare Buy-in Program MD 

Medicare additional assistance (various programs)  Federal 

Housing assistance (various programs for renters, homeowners) NY 

State Children’s Health Insurance Programs (SCHIP; various programs) IL, MD, NY 

Supplemental Nutrition Assistance Program (SNAP, or food stamps) IL, MD, NY 

Telephone (various programs) IL, MD, NY 

Temporary Cash Assistance MD 

Temporary Disability Assistance Program MD 

Together Rx Access Federal 

Utility assistance (various programs)* IL, MD, NY 

Ways to Work** MD 

Women and Infant Children (WIC) Federal 

* Seasonal support 
Source: EBO Nexus 
 
 
National Champions 
The three national champions played a number of crucially important roles at the start of the initiative.  
Beyond the pilot selection process, other activities included: 

 Serving as liaisons between their respective national headquarters and the executive leadership 
at the pilot agencies to build support for the initiative. 

 Participating in conference calls and peer-to-peer meetings. 
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 Providing NHSA with a “national perspective” on promising practices, initiatives, and policy 
issues related to work supports. 

 Inviting NHSA to participate in their meetings and conferences on work supports, asset building, 
and financial wellness. 

 

National Highlights by Program Year 
Throughout the demonstration, the NHSA team had to continuously reshape approaches and strategies 
to enhance results.  
 
Year One (Sept. 2010-Aug. 2011): Ramp Up  
The initial year of the project had a four-month “ramp up” phase to identify and engage pilots, followed 
by eight months of planning, training, and similar preparations.  During these first four months, NHSA 
and the three national champions worked closely to identify agencies that:  

 Employed large workforces with significant numbers of frontline staff potentially eligible for 
work supports. 

 Had the organizational capacity to support the demonstration, including data collection for the 
evaluation.  

 Were located in one of the limited number of cities where the EBO tool was customized.  
An additional objective for pilot selection was the identification of several agencies per city to enable 
NHSA to better support their state and local needs and to foster sharing across pilots.   
 
Once the pilots were selected, NHSA created a peer support network across the demonstration agencies 
to promote cross-pilot learning and accountability. A notable early success during this phase, Goodwill 
Industries of the Chesapeake was able to begin outreach and screening efforts during summer 2011.   
 
Year Two (September 2011-August 2012): Implementation  
The second year of the project focused on implementing the demonstration model at each pilot.  Upon 
lackluster first year results in most pilots, NHSA revised its technical assistance strategy to increase 
engagement with pilots and set clear and measurable goals and expectations. This included: 

 Closely monitoring pilot performance to assess implementation of outreach, screening, and 
follow-up services.   

 More personalized assistance with pilots in the form of weekly check-in calls, frequent site visits, 
and hands-on demonstrations.  

 Setting intentional performance goals, such as establishing monthly targets for number of 
screenings and follow up services. 

 Requiring pilots to create work plans to improve performance. 
 
In the first half of year two, NHSA and the pilots determined that low demand from employees for 
screenings was due, in part, to use of passive employee outreach strategies that focused on 
disseminating information about the new service instead of proactive marketing.  In response, NHSA 
provided extensive direct support at each pilot to implement a “campaign style” push to reach out to 
and screen employees (see Core Elements of Pilots’ BTG Services section).  Capacity building aimed to 
help BTG specialists to develop strategies that traditional HR services did not require, and NHSA used 
peer calls to facilitate the exchange of lessons learned across the pilots. In the last part of year two, 
NHSA provided small supplemental funding so several pilots could offer transit passes as incentives to 
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spur and aid in employee participation; many employees incurred travel costs in order to be screened 
and to follow up on the application processes. 
 
Messaging also changed. NHSA’s initial BTG marketing materials framed screening as a new service 
offered by employers to connect struggling employees with work supports.   To alleviate stigma 
concerns, pilots began to present BTG services as an additional offering available to all employees. 
 
Year Three (September 2012-August 2013): Implementation of the Natural Model 
In year three, the pilots shifted their approach to a “natural model” that integrated BTG services into 
routine operations of the HR function.  Pilots had become skilled at outreach and screening processes, 
so technical assistance focused on helping pilots improve the effectiveness of follow-up services that 
assist employees with completing applications and enrollment processes.  To support the pilots, the 
NHSA team used informal discussions to surface questions and concerns, facilitated peer-to-peer 
exchanges of ideas and promising practices, and conducted pilot-specific strategy discussions on how to 
manage the transition to integrating BTG services into routine operations.   
 
The throughput reports from EBO Nexus enabled the NHSA team to identify distinct points in screening 
and enrollment processes for various work supports that required additional technical assistance (e.g., 
significant numbers of rejected applications for employees screened as eligible flagged the need to 
review eligibility requirements and enrollment procedures).   
 
A substantial number of employees required additional support to complete the enrollment process, 
even if they left the screening session with completed application forms. Consequently, technical 
assistance also aimed to deepen pilots’ capacity to improve application and enrollment rates. The initial 
implementation of the BTG model emphasized technical procedures for using the EBO tool. In year 
three, NHSA and EBO Nexus focused on helping the BTG teams learn more about eligibility requirements 
and application procedures of specific work support programs.  
 
BTG specialists also needed to develop basic case management and coaching skills to help employees 
through the enrollment process.  NHSA provided training in motivational interviewing techniques to 
encourage employee follow through, developed BTG specialists’ knowledge of specific work supports, 
disseminated promising practices in enrollment strategies from the prior research and demonstrations, 
and provided ongoing coaching. 
 
Given the challenges that pilots and their employees encountered when applying for supports, NHSA 
coordinated outreach to community-based organizations specializing in work support screening and 
enrollment to provide additional peer-to-peer support for the pilot sites. NHSA also organized an in-
person meeting of the pilots to discuss promising practices and lessons learned. 

Capacity of the HR Function to Deliver BTG Services 
The common thread across all program years was the need to build pilot capacity to deliver BTG 
services.  The BTG design phase identified nonprofits’ HR function as the most promising base for work 
support services and anticipated that HR departments would need capacity-building support for the new 
role.   
 
HR professionals at pilot organizations had little to no previous knowledge of governmental work 
supports, so they had to develop certain competencies to help employees enroll in these programs. 
Lacking case management experience, the BTG teams needed NHSA and EBO Nexus assistance to 
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become familiar with documentation and enrollment requirements for a wide array of supports. BTG 
specialists also took initiative to learn government eligibility standards and application procedures 
specific to applicants who had employment income.  
 
The need for capacity-building support was ongoing but evolved. As pilots gained experience in 
delivering BTG services, NHSA and the pilots together identified problem areas and modified approaches 
to improve performance. Four evolutions in the BTG model—described in the next section—
necessitated the delivery of specific technical assistance to support pilots. With each evolution, the 
NHSA team worked with EBO Nexus and drew upon expertise in other national organizations.  
 

Collective Experience 

The overriding BTG experience for all partners was rapid learning about how to best deliver work support 
services, as described below. This section then highlights the four evolutions in the demonstration as all 
partners sought to improve effectiveness. 
 

Steep Learning Curve for All 
Bridging the Gap was a groundbreaking demonstration project—arguably, the first of its kind to test 
screening employees for work supports through the HR function at nonprofit human service 
organizations. The demonstration showed that sector employers are an effective channel to connect 
low-income workers and their families with work supports, but there was a significant learning curve for 
all partners in implementing and refining an untested approach. The pilots had to be creative in 
overcoming multiple barriers to make personal contact with low-paid employees and to deliver 
screening and follow-up services.   
 
Four major evolutions occurred in the demonstration (see descriptions below). 

 Shift from passive to proactive outreach and screening 

 Adjust EBO tool use for employer-based, HR-driven services 

 Integration of BTG services into routine operations 

 Prioritization of high-value work supports 
 
These four transitions each mark a step from the initial artificial BTG model toward a service approach 
that could, with future refinements, become replicable.  
 

Shift from Passive to Proactive Outreach and Screening 
Initial efforts at outreach in the first year of the project relied on more traditional “passive” approaches 
typically used by HR to enroll employees in traditional benefit programs, such as explanation of BTG 
services during new employee orientations as well as disseminating information via fliers, posters, and 
mailings.  This type of routine outreach resulted in a low number of participants during the first year at 
five pilots, so NHSA and the pilots mounted a campaign to increase the volume of screenings in year 
two. Proactive strategies included scheduling screening days at worksites and offering screening by 
telephone and during evenings and weekends.  See the Core Elements of Pilots’ BTG Services section for 
more about the shift from passive to proactive outreach and screening. 
 
Effective BTG services required buy-in from and participation by a range of internal agency stakeholders.  
An unforeseen challenge was low support for the BTG service by managers of low-paid employees.  
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 The Goodwill Industries culture and employee incentives emphasized achieving performance 
goals. Consequently, the worksite managers were concerned that the time for BTG 
presentations and on-site screenings would prevent them from achieving performance goals.  

 The other pilots had workforces that provided care to children, persons with disabilities, seniors, 
and other people in healthcare settings. Often supervisors had to maintain caregiver or allied 
health professional ratios, which meant either screening employees on their own time before 
and after shifts, or scheduling an extra staff person so low-paid employees could be screened 
during their workdays. 

 
Over time, the BTG teams realized that managers and supervisors could play key roles in encouraging 
employee participation in the service, such as promoting the program during employee meetings, 
getting key executives to “sign off” on providing time to conduct screenings, and having managers 
directly refer employees for the service.  Worksite managers eventually proved to be an effective 
resource in encouraging screenings. 
 
These modifications enabled pilots to consistently grow the number of screenings in the last half of year 
two.  One trade off was that although these changes boosted the number of screenings, these active 
types of engagement efforts required more of the BTG specialists’ time. Another trade-off was that the 
number of screenings tapered off in year three in all but one pilot. The other five pilots reported market 
saturation, that is, they had already screened employees who had the most interest in work supports. 
 

Adjusting EBO Tool Use to HR-Delivered Work Support Services 
Before this project, the EBO screening tool had not previously been used as an extension of the HR 
function. It was primarily used by case managers to secure work supports for clients. Although EBO 
Nexus provided training and ongoing support to pilots’ BTG teams, it took time for the specialists at the 
BTG pilots to become proficient with the tool itself, learn some of the particulars of each work support, 
and develop the competencies needed to advance employees from screening into enrollment.  
 
The EBO tool is locally customized because the range of supports and requirements differ from state to 
state, even city to city. This created some initial technical challenges, particularly in Chicago, where the 
tool was newly created. Gradually, NHSA, EBO Nexus, and Catholic Charities Chicago resolved these 
problems. 
 
Pilots also had to adjust their expectations about how the tool worked. Individual screenings (typically 
reported as averaging 45 minutes per employee) took longer than initially estimated. To make 
screenings more efficient, the teams learned to first enter information from HR records into the tool 
before they met with an employee.  
 
The BTG partners initially understood that the tool would transfer screening data into the online work 
support applications. Although the tool had this feature for paper-based applications, the tool did not to 
prepopulate online applications. During year two, BTG partners realized that online applications were a 
best practice because the more steps that an employee had to take to submit an application, the less 
likely s/he was to finish the submission.   
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Integration of BTG Services into Routine Operations 
In year three, pilots transitioned from implementing an artificial model developed by NHSA to a 
“natural” model that fit their organizations (e.g., aligns with organizational values, incorporated into 
routine systems). This evolution enabled the six pilots would to integrate BTG services into routine HR 
operations. 
 
One common challenge was that typical HR administration of standard employer-sponsored benefits is 
done on a mass scale. Efficiency is the goal, and this results in limited contact with individual employees. 
Passive outreach strategies for standard employer benefits tend to be effective because employees have 
strong incentives to enroll, and they can typically complete applications with minimal HR assistance.  In 
contrast, BTG services required more active and time-consuming outreach, technical knowledge about 
government programs, and repeat, individualized follow-up support over weeks and even months. 
NHSA’s technical assistance and informal coaching helped the pilots adapt staffing to the processes for 
the more intensive role that work support services entail.  Pilots that planned to continue work support 
services after the BTG demonstration ended would need to eventually add BTG services to the HR staff 
members’ official set of job responsibilities and make corresponding changes to staff performance 
incentives. 
 

Prioritization of High Value Supports 
Initially, pilots approached all eligible benefits as equally important.  Because of the comprehensive 
scope of the EBO tool, BTG teams tried to assist eligible employees with multiple applications. At the 
beginning of the demonstration, the partners underestimated the time and effort required to help 
eligible employees submit applications and complete the enrollment process.  Experience soon revealed 
that many employees required significant help with correcting or completing applications, 
encouragement to follow through with the process, assistance dealing with rejected applications, and 
similar issues.  
 
Over time, the BTG partners realized they could achieve some “quick wins” by prioritizing benefits that 
were relatively easy to obtain. For example, Together Rx and Lifeline have online applications and a 
fairly straightforward enrollment process.  Other pilots focused on SNAP, Medicaid, SCHIP, and tax credit 
supports with high dollar values and large numbers of eligible employees. Some pilots tapped into their 
agencies’ client services divisions to help employees successfully complete the enrollment processes. 
Pilots also tried partnerships with SNAP outreach grantees in the community who were experts in 
enrollments. 
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Results 
 
This section first presents results from the EBO tool database and from pilots. The second part 
summarizes the impact evaluation results from WFD. After a brief discussion of programmatic results 
from the process evaluation, a crosscutting analysis is provided.  
 

Results from EBO and Pilots’ HR Information Systems 

This subsection reviews program utilization, implementation, and enrollment outcome data for the six 
BTG pilots from two sources: EBO Nexus data and pilots’ HR information systems.  After a big-picture 
overview, the results are organized by the BTG process: outreach screening, eligibility determination, 
referral, and follow-up services for applications. It focuses on aggregated data for all pilots with some 
pilot-specific breakouts where appropriate. 
 

Program Results Overview 
The overall results from the BTG initiative demonstrate that nonprofit human service organizations 
(“sector employers”) are an effective channel to connect low-income workers and their families to a 
variety of work supports.   
 
Pilot data suggest that low-paid employees represent a large segment of the nonprofit human services 
sector's total workforce. The six pilots together employed nearly 9,000 people, of whom about 6,200 
(69%) were low-paid positions that pay less than $2,500 per month.  Many of these low-paid staff were 
in frontline positions. 
 
As Figure E1 below illustrates, the vast majority of pilots’ low-paid workforce were eligible for work 
supports. In the BTG demonstration, more than 1,000 employees agreed to be screened for work 
supports, and the EBO tool determined that 86% of screened employees were indeed eligible for at least 
one new supports.  
 
About half (55%) of employees who were eligible for new work supports intended to apply (i.e., they 
were “referred”).  Referred employees received BTG specialists’ assistance with preparing applications 
and sometimes with the actual submissions. Ultimately, BTG services enabled one in four (23%) 
participating employees to ultimately receive some level of additional support.    
 
Notes 
Unless otherwise stated: 
1.  The unit of analysis of EBO data is an employee’s unique household. For brevity, this report refers to 
employees, but unique employee households are implied. 
2. “Eligibility” and “eligible” relate to new or additional supports that the employee was not already 
receiving at the time of screening. 
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Figure E1. Overview of BTG Results 

 
 

Source: EBO data 
 

Outreach 
Each pilot conducted extensive, ongoing communications campaigns to build employee awareness of 
work supports and the availability of screening and enrollment assistance. Pilots conservatively estimate 
that all of their low-paid employees—more than 10,000 over the three-year periodd—were exposed to 
at least one BTG communication.  Given the use of multiple channels and frequent messaging, actual 
exposure per employee would be higher. 
 

Screening 
Among the pool of 10,143 people working in low-paid positions during the demonstration, roughly 10% 
(1,029) participated in BTG screening. Figure E2 breaks out the potential pool of employees and those 
actually screened by pilot (referred to as “screening reach”). The 10% screening reach is a moderately 
successful result given that BTG were brand new services that differed substantially from traditional HR 
practices. Further, BTG teams had to overcome the significant challenge of negative perceptions about 
work supports.  
 
Among the pilots, Goodwill Chesapeake had the best screening reach of 29% during the demonstration. 
The other pilots reached between 6% to 11% of people serving in low-paid positions. Most pilots 

                                                           
d NHSA estimated of 10,143 is based on 2011 and 2012 calendar year employment data from the pilots, 
with turnover and changes in workforce size factored in. Note that turnover was high in several pilots; 
for example, three pilots’ total turnover rates exceed 35%. Partial program years were pro-rated by 
month.  
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screened the highest number of employees in the 2012 calendar year. The 2012 screening reach 
estimates are: CC Baltimore (7%); CC Chicago (8%); Educational Alliance (10%); Goodwill Chesapeake 
(16%); Goodwill New York (9%); and St. Nicks (6%).  
 

Figure E2. Estimated Percentage of Low-Paid Employees Reached by Screening at Each Pilot Site 
During the Demonstration 

 
Source: NHSA calculations of pilots’ HR information system and EBO data 
 
Nearly four out of five screened employees (79%) were females, as summarized in Figure E3.  The BTG 
participants (n=1,029) also were predominantly full-time employees (69%, n=707); single (73%, n=752). 
Half of the screened employees were African-American (521) and another third (31%) were Hispanic 
(318), and nearly all (88%) told BTG specialists that English was their primary language.  
 
One third (37%) had children in their household. Average household income was $2,005 a month—just 
above the 2013 federal poverty threshold of $1,963 per month for a family of four. The threshold for 
individuals is $958 per month.39 
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Figure E3. Demographic Characteristics of Screened Employees 

Characteristic Distribution 

Gender Male: 221 (21%) 
Female: 808 (79%) 
 

Average Household Income $2,005/month 
 

Ethnicity African-American: 521 (51%) 
Hispanic: 318 (31%) 
White: 104 (10%) 
Other: 24 (2%) 
 

Marital Status Married: 195 (19%) 
Married living separately: 82 (7%) 
Single: 752 (73%) 
 

Dependent Children No children: 645 (63%) 
Children: 384 (37%) 
 

Employment Status Full time: 707 (69%) 
Part time: 322 (31%) 
 

Primary Language English: 901 (88%) 
Non-English: 128 (12%) 

Source: EBO data. Due to rounding, percentage totals may not equal 100. 
 
The pilots’ case studies in Appendix B provide agency-specific demographics.  
 

Eligibility 
Of the 1,029 employees screened, 86% (883) were eligible for new work supports, as shown in Figure E4.  
(Data in Figure E4 are referenced in discussions about referral and enrollment.) An employee’s 
household is “eligible” if it meets criteria for one or more work support programs that it is not currently 
enrolled in. 
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Figure E4. Total Employees Screened, Eligible, Referred, and Enrolled by Site 

 
Source: EBO data 
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Figure E5 provides an important indication of the employees’ level of need based on the number 
of benefits for which they were found eligible.  Indeed, 79% of eligible employees (704) were 
screened as eligible for two or more benefits. Thus, a substantial overall number of pilots’ 
screened employees could potentially receive significant levels of support. 
 

Figure E5. Employees Eligible for One or for Two or More Work Supports 

 
Note: Due to the use of different periods in the analysis, the total number of employees eligible 
for one or more supports is 886. All other analyses are based on the data presented in Figure E1. 
Source: EBO data 
 
 
Figure E6 examines employee eligibility for some of the main types of work supports. A 
significant number of screened employees were eligible for new high-dollar value supports, 
especially SNAP (401) and Medicaid (345). (High-value supports are those that tend to make a 
meaningful difference to low-income households, whether through direct income support or in-
kind assistance, relative to other work supports with lower values.) Relatively few employee 
households were already receiving these two supports.e High numbers of BTG participants also 
screened as eligible for new Together Rx (430) and telephone assistance (388). Fewer 
employees were eligible for child care support or WIC, but only one third of BTG participants 
were in households with children. 
 
These data further indicated that the pilots’ workforce had low participation in work supports 
that could help them bridge the gap between income and living expenses. 

                                                           
e To preserve unique household counts by type of support, data cannot be added across support 
types. 
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Figure E6. Total Eligible Employees by Work Support Type and Current Receipt  
 

 
Source: EBO data 
 

Referrals 
Referrals are when eligible employees intended to apply for work supports.  The BTG specialist 
then provided assistance with applications.  About half (55%) of eligible employees planned to 
apply for at least one work support (490 out of 883). Figure E4 shows a large majority of eligible 
employees at St. Nicks (92%) and Catholic Charities Baltimore (78%) were referred.  (The 
percentages in the preceding text differ from Figure E4 percentages because the latter are 
based on screening results.) 
 
Figure E7 provides additional context.  The aggregate difference between eligibility and referrals 
obscures the high level of demand for specific types of work supports. Lifeline and similar “free 
telephone” programs offer a very modest value, and only 22% of eligible employees planned to 
apply.  At the other end of the spectrum, among eligible employees 49% intended to pursue 
child care supports (58 of 119) and 54% SNAP (215 out of 401), indicating more interest in these 
“high value” programs compared to lower value ones like Together Rx (29%) and telephone 
assistance (22%). 
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Figure E7. Number of Employees Eligible for New Supports Compared to Number Who 
Intended to Apply (“Referred”) 
 

 
Source: EBO data 
 
 
 

Enrollment 
Over the course of the demonstration, the BTG teams screened 883 employees as eligible for 
new work supports. About half (55% or 490) of these eligible employees planned to apply for 
new works supports. Over time, 232 employees began receiving new work supports. The 
resulting enrollment rates were 26% of all employees eligible, or about half (47%) of employees 
who planned to apply.  
 
Figure E8 presents enrollment data by type of work support. The highest number of enrollments 
was in SNAP (54) and Together Rx (57).  Twenty-one employees’ households enrolled in 
Medicaid/SCHIP, or about one fifth of those who were eligible.  
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Figure E8. Enrollment Total by Work Support 

 
Source: EBO data 
 
The EBO tool also screened for a variety of utility assistance and housing supports. These types 
of supports for low-income people, especially in expensive housing markets, can be very helpful. 
During the BTG demonstrations, utility assistance and housing programs often had more people 
eligible for them than their capped budgets could support; consequently, specialists did not 
encourage applications. 
 
In regards to pilots’ enrollment performance (see Figure E4), St. Nicks achieved the highest 
proportion of enrollments (84% of 158 referred employees).  Three pilots got nearly half of their 
referred employees into new work supports: GINY (45% of 60); Educational Alliance (44% of 27); 
and Catholic Charities of Chicago (40% of 85). (Again, the percentages in the preceding text 
differ from Figure E4 percentages because the latter are based on screening results.) 
 
Among the employees enrolled in new work supports, about 60% were households without 
children, and 78% were not married.  Most (85%) of the enrollees were female. 
 
In contrast, nine in ten (90%) employees who applied for the federal EITC (44 of 49) ultimately 
received the tax credit, as illustrated in Figure E9.  Notably, 40 of those 44 were enrolled at the 
St. Nicks pilot site.f  As explained by the BTG specialist at St. Nicks, the EITC application process 
requires an extensive amount of support and typically involves a broader “campaign” style 
effort to marshal the resources (primarily one-on-one time with applicants) necessary for 
enrollment.  However, the St. Nicks approach was not adaptable to the Goodwill Chesapeake 
setting. In year three, the pilot launched its first EITC campaign and intended to screen for work 
                                                           
f Goodwill Industries of the Chesapeake launched their first EITC enrollment campaign for clients 
and employees at the start of 2013.  However, this effort was managed separately from the BTG 
service and employee enrollments for the EITC were not recorded in the EBO data. 

58 

87 

101 

215 

123 

16 
4 

12 
21 

54 57 

3 

0

50

100

150

200

250

Child Care
Subsidy

Lifeline or
phone

Medicaid or
SCHIP

SNAP Together RX WIC

Eligible for New

Enrolled



NHSA Bridging the Gap Summative Evaluation Report 48 
 
 

supports right after finishing tax forms. The Goodwill Chesapeake team subsequently found that 
the level of support required to prepare the tax forms precluded its BTG specialists from also 
screening for work supports. 
 

Figure E9. Employees Eligible for, Referred to, and Receiving the Federal EITC   

 
Source: EBO data 
 

Annual Enrollment Value in Dollars 
The new work supports, including tax credits, had an estimated annual value of $587,012. Figure 
E10 provides a closer look at enrollment values for different categories of work supports.  
Specifically, employees gained $225,453 in income supports, $192,618 in health insurance 
coverage, and $155,420 in tax credits and preparation assistance for their household. The 
average value of the supports per enrolled employee is $2,530 per year.  
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Figure E10.  Annualized Financial Value of Supports by Category 

 
Source: EBO data 
 
Figure E10 also shows that the three main categories of work supports—health insurance, 
income support, and tax supports—are roughly equivalent in terms of total dollar value. 
Notably, as illustrated in Figure E11, three specific support programs—Medicaid, SNAP, and 
EITC—comprised two thirds or more of their respective categories (of health insurance, income 
support, and tax supports). Together, these three programs represent an annual value of 
$446,511, or three quarters (76%) of the total value of $587,012.  This valuation roughly 
averages to $2,500 per year for each enrolled employee and their household. 
 
According to EBO Nexus, their estimates of the average annual value may be high for the BTG 
population. EBO Nexus uses state- and county-level averages that would include individuals and 
households that are not employed (and thus having lower incomes and receiving higher 
allotments). 
 

Figure E11. Highest Value Supports 

Program % of Category 
(Total Annual Value) 

Medicaid 66% of Health Insurance  
($126,812 of $192,618) 

SNAP 91% of Income Supports  
($204,236 of $225,453) 

EITC (all) 74% of Taxes  
($115,352 of $155,420) 

Source: NHSA calculations with EBO data 
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WFD Impact Evaluation Findings 

This section summarizes the main findings of the WFD evaluation.   
 
According to the WFD Consulting evaluation, BTG had positive impacts on both employees and 
their employers. The impacts were strongest among employees who enrolled in new work 
supports, but positive effects were also found among employees who had applied for supports. 
The WFD findings document the moderate business case for employers to offer work support 
services to their low-paid workforce. 
 
WFD evaluated impact in three domains: 

 Employees in terms of their job. 

 Personal and family impacts for employees. 

 Pilots as employers. 
 
The primary method was a survey of employees that collected information about BTG services 
(for program implementation); service outcomes; and impact in the three domains.  WFD also 
analyzed some supplemental business case data from the pilots. See Appendix A for the full 
WFD evaluation report.  Note that survey questions referred to “earned benefits,” whereas the 
BTG program language evolved in the last year to “work supports.” 
 

Increased Knowledge of and Positive Attitudes about Work Supports 
Prior to BTG, only a quarter of surveyed employees (27%) knew they might be eligible for work 
supports. Figure W1 shows that knowledge of eligibility varied widely across pilots and may 
reflect the different employee demographics in the workforces.  Only 6% of Educational 
Alliance’s eligible employees (51% of respondents were under 30 years old) knew that they 
might be eligible for supports before the BTG program, compared to 40% of St. Nicks’ eligible 
employees (95% were age 40 or older). Even among the 47% of screened employees who 
already received work supports, only 35% knew they might be eligible for other supports. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



NHSA Bridging the Gap Summative Evaluation Report 51 
 
 

Figure W1.  Employees’ Knowledge that They Might Be Eligible for Work Supports before 
Bridging the Gap Program 
 

 
 
 
Source: WFD Consulting Data 

 
Survey results provide evidence that employees who had experience with BTG services 
were not stigmatized or ashamed and that they felt the service was beneficial.  
Employees overwhelmingly agreed with the necessity for financial and in-kind work 
supportsg (94%) to help people meet their most basic needs (92%), see Figure W2. Also, 
one fifth or fewer respondents felt that people should not rely on government or 
employer supports (17%) and that only the unemployed should be eligible to access 
public benefits (20%).  Employee opinions were divided about whether public benefits 
encourage dependency and loss of motivation to work. 
 
 
 
 
 
 
 

                                                           
g Throughout the text of this report, the general terms “BTG specialist” refers to specialists who 
provided the services, “work supports” to describe the earned benefits and income supports for 
which employees applied, and “BTG services” for what pilots marketed to employees as the 
“Employee Outreach Service.” This represents the evolution of the program terminology.  For 
the sake of accuracy, charts and tables presenting WFD data use the exact wording of survey 
items as they appeared on the survey instruments, for example, “HR Benefits Specialist,” 
“benefits,” and “Employee Outreach Service.”  These terms are meant to be equivalent to “BTG 
specialist,” “work supports,” and “BTG services.”     
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Figure W2.  Attitudes about Public Work Supports 

 
Source: WFD Consulting Data 
 
In addition, a sizable segment of employees were experiencing particularly hard times. One in 
four respondents (50%) reported that they or a family member had experienced job loss or 
other employment changes actions in recent months (Figure W3.) 
 

Figure W3.  Employment and Household Changes in Recent Month 

 
 
Source: WFD Consulting Data 
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Perceptions of BTG Services 
Three quarters or more of respondents favorably rated their experiences with BTG specialists. 
More than three quarters agreed that BTG specialists were knowledgeable, available, and 
helpful in filling out forms and providing information (see Figure W4). Two thirds (66%) of 
respondents reported that the BTG specialist followed up with them by phone to check in that 
they had the information needed to apply for the benefits.  As previously reported in Figure W2, 
89% would encourage a co-worker to use the program if s/he were eligible. 
 

Figure W4. Ratings of BTG Specialist and Services 

 
Source: WFD Consulting Data 

 
Finally, BTG saved employees time: 38% of participants saved one to five hours, and 43% saved 
six or more hours by using the program compared to the time it would have taken without 
access to the program.   

Enrollment in New Work Supports 
Almost half (46%) of employees who were eligible for work supports proceeded with applying.  
The top supports that they applied for were SNAP; tax credits (state and federal); free tax 
preparation services; and Medicaid/SCHIP.  
 
Among the 46% who applied for at least one new work support, over half (54%) were eventually 
approved for at least one new support.  As captured in Figure W5, tax supports—free tax 
preparation services, earned income tax credits, and child tax credits—had most of the highest 
approval rates. Other non-tax supports with 30% or better approval rates were Together Rx, 
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WIC, SCHIP, SNAP, and school meals. In terms of the entire pool of screened and eligible 
employees surveyed, 25% were approved to receive new work supports as a result of BTG 
services. St. Nicks had the highest rate of new benefits received (56% of participants).  

Figure W5. Status of Top Benefits as a Result of Bridging the Gap Program Sorted by 
Percentage Approved 
 

 
Source: WFD Consulting Data 
 
 
WFD estimates the value of these new supports as between $1,187 (self-reports on the survey) 
and $2,257 (applying EBO Nexus estimates of the value of select work supports). 

Denials 
Figure W5 also shows that more than 50% of employees’ applications were rejected for these 
support programs: school meals, Medicaid/SCHIP, WIC, and food stamps. Compared to other 
research, the high rate of denials suggests that low-paid employees, even with BTG services, 
continued to encounter barriers to enrolling in work supports.  
 
Not meeting eligibility criteria (71%) was the primary reported reason that survey employees 
gave. Other difficulties that employees reported were getting time off of work (14%); not having 
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information needed for application (11%); negative prior experience (9%); and privacy concerns.  
On the positive side, as summarized in Figure W4 BTG participants did favorably rate the 
support from pilots such as help in filling out forms and providing printed information. 

Figure W6. Difficulty in Applying for Benefits 

 
 
Source: WFD Consulting Data 

Multiple and Substantial Benefits for BTG Employers 
Providing low-paid employees with work support services provided the demonstration pilots 
with multiple and substantial benefits. 
 
The results show that employee participants in BTG are engaged, with survey responses yielding 
a WFD Engagement Index of 8.6 (on a scale with 14 being the highest). The validated seven-item 
WFD Engagement Index has measured employee engagement and satisfaction for more than 20 
years. 40  The Engagement Index measures three components: 

 Employee effort to help the organization succeed. 

 Employee alignment with the organization’s goals and mission. 

 Employee affective attachment to the organization.   
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The 8.6 index for BTG participants is comparable to WFD’s benchmark of 8.13 for hourly workers 
of leading large U.S. employers. In particular, 8 in 10 employees who used BTG services are 
satisfied with their jobs, would recommend their employers as good places to work, and would 
choose to work there again. (See Figures W7 and W8).   
 

Figure W7. Employee Engagement by Site 

 
Source: WFD Consulting Data 
 
 

Figure W8. Employee Engagement and Satisfaction Scores 
 

Source: WFD Consulting Data 
 
 
In addition, employees viewed BTG services positively, as a way that their employers show 
support for personal and family responsibilities. As illustrated in Figure W9, three quarters of 
employees felt that employers who offer services like BTG were better than other employers.  
Ratings did not differ by having applied or received new benefits. 
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Figure W9.  Ratings of Employer Support 
 

Source: WFD Consulting Data 
 
 
Employees indicated that they plan to stay with their organizations for the long term: 73% of 
current employees intend to work for their employers at least 3 more years.  At the time of the 
survey, 12% of respondents were no longer employed by the participating organization.  In 
addition, only 10% of current employees intended to leave within the year. Both pilots’ actual 
turnover and expected turnover were considerably lower than what is typical in this industry 
sector. 
 

Impact on Employee Behavior and Employers 
Employees who used BTG services report many positive impacts on themselves as workers and 
in their personal and family lives. As shown in Figure W10, employees reported that their 
employers’ offering of BTG services enhanced their ability to do their jobs. 

 51% have increased their productivity.   

 51% can concentrate better. 

 46% have improved their work performance. 

 42% have lower absenteeism.  

 40% lose less work time because of personal needs or family responsibilities. 

 44% have a stronger relationship with their employer. 
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 More than 50% report BTG helps their employers attract and retain valuable talent. 

 

Impacts on employees’ personal and family life were equally strong. 

 45% feel less stressed about their family situation. 

 47% are less worried at work about their personal or family situation. 

 46% are better able to take better care of their personal or family’s health. 

 43% are better able to take better care of their family’s needs. 

 36% report Bridging the Gap helped them have enough money to pay living expenses. 

 

Figure W10. Impacts of Bridging the Gap Program 
 

 
Source: WFD Consulting Data 
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Comparative BTG Impacts Based on Participation 
These results suggest that participating in BTG makes a substantial difference not only 
for those employees who receive financial value from the program, but also for 
employees who go through the application process as well. 
 
As presented in Figure W11, WFD’s statistical tests compared employees who applied 
for at least one new support or received one new support to eligible employees who did 
not apply or did not receive at least one new benefit.  No significant differences existed 
on ratings of employer supportiveness or employee satisfaction or engagement. 
However, significant differences were observed on every measure of impacts on 
employees, their families, and their employers for employees who received at least one 
new benefit and for half the measures of impacts for employees who had applied for at 
least one benefit. Further, the program impact was higher for employees who received 
than those who only applied, suggesting a dose-response relationship.  
 

Figure W11. Impacts of Bridging the Gap Program for Employees Who Received or Applied for 
at Least One New Benefit. 

 
Source: WFD Consulting Data 
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Business Case Calculations 
Survey results about the effect of BTG services on employees in terms of their jobs, work 
engagement, and personal lives further substantiate how employers gain by delivering work 
support services. For employers, positive effects in terms of employee absences, turnover, 
productivity, and work time can translate into savings, as presented in Figure W12.h  
 
In organizations with 1,000 low-paid employees, WFD projects that BTG services would 
conservatively yield a projected savings of $10,000 in annual turnover and absenteeism 
reductions. WFD’s analysis projects that employees who applied for a work support had longer 
expected retention than those who do not apply. Similarly, the projection is that employees who 
applied for a support would be absent two fewer days per year than non-applying employees.   
   
Survey data indicate that employees saved an average of 7.7 hours by participating in Bridging 
the Gap. Together, the value of increased productivity and work time saved totals nearly 
$12,000. Conservatively, the overall estimate of business impact from Bridging the Gap is over 
$22,000 per 1,000 employees and roughly $225 per individual employee screened and eligible.  

 

Figure W12.  Summary Estimates of Business Impacts of Bridging the Gap 

Source: WFD Consulting Data 
 
 
 

                                                           
h To estimate potential savings, these analyses assumed that 10% of low-paid employees are 
screened and eligible and 5% of employees apply for at least one new work support. 
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Process Evaluation 

This section presents the main findings from the process evaluation. These qualitative findings 
provide an important complement to and context for the quantitative results. The section begins 
with findings related to the conceptual development of BTG. After an overview of 
implementation successes and challenges, pilots’ perceptions of BTG outcomes are discussed. 
The last part provides estimates of the annual costs of delivering BTG services. 
 
Findings from the process evaluation offer qualitative insights into program implementation and 
an overall estimate of BTG costs. To develop individual case studies and explore the potential to 
adapt the BTG model for replication in the nonprofit human services sector, NHSA reviewed 
documentation collected over the course of the demonstration.  
 

Conceptual Observations 
A previously acknowledged challenge was the use of an artificial program model due to the 
dearth of existing practice regarding employer-based work support services. Prior to BTG, there 
were not many examples that NHSA could find on which to base our program model; 
consequently, NHSA and its partners decided to test an approach across different settings and 
geographies in order to learn more. The resulting six pilots were diverse in terms of size, 
workforce structures, and support provided to low-paid employees. Although the two Goodwill 
Industries organizations had similarities with retail operations, they were dissimilar in non-retail 
operations (including employment and training); leadership and agency culture; employee 
demographics; and BTG implementation. Further, the six pilot agencies employed a diverse 
workforce in terms of occupations and demographics. The main occupations included child care 
workers; home health and personal care attendants; certified nursing assistants (CNAs) and 
licensed practical nurses (LPNs); community outreach workers and case aides; and retail. The 
pilots also reported some low-paid employees who served as custodians and maintenance 
workers, food service workers, and administrative assistants. 
 
Conceptually, broad consensus existed among the pilots that BTG services were strongly aligned 
with their agencies’ missions and values. Wording varies, but by and large the pilots’ missions 
are to (re)build the fabric of their communities, especially for people with limited means. 
Indeed, many pilots started the demonstration with progressive employment policies to support 
low-paid employees.  BTG teams strongly supported the overall BTG goal of connecting low-paid 
employees with additional work supports beyond those traditionally offered by employers.  
 
As they delivered BTG services, the pilots gained an in-depth understanding of the challenging 
life circumstances experienced by many employees living in or near poverty. Typical hardships 
included unstable housing situations, limited access to transportation, and problems with child 
and elder care.  Some pilots observed that low-paid employees tended to focus on immediate 
crises and attend less to their intermediate or long-term financial interests.  
 
Given LPEs’ complex financial situations, BTG teams reported that even full participation in work 
supports would not eliminate the hardships that frontline workers faced.  Further, employees’ 
financial priorities—often concerning immediate crises—were not fully addressed through work 
support services.  
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Over time a strong consensus emerged among the pilots that low-paid employees wanted a 
fuller range of assistance, such as help managing debt, finding affordable housing, counseling 
services related to the stress of living in dire financial circumstances, and help saving for car 
repairs and medical bills. To the extent that such services would promote financial wellness, 
they—like assistance with work supports—would also have a strong mission link for these 
organizations. Discussions between BTG teams and other agency leaders indicate that several 
pilots were actively seeking options to further strengthen employees’ financial wellbeing, such 
as through wraparound services. 
 

Implementation Successes, Challenges 
The BTG pilots clearly demonstrated that nonprofit employers are capable of delivering services 
that increase workers’ enrollment in work supports. This capacity was not already in place, 
though – it had to be developed.  Working with NHSA and EBO Nexus, HR personnel gained 
specialized competencies. The pilots also adjusted how they used the EBO tool. The BTG 
Implementation section previously describes both of these challenges.  
 
The demonstration revealed that screening for work supports was relatively easy but follow-up 
services were labor-intensive. The difficulties began with convincing eligible employees to apply. 
BTG specialists attributed employees’ reluctance to pursue work supports to a range of factors. 
Some of the foremost reported were: perceived stigma about work supports; privacy concerns; 
spousal resistance; tradeoffs between the effort needed to apply and low potential value of new 
supports; fear that participating in work support programs might jeopardize their ability to 
sponsor family members who wanted to immigrate; and distrust of public services related to 
negative prior experiences with government agencies administering work supports. 
 
Government bureaucracies contributed to the need for extensive assistance. Many work 
supports have complex enrollment processes and rules regarding eligibility. In Illinois, opaque 
requirements regarding application forms surprised both EBO Nexus and the Catholic Charities 
Chicago team.  
 
Public budgets were an additional obstacle. Caps on energy assistance and child care supports 
were a frequent frustration for both BTG specialists and eligible employees. Further, 
government cutbacks in funding for nonprofit human services pushed a couple of pilots to 
eliminate low-paid positions. The NHSA team also observed that several pilots’ relatively small 
HR departments seemed challenged to fill both routine and BTG responsibilities. 
 

BTG Outcomes and the Business Case 
As a group, both NHSA and the pilots adjusted their expectations about employee participation 
in BTG services and enrollment. In planning for year three and their natural models, most pilots 
estimated somewhat lower screenings than the artificial model produced. For much of the 
demonstration, actual enrollments were lower than partners anticipated due to 
underestimating the intensity of effort needed to guide employees through the enrollment 
process.  
 
Improved enrollment results in the last part of year three helped restore more positive 
perceptions about the overall effects of the program on employee wellbeing. BTG specialists all 
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provided multiple success stories in which BTG services made a significant difference to their 
employees when they began receiving work supports. Four of the six pilots indicated that they 
would provide some form of work support services to their employees after the demonstration 
ended; three of the four planned to do this as part of a broader focus on financial wellness. 
 
The pilots had cautious assessments of the BTG financial value to their organizations. In the first 
months, partners hoped that costs for delivering BTG services would be offset by reductions in 
expenses associated with turnover and absenteeism and by efficiency gains from improved 
productivity.  Although the WFD evaluation shows significant benefits for employee 
engagement, turnover, absenteeism, and productivity, several pilots commented that the 
problem is that such savings don’t always clearly translate to direct “line item” savings in yearly 
budgets.  
 

Cost Assessment for BTG Services 
Notably, each annual investment by nonprofit employers of about $11,000 to $35,000 in work 
support services could leverage, respectively, between $28,000 and $57,000 in new work 
supports that low-paid employees begin to receive. 
 
Figure 8 provides NHSA’s estimates that nonprofit employers offering BTG services as a routine 
part of the HR function (i.e., a natural model) would have an annual net cost of $10,697 to 
$34,759.i  Typical outlays would be personnel, EBO tool subscription, supplies, and 
transportation to worksites. Such project expenses would be offset by WFD’s conservative 
assessment of potential cost-savings of $225 for each low-paid employee screened and found to 
be eligible for work supports (see prior section, WFD Impact Evaluation Findings).  
 
The low estimate, summarized in Figure 8, was for smaller agencies with a 1/3 FTE (full-time 
equivalent) specialist who screens 50 employees per year. The high estimate was for larger 
organizations with 100 screenings per year and the capacity to deliver more intensive follow-up 
support, requiring one FTE. 

Figure 8. Estimated Annual Net Costs and Leveraging Potential of Work Support Services per 
Employer 

 50 
Screenings/Year 

100 
Screenings/Year 

FTE Required .33 1 

Total annual cost of BTG services with %FTE $20,484 $54,334 

Potential cost-savings from screening low-paid 
employees who are eligible for new work supports 

–$9,788 –$19,575 

Net Annual Cost of Work Support Services $10,697 $34,759 

   

Leveraging Potential in New Work Supports $28,463 $56,925 

                                                           
i To create the estimates, NHSA asked BTG team leaders to approximate staffing and project 
expenses for 50 and 100 screenings per year in a natural model. Other data sources included 
EBO Nexus subscription rates for 2013, EBO data for the demonstration, and WFD estimations of 
potential cost-savings.  
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Evaluation Analysis 
 
This section presents a crosscutting analysis of the results.  
 

Assessment of EBO and WFD Results  

The mixed-methods evaluation had two main sources of quantitative results: the EBO data and 
the WFD Consulting employee survey. This section draws on data sets to provide overall findings 
about screening, eligibility, referrals and applications, and enrollments. 
 
It can be valuable to look at similarities and differences between the EBO and WFD results. 
Notably, the data were generated by different evaluation methods, which could lead to 
discrepant outcomes. Some of the primary methodological differences include the following.  

 Methods: EBO data are from a technology tool that collects about individuals who are 

screened by trained specialists and uses algorithms to assess eligibility. WFD data are 

from a survey of employees. 

 Employee Populations: EBO data comprise all 1,029 employees screened during the 

entire demonstration (June 2011 through July 2013). WFD survey had 240 respondents 

from employees screened between October 2011 and December 2012.   

 Measures: The EBO tool screening process and WFD survey instrument collected 

different information. For example, the survey asked if the respondent had applied for a 

work support, and the EBO tool reported referrals, based on employees’ intent to apply. 

 Analysis: EBO Nexus data reports used proprietary analytic algorithms; to these results, 

NHSA performed supplementary calculations. WFD used weighted averaging and 

medians. 

 
Even with these differences, the two components yielded similar results in terms of enrollment. 
Both EBO and WFD data indicated that about one quarter of eligible employees eventually 
enrolled in work supports. Further, for most work support categories, enrollments rates in EBO 
(as a percentage of referrals) and WFD’s results (as a percentage of applying) were comparable.  
 
According to EBO data, 55% of employees eligible (for at least one new work support) intended 
to apply, and 46% of WFD survey respondents reported applying.  These results are relatively 
similar when considering the size of the surveyed population. Also, it is reasonable to have a gap 
between intent and actual behavior. 
 
The EBO and WFD estimated values of new work support enrollments were likewise relatively 
similar. Based on EBO data, employees who enrolled in new work supports gained an average 
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annual value of $2,531 for their households. WFD estimated an average of $1,187 to $2,257 per 
survey respondent who enrolled. Several points apply. 

 EBO Nexus uses state- and county-level averages that would include individuals and 

households that are not employed (and thus having lower incomes and receiving higher 

allotments than BTG participants as a group). 

 WFD calculated the high end of its range ($2,257) from both employee self-reports and 

EBO Nexus estimates.  

 During year two, few BTG specialists consistently followed up with referred employees 

and their follow-up practices had not yet been refined.  As a consequence, an unknown 

proportion of employees surveyed by WFD may have received less assistance with 

applications than did employees screened in year three.  

 
The similarities in the EBO and WFD results lend credence to the soundness of the findings. 
 

Factors Affecting BTG Services 

The following analysis draws upon all evaluation data. It is organized by the four major stages of 
work support services:  outreach, screening, referrals, and enrollment. 

 

Outreach 
WFD data indicate that BTG specialists’ outreach, not coworkers, was the primary source of 
information about work support services. Among screened employees, 41% learned about work 
support services from the BTG specialist.   
 
Employees’ word-of-mouth communications were also a factor in BTG outreach. Across all six 
pilots, 14% of respondents learned about BTG services from a coworker, but 38% of St. Nicks 
employees reported that coworkers were the most frequent source of information. At Catholic 
Charities Baltimore, managers were an important outreach channel, with 20% of screened 
employees learning about the service through them. 
 
According to BTG teams, word-of-mouth had both positive and negative effects.  Employees 
who were happy about new supports encouraged coworkers to be screened. But some screened 
employees who were disappointed in the results discouraged peers from participating. 

 

Screening 
After pilots gained experience with the EBO tool, they found that screening was relatively easy 
compared to delivering follow-up services. BTG specialists became more efficient over time, 
especially as the teams adapted practices to overcome screening difficulties.  
 
Four pilots had a common challenge of a high number of worksites. Both Catholic Charities and 
both Goodwill Industries agencies had many worksites dispersed over broad geographic areas. 
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Consequently, they spent a lot of time traveling to worksites to conduct in-person screenings. In 
year three, the increased use of telephone screening helped make screening more efficient for 
BTG teams. 
 
The nature of direct care services also was a challenge for multiple pilots. 
Both Catholic Charities Chicago and St. Nicks had large divisions of home-based care employees 
who operate in the field, without an agency worksite. This meant trying to screen employees by 
telephone or in conjunction with trainings or paycheck distributions when staff would come to 
an office. Pilots with Head Start and other child care programs, including Catholic Charities 
Baltimore and Educational Alliance, had to maintain specific child-staff ratios.  These 
circumstances meant that many direct care employees could not be screened during their 
workdays or at an agency worksite.  Both agencies had moderate success scheduling screenings 
before and after shifts, supplementing with telephone calls.  
 

Eligibility 
One third of BTG participants screened eligible for Together Rx (430 of 1,029); SNAP (401); 
Lifeline or phone support programs (388), and Medicaid/SCHIP (345), according to EBO results. 
WFD did not report eligibility by program.  
 

Referrals 
Total SNAP referrals (215) were nearly double those for Together Rx, the work support with the 
second highest total referrals. In terms of referral rates, about half of employees eligible for 
intended to apply for both SNAP and child care supports.  
 
Multiple, complex factors likely influenced the modest rate (55%) of employees eligible (for at 
least one new work support) who intended to apply.  Three key factors include the following. 

 Low Potential Values. Because benefit values are linked to income (among other 

considerations), some employees who were eligible for what they felt were relatively 

low supports chose to not apply. In some cases, an extra $8 or $20 a month did not 

motivate application, especially for Medicaid/SCHIP or other supports with reputations 

for arduous application processes.  

 Existing Enrollments. WFD results indicated that almost half (47%) of screened 

employees were receiving at least one work support before BTG. At the pilot level, WFD 

results showed about one fifth of BTG participants at Goodwill Chesapeake (27%); 

Catholic Charities Baltimore (21%); and Goodwill New York (18%) had four or more work 

supports.  Employees may have viewed the incremental value of receiving additional 

supports as not worth the time and effort needed to apply. 

 Participant Demographics. Some of the demographic data and anecdotal reports by 

BTG teams indicated that many employees were young, single women without children 

pursuing paraprofessional credentials (e.g., nursing assistant, home care attendant, 

early childhood education).  Pilots wondered if they were less motivated to pursue work 

supports or had some other type of nonfinancial support from their families. 
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Only 24% of employees eligible for tax credits (49 of 201) intended to apply. This low referral 
rate may be related to the seasonality of this support. For example, about half (55%) of BTG 
screenings occurred April through September 2012, and these employees may have been less 
interested in being referred with the next tax season months away.  
 

Enrollments 
SNAP and Together Rx had the highest numbers of referring employees, but each program only 
enrolled about one in eight (13%) BTG participants who were eligible. WFD also found higher 
approval rates for Together Rx (49%) as well as WIC (37%), but the latter in particular was based 
on a small number of respondents. Approval rates for other work supports vary. 
 
Among the 49 employees who intended to apply for the federal EITC, 90% reported receiving it. 
Both EBO and WFD results indicate high rates of tax credit approvals, relative to other work 
supports. One contributing factor may have been the availability of dedicated tax preparation 
programs at both St. Nicks and Goodwill Chesapeake worksites. These programs gave 
employees significant assistance with tax forms. In contrast, many pilots did not consistently 
provide extensive assistance with SNAP, Medicaid, and SCHIP applications, all of which had 
lower enrollment rates. Also, tax credits have a relatively straightforward process compared to 
the other high-value work supports. 
 
The experience with child care, housing, and utility supports underscores the importance of 
strategic timing about outreach. BTG specialists reported employees had high levels of interest 
in these supports. However, the specialists did not encourage eligible employees to apply when 
capped funding and long waiting lists could potentially feel like empty promises. 
 
Based on anecdotal information gathered during follow-up services, BTG teams reported 
multiple enrollment obstacles. 

 Employees provided incomplete or incorrect information that resulted in application 

denials. 

 Practices or cultures at some social services departments appeared to emphasize 

“screening out” applicants rather than maximizing enrollment. 

 BTG specialists lacked familiarity with technical aspects of application procedures and so 

had trouble effectively assisting employees, especially ones with complex cases. 

 Due to ongoing problems of communicating directly with employees during the follow-

up period, teams were often unable to assist employees whose applications had been 

denied. 

 Employees’ motivation to complete application processes tended to wane as time 

passed, a factor that BTG specialists attributed to difficult life circumstances, distrust of 

government agencies, and time-consuming and confusing application procedures. 
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Some of challenges were overcome at St. Nicks by pairing work support services with free tax 
preparation. St. Nicks enrolled the most screened employees among the pilots. Data in its case 
study (see Appendix B) showed that many employees were screened during the 2012 and 2013 
tax seasons. The BTG specialist successfully paired tax preparation with BTG services, saving 
employees the time and effort of keeping two separate appointments and presenting 
documentation twice. The experience was different at Goodwill Chesapeake. Their employees 
preferred to resume working toward their performance goals after having their taxes prepared 
rather than extend the appointment for work support screening.  
 
Finally, actual enrollments in new work supports may be higher than indicated by EBO data. This 
source of data was dependent on BTG teams’ ability to connect with employees several months 
after screening. Frequent changes in addresses and telephone numbers, employee turnover, 
staff in direct-care services who could not talk while on duty, and privacy/confidentiality 
concerns hindered direct contact with employees.  BTG specialists believed that employees who 
successfully received benefits had little incentive to provide status updates.  Some pilots 
successfully used gift cards and similar incentives to obtain updates from employees about 
enrollments. 
 

Performance Variation 

This section presents a brief analysis of outcomes among the pilots. It flags key factors affecting 
each pilot’s performance relative to the others. Appendix B has additional details about 
implementation factors in the individual case studies. 
 
Performance among the six pilots was quite varied. Geography was one factor. Other factors are 
associated with differences in BTG implementation processes and agency and workforce 
characteristics. 
 
Among the six pilots, the three based in New York had an enrollment rate of 50% of employees 
eligible for new work supports, while the Illinois and Maryland pilots’ aggregated rate was 11%.  
The EBO tool for New York City featured many state and local work support programs; 
consequently, employees were screened and eligible for more work supports than employees 
living in Illinois and Maryland.  
 
The following paragraphs highlight some of the important factors at each pilot that appeared to 
influence its performance.  
 
Catholic Charities Baltimore was a higher performing pilot, results that are explained by several 
factors.  The choice of the agency’s chaplain to manage the majority of the outreach and 
screening activities helped to provide employees with a trusted and well regarded point of 
contact for the service.  The chaplain was also able to use his connections with other related 
programs, such as the hardship program that served financial needy employees, and key staff at 
the agency to cultivate a network of managers and other supervisory staff to refer employees 
for the service.  The agency also benefited from a modicum of experience with a similar 
screening program provided to clients at one of their employment centers.   
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Catholic Charities Chicago screened the most (337) employees, but encountered multiple 
challenges in delivering follow-up services and in documenting the status of applications (as 
previously described in the Individual Pilots’ Efforts section).  The demonstration ended just 
weeks after the agency overcame data entry problems; consequently, actual new enrollments in 
work supports may be underreported. The HR department’s capacity in terms of effective 
leadership and staffing enabled unparalleled bulk screenings.  The challenging experience of 
providing timely follow-up services to these large BTG participants groups generated an 
important learning from this experience: screening small groups of employees at a time is 
necessary to provide effective follow-up assistance.  
 
Educational Alliance’s improved performance in year two was thrown off track with a set of 
unforeseen challenges that contributed to low outcomes in year three. The agency is small, and 
a series of staffing issues disrupted BTG service continuity and delayed timely delivery of follow-
up services to employees screened in year two. Another obstacle was the agency’s deep 
mobilization after Superstorm Sandy, which significantly curtailed BTG services for several 
months while all hands were on deck providing disaster-related relief.  The demographic 
makeup of the low-paid workforce also influenced outcomes. Namely, many employees were 
young, single women without children who had fewer reasons to pursue work supports. 
 
Goodwill Chesapeake had the best screening reach of all pilots, with almost 30% of people 
serving in its low-paid positions receiving BTG services. This achievement is particularly notable 
given the dispersed geography of its worksites, and one contributing factor was strong CEO 
support in year two that increased the priority given to BTG participation among retail managers 
and frontline supervisors.  BTG specialists successfully integrated work support screening into 
the agency’s existing financial wellness program. That relatively few employees started receiving 
new supports appeared to largely relate to employees’ personal circumstances with marked 
instability in housing and telephone service as well as frequent crises that diverted employees’ 
energy for pursuing enrollments. 
 
Goodwill New York had the second best enrollment rate (after St. Nicks) with 25% of employees 
eligible for new work supports gaining access. The pilot achieved most of its screenings and 
enrollments in year two. The primary BTG specialist that year leveraged his many positive 
relationships with low-paid employees, frontline supervisors, and managers to boost screening. 
Prior to meeting with employees, the BTG specialist prepopulated the EBO tool with HR data for 
efficient use of time. In year three the momentum ebbed. Two factors were that many 
employees who were most interested in work supports already had participated in BTG and the 
BTG team had a staffing change. Unlike the other pilots, the natural model at Goodwill New York 
appeared to result in routine HR functions taking precedence over BTG services. 
 
St. Nicks Alliance, the best overall performing pilot, began the demonstration with a strong 
supporting infrastructure for delivering BTG services to employees. Prior to and throughout the 
demonstration, St. Nicks had onsite enrollment assistance for SNAP and Medicaid for clients to 
which the BTG specialist connected employees, and the agency conducted annual EITC 
enrollment and tax preparation campaigns. For BTG, the agency created a dedicated staff 
position. Finally, the primary BTG specialist at St. Nicks had a high level of technical expertise 
with work supports. 
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Comparison of Results with Prior Studies 

The results achieved from the BTG demonstration were not unlike similar initiatives seeking to 
connect low-wage populations to work supports. Single Stop has reported that almost 35% of 
households screened for work supports through Single Stop sites ultimately received benefits.41 
The BTG evaluation found 26% of employees who screened as eligible for new or additional 
work supports began participating in at least one program.  This result is conservative due to the 
problems that pilots experienced in confirming receipt of benefits with employees.  
 
Like BTG, the Supporting Work Project (SWP)—another demonstration that also used 
workplaces as a channel to connect low-wage employees to work supports—found it nearly 
impossible to verify that the 11,500 workers who were eligible for work supports actually 
received them. SWP had difficulties with tracking applicants for state and local benefits. 
 
Screening and enrollment results alone fail to demonstrate the positive impact work supports 
can have on employment. A field scan about participation in work supports for the Annie E. 
Casey Foundation reported that people screened with EarnBenefits Online were 42% more likely 
to keep their jobs for three months and 33% were more likely to keep their jobs for six months 
than were program clients who did not obtain work supports through EBO services.42 Similarly, 
WFD projected that BTG participants who applied for work supports through the demonstration 
were likely to stay at their organizations longer than those who did not apply. 
 

Evaluation Limitations  

A comprehensive profile of the nonprofit human services sector is not available, so it is unclear 
how the BTG pilots compare to other sector employers. Likewise, profiles of the full nonprofit 
human services workforce are not available.  Although the generalizability of BTG results is 
unknown, one strength of this demonstration was that the BTG model was replicated in diverse 
agencies, which had wide variation in workforce sizes, structures, demographics, and other 
characteristics. The agencies also had differing workplace policies and employer-sponsored 
benefits.  
 
During the demonstration, low-paid employees frequently moved and changed telephone 
numbers.  This transience hindered not only outreach regarding the WFD survey of pilots’ 
employees but also BTG specialists’ ability to verify enrollments.  
 
In terms of the business case assessment and process evaluations, two interrelated limitations 
are relevant. First, most pilots lacked sophisticated HR information systems that could readily 
produce common workforce metrics. For example, none of the systems tracked tardiness, a 
typical metric. Second, some employment metrics were not tracked because of workforce 
structures. For example, when frontline positions were set at 20 hours per week, pilots had less 
reason to track absences than do employers with a traditional, full-time workforce. Absenteeism 
was not relevant for home care divisions that used on-call staffing systems instead of advance 
scheduling. Turnover was another metric that had less import for pilots that had afterschool and 
summer programs for youth funded by seasonal governmental contracts.  
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Some of these limitations are offset by the mixed-methods design, as described in the 
Introduction section, Evaluation Methodology subsection. See the full WFD report in Appendix A 
for additional insights about evaluation limitations and strengths. 
 

Unresolved Questions 
This evaluation generated several questions that were beyond the scope of its efforts. Future 
evaluations of employer-based work support services may want to explore these. 

 What results might achieve in the future if they began with a set of BTG promising 

practices, tools that focused on high-value work supports, and ready competencies in 

the HR function?   

 Why were many employees who were screened as eligible were ultimately denied 

enrollment by government agencies administering the benefits programs? 

 What are low-paid employees’ priorities in terms of the financial wellness services and 

tools that they would like to receive from their employers? Which of these priorities 

may have positive outcomes for their employers on key business metrics?   

 Why does the act of applying itself—whether or not the employee receives new work 

supports—yield more positive outcomes than just being screened? 
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Implications 
 
This section presents the demonstration’s three major findings. It then reviews collective lessons 
learned and makes recommendations for future employer-based efforts. 
 

Primary BTG Findings 

The primary objective of the BTG initiative was to assess the potential of connecting low-paid, 
frontline workers to work support programs through the HR function at their nonprofit human 
service organizations. NHSA and its partners wanted to learn if the approach could be successful 
and to what degree. Together, results from the entire evaluation support three major findings. 
 
1.  Nonprofit human services organizations are an effective channel to reach human services 
workers in need of work supports.  
 
All six pilots in the demonstration had large workforces that consisted of the “working poor” 
who could gain substantial benefits from enrollment in work support programs. The average 
income for employees’ households came to $2,005 per month, close to the federal poverty level 
for a family of four ($1,963).43 Furthermore, four in five (79%) employees screened were eligible 
for at least two or more new work supports.  A majority of employees’ households—60%—were 
eligible for SNAP or Medicaid/SCHIP, each of which is a high-value program that can make a 
meaningful difference in the wellbeing of employees and their families. The national average 
value for individual SNAP recipients was $133 per month per person in FY 2012.44 The in-kind 
value of medical services covered by Medicaid varies widely by population, from $2,313 per year 
for children to $15,453 per year for persons with disabilities.45 
 
BTG results show that not only are nonprofit human services employers capable of delivering 
work support services, but also that their low-paid staff accepted these services from their 
employer. The pilots screened 10% of all people serving in low-paid employee positions during 
the demonstration.  With encouragement from BTG specialists, 55% planned to apply for new 
work supports. By the end of the demonstration, the pilots had helped 232 low-paid workers 
obtain an estimated annual value of about $587,000 in new financial and in-kind supports.   
 
One pilot best exemplified the strong potential for employer-based work support services. At St. 
Nicks Alliance, 85% of employees who planned to apply for new work supports began receiving 
them. In all, 133 employees gained access to tax credits, SNAP, Medicaid/SCHIP, or a 
combination of these. 
 
2.  A moderate business case exists for employers to offer work support services. 
 
From the employer perspective, a moderate business case exists for delivering work support 
services to low-paid staff.  NHSA’s members, leading national human service providers, primarily 
look at a business case through two lenses: mission and traditional business metrics.  
 
For the former, BTG’s focus on helping low-income workers “bridge the gap” resonated with 
NHSA’s national members and their local affiliated agencies. The impact on the frontline 
workforce is a large consideration for nonprofits in the human services space. Both EBO and 
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WFD results indicated that work support services can make a significant positive difference for 
employees. As illustrated though the demonstration, enrollment in work supports brought new 
financial resources to employees’ households.  Important nonfinancial benefits were accrued to 
both newly enrolled employees as well as to those who simply applied. These nonfinancial 
benefits included less work time lost, better concentration at work, and improved ability to care 
for personal or the family’s health. 
 
In terms of traditional business metrics, BTG had a positive impact on employee engagement. 
Among employees who used BTG services, four fifths were satisfied with their jobs, would 
recommend their employers as good places to work, and would choose to work at the pilot 
agency again.  A dose-response effect was observed, with the best outcomes occurring among 
employees who enrolled in new work supports, but gains also occurred among those who 
simply applied for supports. 
 
Related effects for pilots were increased productivity and reductions in absenteeism, turnover, 
and lost work time. In financial terms, projected savings from these positive effects come to 
$10,000 to $20,000 (for screening 50–100 employees per year, respectively). The BTG model 
would still bear an estimated net annual cost of $11,000 to $35,000, but leverage an external 
$28,000 to $57,000 per year in work supports for their staff. 

 
3.  A broadened focus on financial wellness has potential to make a bigger positive impact on 
both nonprofit employers and the low-paid staff.  
 
Pilots found that their low-paid employees had far greater needs than work supports alone 
could address. Problems with affordable housing, debt management, poor health, 
transportation, and dependent care continually interfered with applying for new work supports. 
These situations, combined with difficulty navigating government bureaucracies, resulted in 
pilots’ relatively high transaction costs for helping eligible employees become enrolled in work 
supports.  These challenges did more than make application for work supports difficult; they 
represent multiple factors that contribute to financial instability – factors that work supports 
alone cannot remedy. 
 
Thus, a principal finding from this demonstration is that future efforts should have a broadened 
focus on financial wellness. NHSA discussions with members, BTG teams’ experiences, and BTG 
participants’ feedback all indicated that frontline staff want and need assistance with developing 
financial skills and assets, services such as credit counseling, access to quality mainstream 
financial services, and more.  A financial wellness model would provide employees with a fuller 
menu of financial supports and services.  A broader range of services and supports could be 
especially valuable to low-paid employees who fail to qualify for government work supports but 
experience chronic financial instability related to low incomes.  
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•   Building toward "financial wellness" 
Work Supports 

•  Integrating financial wellness into 
organizational ethos 

Employees 

•  Increasing organizational capacity 
Solely HR 

•  A menu of services, tools integrated into 
everyday functions 

Screening & Enrollment 

Recommendations  
 
The innovation piloted by the BTG demonstration sought to connect frontline, nonprofit, human 
services employees to work supports through non-traditional facing channels—in this instance, 
the HR function. The next step is to build upon the positive impacts illustrated in the BTG 
demonstration to increase employer-based support for frontline workers.  Four levers, as 
illustrated in Figure 9, are instrumental to accelerating overall impact. Ideally, these levers 
would be executed in tandem, however, for narrative purposes, each is discussed separately.  
 
The recommendations in this section derive from NHSA learnings and discussions with member 
organizations, BTG pilot agencies, and other experts. 
 

Figure 9. Four Impact Accelerators 

 BTG Model  Financial Wellness Model 
 

 

Recommendation 1: Put Financial Wellness at the Center 

BTG focused on connecting employees to work supports, but while improved access was helpful, 
it was not sufficient. Financial wellness encompasses not only work supports but also includes 
having the knowledge, ability, and access to make sound financial decisions, manage current 
assets, build for the future, and fully participate in the modern economy. Financial wellness is 
inclusive of all employees, but can maintain a priority on low-paid staff.  Prior experience by 
Goodwill Chesapeake suggests that involving employees in the design of personal financial 
wellness plans is the best way to ensure that the resulting offerings address employees’ own 
priorities. 

Recommendation 2: Integrate Financial Wellness as a Core, Driving Value 

A holistic approach to financial wellness includes helping individual employees but also extends 
toward adopting financial wellness as an organizational ethos, that is—as a core value or 
operating principle that guides business actions. At an organizational level, a financial wellness 
culture would drive leadership to ensure they and their whole team had the tools and resources 
to make smart financial decisions. 
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Recommendation 3: Build Organizational Capacity in Financial Wellness 

In the BTG demonstration, work support services required capacities beyond the typical ability 
of the HR function to provide. The BTG teams gradually realized they needed frontline 
supervisors’ involvement, leadership, and support throughout the organization. Some of the 
ways they leveraged organizational capacity included executive leadership, employees’ positive 
word of mouth, contractual counseling services such as those provided by EAPs (employee 
assistance programs), and technical expertise of case managers and enrollment specialists who 
typically serve agency clients. BTG revealed that the HR function can play an important role in 
marshaling capacity to help connect low-paid employees to work supports.  
 
In a financial wellness model, an organizational ethos about financial wellness would be 
integrated into client services and community development as well as into internal operations 
to ensure the agency is maximizing use of existing assets and is building for the future.  
 
To improve both efficiencies and outcomes for employees, one option for nonprofit employers 
is to use their internal case management expertise, services, and tools to build organizational 
capacity for financial wellness. In the nonprofit human services sector, case managers help 
clients to access government programs and other supports in the community (e.g., youth 
mentoring programs, employment training). Case managers could train HR staff as well as 
managers and supervisors in other divisions and give them access to appropriate services and 
tools. This effort would aim to enable the organization as a whole to model a culture of financial 
wellbeing, educating both clients and employees from the top down about the importance of 
financial security and connecting them with the services and tools to meet their short- and long-
term financial goals. 

Recommendation 4: Offer a Menu of Financial Wellness Supports in Everyday 

Functions 

The BTG model emphasized screening for and enrollment in work supports; however, a more 
effective approach would be to build a full menu of financial wellness offerings. These could 
include in-house screening for work supports using a free tool, training for frontline supervisors 
to recognize and refer staff who may be experiencing hardships, and leveraging relationships 
with external partners for financial education, counseling, and referrals to trusted community-
based organizations that specialize in assisting with debt counseling. The range of services could 
be built gradually over time but the starting point would be where the employer’s and the 
employees’ priorities overlap. 
 
Some of the financial wellness offerings for employees could be integrated into client services or 
into operations. For example, if the nonprofit has accounts with a local credit union, the 
partners could explore free deposit accounts appropriate for low-paid employees as well as for 
clients.  Financial education sessions on effective budgeting practices and tools could be tailored 
to address both organizational and personal applications. 
 



NHSA Bridging the Gap Summative Evaluation Report 76 
 
 

Alternatively, BTG 2.0 

For employers only interested in work support services, the demonstration results pointed to 
several ways to improve efficiencies and outcomes. The transactional cost of enrolling 
employees could be lowered with the following strategies. 
 

 Focus on High-Value Supports. In BTG, Medicaid, SNAP, and EITC together represent 
76% of the annual financial value of employees’ new work supports. Thus, enrollment 
efforts could increase efficiency and achieve significant results by targeting a limited 
number of work supports that offer the highest “return on investment” for workers and 
their employers. 

 

 Target Low-Paid Employees. Quantitative results indicate that among employees 
eligible for work supports, a small subset is eligible for high value programs.  The BTG 
model could produce higher enrollment values if it targeted a smaller number of 
employees who were eligible for core programs that provide substantial support to 
individuals and families.  Specifically targeting workers who are not receiving a core set 
of high-value supports, such as SNAP and Medicaid, increases the level of time and 
resources spent on employees most in need of assistance.  For example, several pilots 
reviewed personnel records and talked to supervisors to identify individuals most likely 
to be eligible for and interested in work supports. 

 

 Use Other Screening Tools. The EBO tool was initially assessed to be the most 
appropriate match for employer-based work support services. With a paid subscription, 
the tool screens for a large number of work supports and includes technical assistance 
and reporting. The BTG experience revealed that employers may not need or want the 
breadth and depth of the EBO tool, especially if free online screening tools, currently 
available in many states, may provide a better fit for the organization’s goals.  The free 
screening tools tend to cover fewer work supports but focus on the high-value ones 
(e.g., SNAP, Medicaid/SCHIP, tax credits) that convey meaningful financial and in-kind 
assistance to low-income households. Besides pricing, other considerations in tool 
choice include the availability of training, technical support, and reporting capabilities. 

 
Together, these changes would likely lower the transactional cost of helping employees with 
applications. The BTG demonstration results improved when pilots began focusing on a smaller 
set of work supports and prioritizing staff who would most likely qualify for new work supports. 
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Conclusions 
 
Frontline workers at nonprofit human services organizations are the caring hands that nurture 
children, prepare youth and displaced workers for careers, enable persons with disabilities and 
the elderly to stay in their homes, and make communities places where all people can thrive.  
Yet in their personal lives, many of these caregivers struggle to make ends meet, and these 
struggles often spill over into the workplace. Although external restrictions often prevent 
nonprofit human services organizations from offering family-sustaining wages, these employers 
can help their frontline workers access work supports that, in turn, can enhance staff members’ 
personal wellbeing and their ability to care for agency clients. 
 
This pioneering BTG demonstration showed that sector employers with large low-paid 
workforces were willing and able to provide work support services. Pilots’ outreach for work 
supports increased employee awareness of these programs. Through screening and follow-up 
assistance provided by their employers, frontline workers and their families began receiving new 
financial and in-kind supports. As a result of BTG services, participants felt better able to 
manage their personal needs, experienced less stress, and paid their living expenses. 
 
Work support services were also beneficial for the pilots as employers. Frontline staff who 
participated in BTG services were more productive at work, absent less, and missed less work 
time because of personal needs or family responsibilities than prior to BTG participation. 
Applying for and enrolling in new work supports translated into a projected $225 per employee 
return-on-investment for pilots from improvements in employee engagement, absenteeism, 
turnover, and productivity. 
 
The moderate business case for work support services, in combination with the BTG pilots’ 
experiences, point to four ways that employer-based services can achieve even greater impact. 
Namely, NHSA recommends offering work support services as part of a financial wellness model 
that enables employees, depending on their priorities, to develop financial management know-
how, build assets, use mainstream financial services, and resolve credit problems. Financial 
wellness would go beyond HR-delivered services to become a core, driving value infused in all 
agency operations. 
 
In the coming years, NHSA will continue to partner with its member organizations, philanthropy, 
and other groups to move this vision forward. 
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Appendix A: WFD Consulting Report 
 
Due to file size, Bridging the Gap Evaluation by WFD Consulting, is provided as a separate 
document. 

Appendix B: Case Studies 
 
Due to file size, Appendix B is provided as a separate document. 
 

Endnotes 
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