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Arkansas has some of the highest rates of risk factors for poor health in the nation with nearly 36
percent of adults considered obese, 39 percent with hypertension, and 13 percent with diabetes.!
As a result, Arkansas’s health has ranked between 44th and 49th for the last two decades and is
currently ranked 48th.2 For 2013, projected costs of chronic disease treatment and lost
productivity were $26 billion.® By making reasonable improvements in preventing and managing
chronic disease, Arkansas can make progress in disease reduction and economic improvement.
Businesses and policymakers have seen the value of investing in preventive care and
encouraging individuals to make better health choices related to diet, physical activity, and
tobacco use. This issue brief is part of a series that discusses the components and effectiveness
of healthy behavior incentive programs with recommendations for their establishment and their
impact on individuals, businesses, and Medicaid.

HEALTHY BEHAVIOR INCENTIVE PROGRAMS

State governments and businesses have continued to face increasing healthcare costs. In addition,
they have seen the financial impact of risk factors for poor health on increased employee
absenteeism and decreased employee productivity at work.# One strategy for lowering these costs
that is gaining popularity is the use of incentives to persuade program beneficiaries and employees
to take greater personal responsibility for their health, use preventive care, and make healthy
lifestyle choices. Behavioral changes such as eating better, exercising more, and smoking less are
cost-effective strategies to contain the impact of chronic disease.® When offered, employees
appear ready to join into the incentive programs, with 80 percent wanting incentives for wellness,
67 percent noting employers should offer a discount on health insurance for employees at a
healthy weight, and 52 percent supporting rewards for adherence to chronic disease medication
regimens.® It is important to differentiate incentive programs from comprehensive workplace
wellness programs. Incentives are intended to increase engagement and encourage employees to
take part in wellness programs, while the wellness programs themselves incorporate strategies to
improve health, manage chronic conditions, and prevent disease.

The Cost of Chronic Disease in Arkansas

In 2007, the Milken Institute used data from the Medical Expenditure Panel Survey to develop cost
projections related to seven common chronic diseases: cancers, diabetes, heart diseases,
hypertension, stroke, mental disorders, and pulmonary conditions. They considered a “business-
as-usual” scenario (“current path”) of treatment and an optimistic scenario (“alternative path”) that
assumed improvements in health-related behavior and treatment (see Figure 1). With positive
changes in weight control, improved nutrition, increased exercise, and reductions in smoking,
Arkansas could see more than $11.7 billion in avoided health-related costs over a 20-year span,
representing a 28 percent reduction in the economic impact of chronic disease.® Updating this
report seven years later, the Milken Institute examined changes in their original projections. On the
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positive side, national data indicated heart disease prevalence and expenditures per patient—

aided by falling Figure 1: Economic Costs of Chronic Disease in Arkansas®
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number of people reporting a condition, actual treatment costs, and productivity losses exceeded
estimates.’ In addition, they found the increased prevalence of obesity contributed to the number
of cases of most of these diseases. This led the Institute to recommend incentives for disease
prevention and a renewed national commitment to achieving a healthy body weight.

Use of Financial Incentives

Incentives have rarely been utilized in Medicaid programs to date. However, recent waivers
granted by the Centers for Medicare & Medicaid

Services (CMS) have authorized states to incorporate Behavioral economics is the study of
wellness incentives. Research in the non-Medicaid how people actually make choices. Tt
population suggests financial incentives are effective at draws on insights from both psychology
encouraging healthy behavior.?° The effectiveness of and economics.!?

incentive programs depends on how the incentives are “Behavioral economics explains why we
timed, distributed, and framed. Behavioral economics procrastinate, buy, borrow, and grab
suggest that the same decision-making process that chocolate on the spur of the moment.”
contributes to poor health-related behaviors can be ~Craig Lambert, Harvard Magazine
used to create effective incentive programs (e.g.,

people are more attracted to immediate than delayed

benefits and are more deterred by immediate than delayed costs).!? Incentive programs that offer
small, frequent payments for a behavior that benefits the individual, such as following a medication
plan, can be more effective than less-visible incentives that reduce a monthly premium or are
included in a paycheck.?

Federal and State Oversight of Incentive Programs

The Patient Protection and Affordable Care Act of 2010 (PPACA)*2 allows employers, starting in
2014, to use up to 30 percent of the total amount of their employees’ health insurance premiums to
provide outcome-based wellness incentives. If the wellness activity aims to help someone reduce
or quit smoking, the incentive can be higher—up to 50 percent of the plan’s cost. The regulations
consider the variability of medical conditions that might make achievement of a particular health
standard “medically inadvisable” or “unreasonably difficult.” For people with such conditions, the
regulations require that plans offer a “reasonable alternative standard.” There is limited guidance
as to how these terms may be interpreted.'* However, a number of state and federal laws and
regulations impose limits on the use of financial incentives in wellness programs such as group
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health plans and self-insured group health plans to protect beneficiaries. Regulations under the
Public Health Service Act,*® the Employee Retirement Income Security Act of 1974 (ERISA),'° the
Americans with Disabilities Act of 1990 (ADA),!’ the Health Insurance Portability and Accountability
Act of 1996 (HIPAA),6 the Genetic Information Nondiscrimination Act of 2008 (GINA),® and the
Internal Revenue Code*® impact the design and administration of these programs.

Medicaid Incentive Programs — What We Know

Medicaid incentive initiatives focus on program beneficiaries and emphasize the importance of
personal choices in determining health. The initiatives to date look to improve adherence to
prescribed drug regimens, enhance participation in programs, encourage preventive care (e.g.,
vaccinations and mammography), and promote wellness and healthy behaviors. The incentives
generally are financial or cash equivalents (e.g., gift cards as well as credits or vouchers
redeemable for health related products and services, gym memberships, and weight loss
programs).2° In general, because of the unique circumstances and limited financial resources of
Medicaid beneficiaries, states and the federal government have not been permitted to employ
financial penalties.

States are able to operate their incentive programs under various authorities. Ten states utilize the
Center for Medicare and Medicaid Innovation’s Medicaid Incentives for Prevention of Chronic
Disease (MIPCD) grant program. Three states have state plan amendments under the Deficit
Reduction Act of 2005 (DRA), while other states use Section 1115 Medicaid demonstration
waivers, Section 1915(b) waivers, and Medicaid managed care organizations.?!

Medicaid program policies that are focused on encouraging beneficiaries to be active participants
in their health and health care fall into three general areas:

cost sharing through copayments and premiums, health Seven states are using cost sharing
savings accounts (HSAs), and healthy behavior incentives through copayments, premium
and rewards.?%?? Six states—Arkansas, lowa, Michigan, adjustments, and/or establishing
New Hampshire, Pennsylvania, and West Virginia—have rezlith semnisggs 2Usou:

incorporated copayments and/or premium adjustments
into their Medicaid expansion models. Arkansas, Indiana, and Michigan have established HSAs.

A part of the Arkansas Health Care Independence Program (HCIP), Health Independence
Accounts offered cost avoidance of copayments for those individuals with incomes greater than
100 percent of the federal poverty level (FPL) if they participated in monthly premium payments.23
Through 2014, The Stephen Group (TSG) examined the state’s Medicaid plan and made
recommendations in its report to the Arkansas Health Reform Task Force identifying personal
responsibility and accountability through wellness, prevention, and appropriate use of healthcare
services. In this proposal, Medicaid beneficiaries would be held accountable for specific healthcare
actions as outlined in a Membership Agreement. In addition, a wellness scorecard would be used
to track health factors such as preventive care. Potential vision and dental care benefits would be
lost, and copayments and premiums would be charged to those individuals who do not meet the
wellness standards.?* These recommendations are under review by the General Assembly and
Executive Branch.

States target a variety of healthy behaviors with their incentive programs. The states funded by the
MIPCD address at least one of the following specified prevention goals: tobacco cessation, weight
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control, lowering cholesterol, lowering blood pressure, and preventing or controlling diabetes.
Table 1 summarizes the behavior, type of incentive, and program authority of current Medicaid
programs.?°

Table 1. Healthy Behaviors, Consumer Incentive, and Authority?°

State | Healthy Behaviors Incentive Authority
g'_? Tobacco cessation Financial MIPCD
FL Preventive care Redeemable credits Section 1115 waiver
HI Diabetes Financial MIPCD
Tobacco and weight control Vouchers for health-related services | DRA
o Well-child exams and immunizations Medicaid premium coverage ﬁ?&?;?;: Eﬁ)ﬂ?gm
KY Disease management Redeemable health-related services | DRA
MN Diabetes and weight control Financial MIPCD
T e | Finania
N e booe promure | Redeematle pos
NH Tobacco and weight control Vouchers for health-related services | MIPCD
NM Healthy behaviors Redeemable points Section 1115 waiver
NY Tobacco, diabetes, high blood pressure Financial MIPCD
T Tobacco, diabete;, weight control, high Flexi!olle Wellness Account for MIPCD
blood pressure, high cholesterol specific health goals
WV Healthy behaviors “Enhanced” benefits package DRA
Tobacco Financial MIPCD
Wi Healthy behaviors Various incentives Medicaid Managed Care

Lessons Learned from Existing Programs-State Medicaid Programs

There is limited evidence about the impact of financial incentives within the Medicaid program.

Florida, Idaho, and West Virginia began their programs during 2006, 2007, and 2006, respectively.
Though all programs had the same goal of improving the health of their program participants, they
had unique approaches and, except for the Idaho child wellness program, little is known of their
effectiveness. A summary of each program follows:?°

o Florida enrolled all participants into their incentive program. Credits as cash equivalents
were awarded for having: annual physical examinations; immunizations; cancer screenings;
following medication regimens; and participating in tobacco cessation, weight loss, and/or
diabetes programs. Only 54 percent of participants earned credits, and only 52 percent of
those were redeemed. The majority of credits were earned for childhood preventive care or
adult/child office visits, with less than 1 percent of credits earned for behavior change
programs.

e |daho focused on providing vouchers to adults to attend tobacco cessation and weight loss
programs and providing premium assistance for well-child visits. Well-child visits increased
from 23 to 49 percent, while less than 1 percent of adults participated in the behavioral
programs.
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e West Virginia established a two-tier program that offered enrollees the option of an
“enhanced” or a “basic” health plan. Only 10 percent of eligible adults enrolled in the
enhanced plan, which required adherence to agreements and physician-patient contracts
while providing unlimited prescriptions, diabetes, weight management, and tobacco
cessation programs. Low levels of health literacy and plan understanding may have
contributed to the low enrollment.

The interim evaluation of the ten states funded by the MIPCD was only able to provide an overview
of the programs’ enrollment and status. The states had experienced administrative delays; difficulty
with provider recruitment, participation, and management; problems determining participant
eligibility; and impediments running the incentive component. From these challenges, the states
modified timelines and beneficiary recruitment, enrollment, and incentives as well as provider
recruitment, training, and incentives. 26

Recommendations for Establishing a Healthy Behavior Incentive Program

Insights gained from academic research,®'2 private businesses,®?” and Medicaid incentive
programs?9:2528.28 provide guidance for the establishment of healthy behavior incentive programs.

e Program beneficiaries need to be aware of the existence of these programs as well as the
criteria for active participation. Outreach and education using multiple channels to engage
beneficiaries in these programs is crucial.?82°

e Simple messages should describe a program’s health and financial benefits so that people
at all education and health literacy levels will be able to understand them. The benefit
structure should be clear about what is included in the program and how individuals qualify
for it.

e Rewards for behavior change should be immediate, visible, and sufficient to motivate
change.

e Targets for clinical improvement should be individually achievable relative goals to support
engagement rather than absolute goals (e.g., a 5 percent® — 10 percent3%-32 weight loss
achievement [relative goal] versus a normal weight achievement [absolute goal]).

e Partnerships among businesses, health plans, community groups, state agencies, and
healthcare providers can enhance education and program participation.

e Potential administrative infrastructure complexities need to be addressed in advance, such
as how to measure health behavior changes, provide incentive payments, and expedite
incentive distributions.

¢ An evaluation component should be included to assess relative effectiveness and assist
with ongoing program improvement over time.

CONCLUSION

An investment in good health is an investment in economic opportunities. Providing people with the
opportunities and incentives to take control of lifestyle behaviors that impact their health helps
them, their families, and their employers, as well as the state. A well-designed incentive program is
likely to increase the level of participation in wellness programs and increase positive behavior
changes, thus leading to healthier individuals with lower healthcare costs and less worker
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absenteeism. Given the burden of chronic disease in Arkansas and the opportunity to improve
health and lower healthcare costs, it is worthwhile for Medicaid to explore the potential of adding a
healthy behavior incentive program to its benefits structure.

REFERENCES

1lLevi J, Segal LM, Laurent RS, Rayburn J. “The State of Obesity: Better Policies for a Healthier America 2015.” [Issue Report]
Trust for America's Health and the Robert Wood Johnson Foundation, September 2014. Accessed October 28, 2015,
http://healthyamericans.org/assets/files/ TFAH-2015-ObesityReport-final.22.pdf.

2“America’s Health Rankings: Annual Report.” United Health Foundation, December 2015. Accessed March 5, 2015,
http://cdnfiles.americashealthrankings.org/SiteFiles/Reports/2015AHR Annual.pdf.

3 DeVol R, Bedroussian A. “An Unhealthy America: The Economic Burden of Chronic Disease.” Santa Monica, CA: Milken
Institute, October 2007. Accessed March 4, 2015, www.chronicdiseaseimpact.com/State _sheet/AR.pdf.

4 National Business Group on Health/Towers Watson. “Staying@Work™ Survey Report 2013/2014, United States: The
Business Value of a Healthy Workforce.” Wills Towers Watson, January 2014. Accessed April 14, 2015,
http://www.towerswatson.com/en/Insights/IC-Types/Survey-Research-Results/2013/12/stayingatwork-survey-report-2013-
2014-us.

5 “Preventing Chronic Diseases: Investing Wisely in Health.” Atlanta, GA: Centers for Disease Control and Prevention, Revised
August 2008. Accessed March 5, 2015, http://www.cdc.gov/nccdphp/publications/factsheets/Prevention/pdf/obesity.pdf.

6 “The HealthMine Consumer Wellness Report: Trends & Attitudes towards Employer-Sponsored Health & Wellness
Programs.” [Issue 1, HealthMine Quarterly Report 2015] San Francisco, CA: HealthMine, Inc., 2015. Accessed May 11, 2015,
http://www.healthmine.com/wp-content/reports/healthmine-consumer-quarterly-report-2015-april.pdf.

7 Chatterjee A, Kubendran S, King J, DeVol R. “Checkup Time: Chronic Disease and Wellness in America: Measuring the
Economic Burden in a Changing Nation.” Santa Monica, CA: Milken Institute, January 2014. Accessed March 5, 2015,
http://assets1b.milkeninstitute.org/assets/Publication/ResearchReport/PDF/Checkup-Time-Chronic-Disease-and-Wellness-in-
America.pdf.

8 Sutherland K, Christianson JB, Leatherman S. “Impact of Targeted Financial Incentives on Personal Health Behavior: A
Review of the Literature.” Medical Care Research and Review 2008;65(6 Supp):36S-78S. doi: 10.1177/1077558708324235.
9 Giles EL, Robalino S, McColl E, Sniehotta FF, Adams J. “The Effectiveness of Financial Incentives for Health Behaviour
Change: Systematic Review and Meta-Analysis.” PLoS ONE 2014;9(3):e90347. doi: 10.1371/journal.pone.0090347.

10 |_ambert C. “The Marketplace of Perceptions: Behavioral Economics Explains Why We Procrastinate, Buy, Borrow, and
Grab Chocolate on the Spur of the Moment.” Harvard Magazine Inc., March-April 2006.
http://harvardmagazine.com/2006/03/the-marketplace-of-perce.html.

11 Volpp KG, Asch DA, Galvin R, Loewenstein G. “Redesigning Employee Health Incentives: Lessons from Behavioral
Economics.” New England Journal of Medicine 2011;365(5):388-90. doi: 10.1056/NEJMp1105966.

12 | oewenstein G, Asch DA, Volpp KG. “Behavioral Economics Holds Potential to Deliver Better Results for Patients, Insurers,
and Employers.” Health Affairs 2013;32(7):1244-50. doi: 10.1377/hlthaff.2012.1163. Accessed May 5, 2015,
http://content.healthaffairs.org/content/32/7/1244 full.pdf+html.

13 patient Protection and Affordable Care Act of 2010, 42 U.S.C § 9007.

14 Mello MM, Rosenthal MB. “Wellness Programs and Lifestyle Discrimination: The Legal Limits.” New England Journal of
Medicine 2008;359(2):192-9. doi: 10.1056/NEJMhle0801929.

15 “patient Protection and Affordable Care Act; Health Insurance Market Rules.” Federal Register Rules and Regulations
2013;78(39):13406-13442. Accessed July 29, 2015, http://vww.gpo.gov/fdsys/pkg/FR-2013-02-27/pdf/2013-04335.pdf.

18 “Incentives for Nondiscriminatory Wellness Programs in Group Health Plans.” Federal Register Rules and Regulations
2013;78(106):33158-33192. Accessed July 29, 2015, http:/Awww.gpo.gov/fdsys/pkg/FR-2013-06-03/pdf/2013-12916.pdf.

17 “Part 1630: Regulations to Implement the Equal Employment Provisions of the Americans with Disabilities Act.” Federal
Register Rules and Regulations 2013;78(39):16999-17017. Accessed July 29, 2015,

http://www.hrhero.com/adaaa regs/adaaa.pdf.

18 “Regulations Under the Genetic Information Nondiscrimination Act of 2008.” Federal Register Rules and Regulations
2010;75(216):68912-68939. Accessed July 29, 2015, http:/Mww.hrhero.com/downloads/GINA.pdf.

19 “Prohibiting Discrimination Against Participants and Beneficiaries Based on a Health Factor.” Internal Revenue Service
CFR-2012 Title 26;(17)Sec 54-9802-1:433-447. Accessed July 29, 2015, http:/mww.gpo.gov/fdsys/pkg/CFR-2012-title26-
vol17/pdf/CFR-2012-title26-vol17-sec54-9802-1.pdf.

20 Van Vleet A, Rudowitz R. “An Overview of Medicaid Incentives for the Prevention of Chronic Diseases (MIPCD) Grants.”
The Henry J. Kaiser Family Foundation, September 2014. Accessed March 25, 2015, http://kff.org/medicaid/issue-brief/an-
overview-of-medicaid-incentives-for-the-prevention-of-chronic-diseases-mipcd-grants/.

21 “Examples of Consumer Incentives and Personal Responsibility Requirements in Medicaid.” Center for Health Care
Strategies, Inc., May 2014. Accessed December 16, 2014, http:/Awww.chcs.org/media/Consumer-Incentive-Matrix_060414.pdf.

Copyright © 2016 by the Arkansas Center for Health Improvement. All rights reserved.
Healthy Behavior Incentives: Medicaid Page 6 ACHl


http://healthyamericans.org/assets/files/TFAH-2015-ObesityReport-final.22.pdf
http://cdnfiles.americashealthrankings.org/SiteFiles/Reports/2015AHR_Annual.pdf
http://www.chronicdiseaseimpact.com/State_sheet/AR.pdf
http://www.towerswatson.com/en/Insights/IC-Types/Survey-Research-Results/2013/12/stayingatwork-survey-report-2013-2014-us
http://www.towerswatson.com/en/Insights/IC-Types/Survey-Research-Results/2013/12/stayingatwork-survey-report-2013-2014-us
http://www.cdc.gov/nccdphp/publications/factsheets/Prevention/pdf/obesity.pdf
http://www.healthmine.com/wp-content/reports/healthmine-consumer-quarterly-report-2015-april.pdf
http://assets1b.milkeninstitute.org/assets/Publication/ResearchReport/PDF/Checkup-Time-Chronic-Disease-and-Wellness-in-America.pdf
http://assets1b.milkeninstitute.org/assets/Publication/ResearchReport/PDF/Checkup-Time-Chronic-Disease-and-Wellness-in-America.pdf
http://harvardmagazine.com/2006/03/the-marketplace-of-perce.html
http://content.healthaffairs.org/content/32/7/1244.full.pdf+html
http://www.gpo.gov/fdsys/pkg/FR-2013-02-27/pdf/2013-04335.pdf
http://www.gpo.gov/fdsys/pkg/FR-2013-06-03/pdf/2013-12916.pdf
http://www.hrhero.com/adaaa_regs/adaaa.pdf
http://www.hrhero.com/downloads/GINA.pdf
http://www.gpo.gov/fdsys/pkg/CFR-2012-title26-vol17/pdf/CFR-2012-title26-vol17-sec54-9802-1.pdf
http://www.gpo.gov/fdsys/pkg/CFR-2012-title26-vol17/pdf/CFR-2012-title26-vol17-sec54-9802-1.pdf
http://kff.org/medicaid/issue-brief/an-overview-of-medicaid-incentives-for-the-prevention-of-chronic-diseases-mipcd-grants/
http://kff.org/medicaid/issue-brief/an-overview-of-medicaid-incentives-for-the-prevention-of-chronic-diseases-mipcd-grants/
http://www.chcs.org/media/Consumer-Incentive-Matrix_060414.pdf

22 McCullough F. “CMS State Plan Amendment Approval Letter to West Virginia Bureau of Medical Services.” U.S. Department
of Health and Human Services, Centers for Medicare and Medicaid Services, September 18, 2015. Accessed November 17,
2015, http:/mww.medicaid.gov/State-resource-center/Medicaid-State-Plan-Amendments/DownloadsMW VANV V-14-0007.pdf.

23 Wishner JB, Holahan J, Upadhyay D, McGrath M. “Medicaid Expansion, the Private Option, and Personal Responsibility
Requirements: The Use of Section 1115 Waivers to Implement Medicaid Expansion Under the ACA.” Urban Institute, May
2015. Accessed January 8, 2016, http://www.urban.org/sites/default/files/alfresco/publication-pdfs/2000235-Medicaid-
Expansion-The-Private-Option-and-Personal-Responsibility-Requirements.pdf.

24 “The Stephen Group Volume Il: Recommendations.” Manchester, NH: The Stephen Group, October 2015. Accessed
October 28, 2015,
http://www.arkleg.state.ar.us/assembly/2015/Meeting%20Attachments/836/114099/TSG%20Volume%2011%20Recommendatio
ns.pdf.

25 Blumenthal KJ, Saulsgiver KA, Norton L, Troxel AB, Anarella JP, Gesten FC, Chernew ME, Volpp KG. “Medicaid Incentive
Programs to Encourage Healthy Behavior Show Mixed Results to Date and Should be Studied and Improved.” Health Affairs
(Millwood) 2013;32(3):497-507. doi: 10.1377/hithaff.2012.0431.

26 Sebelius K. “Medicaid Incentives for Prevention of Chronic Diseases Evaluation: Initial Report to Congress.” U.S.
Department of Health and Human Services, November 2013. Accessed March 25, 2015,
https://innovation.cms.gov/Files/reports/MIPCD RTC.pdf.

27 Taufen A. “Navigating Wellness Incentives.” BenefitsPro, April 2015. Accessed April 7, 2015,
http://www.benefitspro.com/2015/04/07/navigating-wellness-incentives.

28 Crawford M, Onstott M. “Healthy Behavior Incentives: Opportunities for Medicaid.” [Brief] Center for Health Care Strategies,
Inc., November 2014. Accessed December 16, 2014, http://www.chcs.org/media/Healthy-Behavior-Incentives Opportunities-
for-Medicaid 1.pdf.

29 Walsh M, Plein LC, Fitzgerald MP, Gurley-Calvez T, Pellillo A. “Opting to Opt-In: Policy Choice, Program Expectations and
Results in West Virginia's Medicaid Reform Initiative.” Journal of Health Care for the Poor and Underserved 2014;25(3):1449-
71. doi: 10.1353/hpu.2014.0150.

30 Blackburn G. “Effect of Degree of Weight Loss on Health Benefits.” Obesity Research 1995;3(Suppl 2):211S-168S.

31 “Clinical Guidelines on the Identification, Evaluation, and Treatment of Overweight and Obesity in Adults: The Evidence
Report.” Bethesda, MD: National Heart, Lung, and Blood Institute, September 1998.

32 Wing RR, Lang W, Wadden TA, Safford M, et al. “Benefits of Modest Weight Loss in Improving Cardiovascular Risk Factors
in Overweight and Obese Individuals with Type 2 Diabetes.” Diabetes Care 2011;34:1481-86.

Copyright © 2016 by the Arkansas Center for Health Improvement. All rights reserved.
Healthy Behavior Incentives: Medicaid Page 7 ACHl


http://www.medicaid.gov/State-resource-center/Medicaid-State-Plan-Amendments/Downloads/WV/WV-14-0007.pdf
http://www.urban.org/sites/default/files/alfresco/publication-pdfs/2000235-Medicaid-Expansion-The-Private-Option-and-Personal-Responsibility-Requirements.pdf
http://www.urban.org/sites/default/files/alfresco/publication-pdfs/2000235-Medicaid-Expansion-The-Private-Option-and-Personal-Responsibility-Requirements.pdf
http://www.arkleg.state.ar.us/assembly/2015/Meeting%20Attachments/836/I14099/TSG%20Volume%20II%20Recommendations.pdf
http://www.arkleg.state.ar.us/assembly/2015/Meeting%20Attachments/836/I14099/TSG%20Volume%20II%20Recommendations.pdf
https://innovation.cms.gov/Files/reports/MIPCD_RTC.pdf
http://www.benefitspro.com/2015/04/07/navigating-wellness-incentives
http://www.chcs.org/media/Healthy-Behavior-Incentives_Opportunities-for-Medicaid_1.pdf
http://www.chcs.org/media/Healthy-Behavior-Incentives_Opportunities-for-Medicaid_1.pdf

	Healthy behavior incentive programs
	The Cost of Chronic Disease in Arkansas
	Use of Financial Incentives
	Federal and State Oversight of Incentive Programs

	The Patient Protection and Affordable Care Act of 2010 (PPACA)12F  allows employers, starting in 2014, to use up to 30 percent of the total amount of their employees’ health insurance premiums to provide outcome-based wellness incentives. If the welln...
	Medicaid Incentive Programs – What We Know
	Lessons Learned from Existing Programs-State Medicaid Programs
	Recommendations for Establishing a Healthy Behavior Incentive Program


	Conclusion
	References

