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By Cathy J. Bradley and David Neumark

Small Cash Incentives Can
Encourage Primary Care Visits By
Low-Income People With New
Health Care Coverage

ABSTRACT In a randomized controlled trial, we studied low-income adults
newly covered by a primary care program to determine whether a cash
incentive could encourage them to make an initial visit to a primary care
provider. Subjects were randomly assigned to one of four groups: three
groups whose members received $10 to complete a baseline survey during
an interview and who were randomized to incentives of $50, $25, or $0
to visit their assigned primary care provider within six months after
enrolling in the study; and a nonincentivized control group not
contacted by the research team. Subjects in the $50 and $25 incentive
groups were more likely to see a primary care provider (77 percent and
74 percent, respectively), compared to subjects in the $0 incentive group
(68 percent). The effects of the intervention were about twice as large
when we compared the proportions of subjects in the $50 and $25
incentive groups who visited their providers and the proportion in the
nonincentivized group (61 percent). Cash incentive programs may steer
newly covered low-income patients toward primary care, which could
result in improved health outcomes and lower costs.

P
rimary care is positively associated
with primary and secondary pre-
vention, chronic health condition
management, and reduced health
care costs.1,2 Insurance provides ac-

cess to primary care. However, the evidence on
whether access alone reduces hospitalizations
and emergency department (ED) use is mixed.3,4

Previous research demonstrated that among
people who obtain insurance coverage after his-
tories of no or intermittent coverage, it may take
two or more years to establish clinically appro-
priate care patterns.5,6

Health insurance and other coverage pro-
gramsprovide access to care butmight not overt-
ly encourage patients to seek primary care. A
primary care visit within the first six months
of enrollment could address long-ignored or
emerging health care needs, and it provides an
alternative to using the ED. An incentive pro-

gramcould encourage patients to see a physician
within that time period, even when they believe
themselves to be healthy, and having such a visit
could improve health and lower future spending.
Patients may view such a visit as unnecessary or
daunting, particularly if they are unfamiliar with
making appointments and communicating with
physicians. Such a visit can also be time-consum-
ing, if wait times to see a doctor are lengthy.
Thus, only patients who prefer primary care to
the ED and have a condition that can wait a
couple of weeks for an appointment may seek
primary care. Pursuing primary care on their
own may also be less likely among people who
do not routinely seek care in a physician’s office.
Such people may wait until they are sick to make
an appointment or go to the ED.
A timely first primary care visit following en-

rollment may be critical in establishing a rela-
tionship with a physician before a health crisis,
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screening for preventable conditions, and iden-
tifying and treating latent health problems—
and thus avoiding subsequent conditions of
greater severity. Such a visit may also help avoid
preventable hospitalizations related to previous-
ly treated or untreated conditions. In the United
States, preventable hospitalizations have annual
costs of $30 billion,7 and many such hospitaliza-
tions could be avoided if the underlying condi-
tions were managed in the primary care
setting.8,9

Timely use of primary care to improve health
and reduce costs is therefore desirable in health
care delivery, regardless of whether patients are
in a safety-net system, receive care reimbursedby
Medicaid, or are otherwise insured.
A cash incentivemay generate a desired behav-

ioral response for a relatively small price. More-
over, low-income populations may be more re-
sponsive to cash incentives, compared to other
populations.10 Previous studies have reported
that low-income patients who gain cost-sharing
responsibility for ED use reduce their ED visits
for nonurgent care,11,12 which suggests that these
patients are responsive to financial incentives.
We compared the effects on initial primary

care visits of three levels of cash incentives of-
fered to low-income patients who had previously
been uninsured and had newly been given low-
cost or freehealth care ina state that didnot relax
its stringent criteria for Medicaid eligibility in
response to the Affordable Care Act. All patients
were assigned to a primary care provider when
their coverage began.

Study Data And Methods
Study Population Subjects were identified and
enrolled in our study of cash incentives through
a community-based primary care program estab-
lished by the Virginia CommonwealthUniversity
Medical Center, a safety-net provider. Theprima-
ry care program—known as Virginia Coordinat-
ed Care (VCC)—was designed to improve access
to primary care for uninsured patients. To be
eligible for VCC, patients must have household
incomes below 100percent of the federal poverty
level, cannot have other sources of health care
coverage, and must reside within thirty miles of
the Virginia Commonwealth University Medical
Center. As of July 2017, Virginia had not expand-
ed eligibility for Medicaid to low-income child-
less adults and had stringent income thresholds
for qualifying for Medicaid. VCC covers many
low-income patients who do not qualify forMed-
icaid through having a dependent child.
Once enrolled in VCC, patients are assigned

to a community-based primary care provider.
Although some services require a copayment,

most patients qualify for free visits to their pri-
mary care provider. Laboratory, diagnostic, and
other outpatient services; ED visits; and inpa-
tient stays are covered only if provided at the
Virginia Commonwealth University Medical
Center. Enrollees can purchase prescription
medications for $4 at the center’s pharmacy.
Services provided outside of the office of the
assigned primary care provider or the medical
center are not covered.6,13

All of our study subjectswerenewly enrolled in
VCCandmet the following criteria: They hadhad
no VCC coverage in the past twelve months or
were reenrollingbuthadhadnovisit to aprimary
care provider or specialist in the previous nine
months; were ages 21–64; spoke English; and
resided in the community (instead of being
homeless or living at a drug or alcohol rehabili-
tation facility, for example). In addition, to be
included in the final sample, subjects had tohave
a phone number where they could be reached
and to have remained continuously enrolled in
VCC for a minimum of ninety days.
Randomization Procedures We randomly

assigned patients to the four study groups—non-
incentivized, or incentivized at the $0, $25, or
$50 level. Our randomization procedure sought
to ensure that the groups had equal proportions
of subjects by sex, race, and five-year age ranges.
Starting in August 2013 subjects were randomly
assigned weekly to either the incentivized or the
nonincentivized arm of the study, based on VCC
enrollment data. These data contained patients’
demographic information and enrollment histo-
ries and allowed us to identify subjects who
met the inclusion and exclusion criteria.
Thenonincentive armcomprised470 subjects,

of whom 55were ineligible based on administra-
tive records—which left 415 members in the un-
treated control group. Nonincentivized subjects
were not contacted by study personnel. Their
medical claim files were collected for a time pe-
riod equivalent to those of subjects randomly
assigned to the incentivized arm. Exposure to
the experiment (the Hawthorne effect) had the
potential to affect the behavior of the incentiv-
ized subjects, even those eventually randomly
assigned to the $0 incentive group. For example,
introducing the study to patients could sensitize
them to primary care visits and their health con-
ditions, teach them how to use VCC, or leave
them to ask study coordinators to contact a
VCC specialist who would help them navigate
the program. The nonincentivized subject group
allowed us to observe behavior in the absence of
activities associated with the randomized con-
trolled trial. It is possible that the cash incentives
offered to the $0, $25, and $50 incentive groups
had little effect on primary care visits, while the
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information about providers that people gained
by participating in the experiment had a large
effect relative to the nonincentivized group—in
which case the cash incentive effect would un-
derstate the effects of the overall intervention.
Subjects randomly assigned to the incentiv-

ized arm were contacted and, if they agreed to
participate in the study, completed a baseline
interview—after which they were randomly as-
signed to one of the three incentive groups.
Therefore, responses to the interview were not
influenced by group assignment.
Among subjects initially randomly assigned to

the incentivized arm, 28 percent could not be
contacted, 25 percent were ineligible, 13 percent
declined toparticipate in thestudy, and4percent
were not contacted because the study had
reached its recruitment goals. Every effort was
made to interview subjects who agreed to partic-
ipate. However, 61 of those subjects did not com-
plete the interview, and we were unable to con-
tact themagain. In addition, 2 subjects withdrew
from the study immediately after the interview,
and another 114 were ineligible based on infor-
mation they supplied during the interview that
contradicted administrative data. Overall, 1,228
subjectswere randomly assigned to the incentive
arm and completed the baseline interview. Of
these subjects, 413 were assigned to the $0 in-
centive group, 407 to the $25 incentive group,
and 408 to the $50 incentive group.
The online Appendix summarizes how the fi-

nal sample was derived.14 Random assignment
continued until study enrollment goals were
met. The study was designed to have at least
80 percent power with an alpha of 0.05 to detect
a 10-percentage-point difference in visits to a
primary care provider between any incentive
group and the nonincentivized group. Enroll-
ment was completed in October 2015, and the
six-month follow-up of the sample concluded in
April 2016.
The Intervention Subjects enrolled in the

incentive groups ($50, $25, or $0) for our study
were given $10 to complete a baseline survey
during the interview. The interview was con-
ducted by telephone, and the survey included
questions about health status (such as chronic
conditions) and care-seeking behavior (for ex-
ample, frequency of ED visits within the past
year). At the end of the interview, subjects were
told the group to which they had been randomly
assigned and given six months to see their
primary care provider. Subjects were free to
ask questions about VCC and their assigned pro-
vider, but this information was not part of the
interviewers’ standard script. No follow-up re-
minders to visit a primary care provider
were sent.

Institutional Review Boards at Virginia Com-
monwealth University and the University of Col-
orado approved the study protocol before we
collected any data.
End Points And Assessments The primary

end point was a claim for a visit to a primary care
provider within six months of the date of study
enrollment. If we did not receive a primary care
provider claim, we assumed that the subject did
not see such a provider. Many subjects in the
incentivized arm called the study coordinators
after seeing a primary care provider. In all cases,
we verified that the visit hadoccurred.Becauseof
the time delay between visit, claim submission,
and verification, study subjects received their
incentive check approximately six to eightweeks
after a visit to a primary care provider. It might
have been ideal for subjects to receive the incen-
tive payment at the time of the visit.
Control Variables Variables common to the

incentivized groups and the nonincentivized
group were sex, age, race/ethnicity, and marital
status, which were recorded in the VCC adminis-
trative data. Additional information on the edu-
cation, employment status, monthly income,
usual source of care, andhealth status of subjects
enrolled in the incentivized groupswas collected
during the baseline interview. Health status was
measured through an inventory of chronic con-
ditions (hypertension, diabetes, anxiety, depres-
sion, arthritis, asthma, migraines, and drug or
alcohol problems).We categorized these condi-
tions as depression, anxiety, or both; drug or
alcohol problems; and twoormoreother chronic
conditions.
We also calculated respondents’ composite

scores on a subset of the Patient-Reported
Outcomes Measurement Information System
(PROMIS) domains (for example, depression,
anxiety, social role, and pain interference with
daily life). PROMIS is a set of person-centered
measures that evaluates and monitors physical,
mental, and social health in adults and children.
It can be used with the general population and
with people living with chronic conditions.
Higher scores for the depression, anxiety, and
pain interference domains indicate worse health

The Affordable Care
Act expanded the use
of incentives to public
insurance programs.
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status, and a higher score for the social role do-
main indicates better health status.
In addition, we asked subjects about the num-

ber of their ED visits in the twelvemonths before
enrollment in our study. Visits were categorized
as 0 or 1, 2–5, or 6 or more.

Analysis The four groups were descriptively
analyzed using chi-square tests for categorical
variables and t-tests for differences in means.
The primary multivariate analysis used logistic
regression with standard errors clustered at the
physician level and fixed effects for physician
assignment. We report odds ratios and indicate
significance. Each incentive group was com-
pared to the nonincentivized group. In addition,
the $25 and$50 incentive groupswere compared
both separately and together to the $0 incentive
group. Tests of significance were two-sided.
A handful of subjects were missing informa-

tion on a few variables (no more than ten sub-
jects for any given variable). We assumed that
these data were missing at random, and we used
multiple imputation methods with ten imputa-
tions to impute missing data in the logistic re-
gressions. Results from the regressions using
imputed data were compared with those ob-
tained when subjects with missing data were
dropped from the regressions. The findingswere
nearly identical.
Analyses were conducted using SAS, version

9.3, and Stata, version 14.0.
Limitations This study had limitations. First,

the subjects, like all VCC participants, were free
to seek care outside of the Virginia Common-
wealth University Medical Center. We did not
have claims for all of these visits. However, visits
outside the medical center are likely to be mini-
mal. Residencewithin thirtymiles of themedical
center is a requirement for VCC enrollment,
which makes the center a convenient location
for health care. Moreover, the center is the main
safety-net provider in the region, and uninsured
patients know that they can get free or low-cost

care there.
Second, subjects who enrolled in the study

may have been more inclined than those in the
nonincentivized arm to see a primary care pro-
vider. To address this potential selection bias, we
tracked visits to primary care providers among
different cash incentive groups, including $0.
The nonincentivized group had fewer visits com-
pared to all three incentive groups, which is con-
sistent not onlywith thehypothesis that the non-
incentivized group may be less inclined to see a
primary care provider but also with the interven-
tion’s having an effect even with a $0 incentive
for visitingaprimary careprovider.Theeffects of
the $25 and $50 incentives relative to that of the
$0 incentive were not prone to bias from an un-
derlying higher tendency to see a primary care
provider since these subjectswere exposed to the
same study conditions and randomized follow-
ing the baseline interview.
Other limitations included various challenges

associated with engaging low-income uninsured
adults in a research study. For example, 28 per-
cent of the patients initially assigned to the in-
centivized arm could not be contacted. Thus,
people enrolled in our studymight not be entire-
ly representative of the VCC population.
Last, VirginiaCommonwealthUniversityMed-

ical Center is a safety-net provider that treats an
urbanandpredominantlyAfricanAmericanpop-
ulation. Our findings are likely generalizable to
other urban safety-net centers but may have lim-
ited generalizability to rural and non-safety-net
settings.

Study Results
Sample Characteristics Randomization
worked well among the four study groups, al-
though therewere significant differences inmar-
ital status between the incentivized groups and
the nonincentivized group (Exhibit 1). The aver-
age age across the groups was about forty-six
years, and approximately two-thirds of each
group was African American. Few subjects (less
than 14 percent in any group) were married.
Subjects randomly assigned to the incentiv-

ized groups were more likely to visit a primary
care provider than those in the nonincentivized
group (Exhibit 1). Seventy-seven percent of the
subjects in the $50 incentive group saw a provid-
er in the first six months of enrollment in the
study, compared to 61 percent in the nonincen-
tivized group. Similarly, subjects randomly as-
signed to the $25 and $50 incentive groups were
more likely to see a provider than subjects in the
$0 incentive group (74 percent and 77 percent,
respectively, versus 68 percent).
Across the three incentivized groups, subjects

Even low-cost
incentives may
produce a desired
health care behavior
in low-income
populations.

August 2017 36:8 Health Affairs 1379

 on A
ugust 8, 2017 by H

W
 T

eam
H

ealth A
ffairs

 by 
http://content.healthaffairs.org/

D
ow

nloaded from
 

http://content.healthaffairs.org/


were similar in income, employment status,
smoking status, drug or alcohol problems, de-
pression or anxiety, and the presence of two or
more other chronic conditions (Exhibit 2). Few-
er subjects in the $50 incentive group had at-
tended college, compared to subjects in the
$25 or $0 incentive group. PROMIS scores for
social role were slightly lower for the $50 group,
compared to the other two groups.
Primary Care Visits Exhibit 3 reports the

odds ratios from logistic regressions that esti-
mated the effect of the $25 and $50 incentives,
compared to the effect of the $0 incentive, on the
likelihood of visiting a primary care provider
within the first six months of enrollment in
the study. Subjects randomly assigned to the
$25 or $50 incentive groups (combined) were
50 percent more likely than subjects in the $0
incentive group to visit a primary care provider.
Compared to subjects in the $0 incentive group,
those in the $50 incentive groupwere 63 percent
more likely to see a provider, and subjects in the
$25 incentive groupwere 38 percentmore likely.
When we included additional demographic

and health status controls that were available
only for the incentivized groups, the odds ratios
were little changed. Based on all of the controls,

age, being female, having two or more other
chronic conditions, and reporting higher pain
interference PROMIS scores were positively as-
sociatedwith seeingaprimary careprovider (last
two columnsofExhibit 3).Notably, subjectswho
reported getting most of their care from the ED
were less likely to see a primary care provider.
Exhibit 4 compares the incentivized groups to

the nonincentivized group. Subjects randomly
assigned to the incentivized arm of the study
were more likely to see a primary care provider
than those in the nonincentivized arm. Subjects
randomly assigned to each of the incentivized
groups were also more likely to see a provider
than those in the nonincentivized group, with
the difference significant for the $25 and $50
incentive groups.Older and female subjectswere
more likely to see a primary care provider, com-
pared to younger and male subjects.

Discussion
We found that small cash incentives can encour-
age low-income people with newly obtained
health care coverage to visit a primary care pro-
vider. Subjects were more responsive to higher
incentives: Relative to the $0 incentive group,

Exhibit 1

Characteristics of incentivized and nonincentivized groups of low-income patients newly receiving health care coverage through Virginia Coordinated Care

Incentive

Nonincentivized group $0 $25 $50

Number Percent Number Percent Number Percent Number Percent
PCP visit within first 6 months
of study enrollment 255 61.4 280a 67.7 302b,c 74.2 313c,d 76.7

Mean age (years) 44.9 —
e 45.9 —

e 45.7 —
e 45.5 —

e

Sex

Female 182 43.8 191 46.2 191 46.9 198 48.5
Male 233 56.1 222 53.7 216 53.0 210 51.4

Race

White 119 28.7 121 29.3 111 27.3 116 28.4
African American 266 64.1 274 66.3 280 68.8 274 67.2
Other 29 6.9 16 3.9 11 2.7 14 3.4
Missing 1 0.2 2 0.5 5 1.2 4 0.9

Ethnicity

Hispanic 11 2.7 9 2.2 8 2.0 13 3.2
Missing 5 1.2 0 0.0 0 0.0 0 0.0

Marital status

Married or partnered 45 10.8 56c 13.6 40c,f 9.8 49g 12.0
Missing 2 0.5 3 0.7 4 1.0 2 0.5

SOURCE Authors’ analysis of data collected during trial enrollment. NOTES The nonincentivized group contained 415 people (25.2 percent of the study population); its
members were not contacted by the research team. All of the incentivized groups received $10 to complete a baseline survey during an interview, in addition to incentives
of $50 (408 people, or 24.8 percent of the study population), $25 (407 people, or 24.7 percent), or $0 (413 people, or 25.1 percent); percentages do not sum to 100
because of rounding. Tests of significance used chi-square tests for categorical variables and two-sample t-tests for continuous variables. PCP is primary care provider.
aSignificantly different from the nonincentivized group (p < 0:05). bSignificantly different from the $0 incentive group (p < 0:05). cSignificantly different from the
nonincentivized group (p < 0:01). dSignificantly different from the $0 incentive group (p < 0:01). eNot applicable. fSignificantly different from the $0 incentive group
(p < 0:1). gSignificantly different from the nonincentivized group (p < 0:1).
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the$25and$50 incentivegroupswere36percent
and 56 percent more likely to visit a provider.
Several studies have used financial incentives

to encourage healthy behaviors such as getting
vaccines, cancer screening, and pre- and post-
natal care.Many of these studieswere conducted
in low-income populations and found incentives
to be effective.10 Incentives for healthy behaviors
have been studied in other patient populations
aswell.15 For example, one study found thatmod-
est incentives increased exercise among older
adults.16 In a study of statin use and adherence,
patients who received incentives weremore like-

ly to be adherent, especially if they were already
taking statins.15 Another study demonstrated
that financial incentives of $750 increased rates
of long-term smoking cessation.17 In general, the
higher the incentive, the higher the success
rate.18

Employers have long been interested in incen-
tives to encourage healthy behaviors,19 and the
Affordable Care Act expanded the use of incen-
tives to public insurance programs. For example,
a ten-stateMedicaid demonstration project used
incentives to encourage weight loss, smoking
cessation, wellness visits, and other healthy be-

Exhibit 2

Demographic characteristics, health status, and health-seeking behaviors in incentivized groups of low-income patients
newly receiving health care coverage through Virginia Coordinated Care

Incentive

$0 $25 $50

Characteristic Number Percent Number Percent Number Percent
Education
High school diploma or less 245 59.3 235 57.7 265 65.0
Some college 127 30.8 129 31.7 104 25.5
Bachelor’s degree or more 33 8.0 40 9.8 38 9.3
Missing 8 1.9 3 0.7 1 0.2

Average monthly income
Less than $1,500 379 91.8 376 92.4 386 94.6
$1,500–$2,000 23 5.5 15 3.7 15 3.7
$2,001 or more 9 2.2 14 3.4 6 1.5
Missing 2 0.5 2 0.5 1 0.2

Employed 112 27.1 119 29.2 99 24.3

Smoking status
Smoker 203 49.2 190 46.7 212 52.0
Missing 0 0.0 0 0.0 2 0.5

Drug or alcohol use
Drug or alcohol problems 67 16.2 58 14.3 52 12.7
Missing 2 0.5 1 0.2 3 0.7

Depression or anxiety 215 52.1 213 52.3 229 56.1

2 or more chronic conditionsa 250 60.5 266 65.4 255 62.5

ED utilization
Get most of care in the ED 154 37.3 138 33.9 165 40.4

Number of visits in 12 months before enrollment *
0 or 1 234 56.7 228 56.0 192 47.1
2–5 145 35.1 146 35.9 182 44.6
6 or more 34 8.2 32 7.9 34 8.3
Missing 0 0.0 1 0.2 0 0.0

PROMIS score
Anxiety 54.3 —

b 53.4 —
b 55.4 —

b

Depression 54.1 —
b 53.5 —

b 55.3 —
b

Social role 45.6 —
b 45.9 —

b 44.1* —
b

Pain interference 57.9 —
b 58.9 —

b 58.9 —
b

Missing 9 2.2 14 3.4 21 5.1

SOURCE Authors’ analysis of data collected during trial enrollment. NOTES All of the incentivized groups completed a baseline survey
during an interview (for which they received $10), in addition to being in cash incentive groups of $50 (33.2 percent of the incentivized
groups), $25 (33.1 percent), or $0 (33.6 percent); percentages do not sum to 100 because of rounding. Composite scores on a subset of
the Patient-Reported Outcomes Measurement Information System (PROMIS) domains described in the text are shown as standardized
t-scores. Higher scores for anxiety, depression, and pain interference indicate worse health; higher scores for social role indicate
better health. Significance refers to the difference from the $0 incentive group. aConditions other than depression, anxiety, and
drug or alcohol problems. bNot applicable. *p < 0:10
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haviors.20 Programs in these states reported
mixed success.
Our study met the basic tenets of a simple

incentive program:10 It encouraged a one-time
behavior; participants had adequate informa-
tion (for example, assignment to a primary care
provider and a full explanation of the study) to
act upon the incentives; we paid subjects direct-
ly; andwe set the $25 incentive amount to be just
above the estimated cost of transportation to and
from a primary care provider and the $50 incen-

tive amount to cover transportation plus possi-
ble additional costs related to child care or a
couple of hours of lost wages.
A significant strength of the study is the inclu-

sion of a nonincentivized group, which im-
proved the study’s internal validity by helping
gauge the possible influence of completing the
survey and talking to subjects about the VCC
program and their health status after they com-
pleted the usual VCC enrollment process. It is
noteworthy that even the $0 incentive group

Exhibit 3

Likelihood of a primary care provider visit within the first 6 months of study enrollment, by incentivized groups of
low-income patients newly receiving health care coverage through Virginia Coordinated Care

Covariates common to all groups
Covariates common only to
incentivized groups

$25 and $50 groups
combined

$25 or $50
group

$25 and $50 groups
combined

$25 or $50
group

$25 and $50 groups combined 1.50*** —
a 1.46*** —

a

$25 group —
a 1.38** —

a 1.36*
$50 group —

a 1.63*** —
a 1.56***

Age 1.02*** 1.02*** 1.02*** 1.02***

Female 1.58*** 1.58*** 1.49*** 1.49***

Nonwhite 1.13 1.13 1.20 1.21
Hispanic 1.67 1.66 1.78 1.76

Married or partnered 0.65*** 0.64*** 0.59*** 0.59***

Education
High school diploma or less —

a
—

a 0.82 0.80
Some college —

a
—

a 0.63* 0.63*
Bachelor’s degree or more —

a
—

a Ref Ref

Average monthly income
Less than $1,500 —

a
—

a 1.67 1.66
$1,500–$2,000 —

a
—

a 2.97* 2.89*
$2,001 or more —

a
—

a Ref Ref

Employed —
a

—
a 0.97 0.98

Health conditions
Smoker —

a
—

a 1.02 1.03
Drug or alcohol problems —

a
—

a 0.85 0.85
Depression or anxiety —

a
—

a 1.01 1.01
2 or more chronic
conditionsb

—
a

—
a 1.25** 1.25**

PROMIS score
Anxiety —

a
—

a 0.99 0.99
Depression —

a
—

a 0.99 0.99
Social role —

a
—

a 0.99 0.99
Pain interference —

a
—

a 1.02*** 1.02***

Get most of care at the ED —
a

—
a 0.73** 0.73**

ED utilization
0 to 1 —

a
—

a 0.71 0.72
2 to 5 —

a
—

a 1.05 1.05
6 or more —

a
—

a Ref Ref

SOURCE Authors’ analysis of data collected during trial enrollment. NOTES The exhibit shows odds ratios estimated using logistic
regressions with physician fixed effects. The $0 incentive group was the reference category for the other incentive groups. The
sample size was reduced from 1,228 to 1,204 because we excluded 24 respondents who were the only patient assigned to a
particular practice. Standard errors are clustered at the physician level. The “covariates common to all groups” columns exclude
observations with missing variables. The “covariates common only to incentivized groups” columns use multiple imputation
methods. Patient-Reported Outcomes Measurement Information System (PROMIS) scores are explained in the Notes to Exhibit 2.
aNot applicable. bConditions other than depression, anxiety, and drug or alcohol problems. *p < 0:10 **p < 0:05 ***p < 0:01
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was more likely than the nonincentivized group
to visit a primary care provider.
Our unique experiment demonstrated that

even low-cost incentives may produce a desired
health care behavior in low-income populations.
Moreover, the findings suggest that interaction
with a health care program coordinator who ori-
ents low-income enrollees to relevant program
processes may also produce the desired result
with no prospect of an incentive, as we found
a modestly higher likelihood of visits to a prima-
ry care provider in the $0 incentive group, com-
pared to the nonincentivized group.
The goal of the incentive programwas not only

to encourage visits to a primary care provider,
but also to ultimately reduce hospitalizations
and costs by treating health conditions before
they become severe and to improvehealth status.
We are collecting health care utilization data on
the twelve and twenty-four months after enroll-
ment in our study. These data will allow us to
determine whether primary care visits reduced
ED, inpatient, and outpatient utilization and
their associated costs and improved patient
self-reported health status.

Conclusion
Cash incentives appear to be effective at increas-
ing primary care use among low-income pa-
tients. If the use of primary care is shown to
reduce overall health care use and improve
health in this high-cost population, cash incen-
tives may be a cost-effective way to steer low-
income patients away from more expensive ser-

vices and help them establish a relationship with
a primary care provider. This approach may be
particularly effective for people newly offered
health care coverage, regardless of whether that
coverage is through the safety net or insurance.
Providing less expensive but improved quality of
care by preventing avoidable hospitalizations
and nonurgent ED visits remains a national
priority. ▪

The authors’ research was supported by
the Agency for Healthcare Research and
Quality (Grant No. R01-HS022534) The
authors are grateful to Heather
Saunders for project coordination; Chun-

Chieh Hu and Bassam Dahman for
statistical and programming support; the
interviewers who collected and coded
the data; the many subjects who
generously donated their time to the

project; and the Virginia Coordinated
Care program, which allowed us to enroll
its patients and provided access to
medical claim files.

Exhibit 4

Likelihood of a primary care provider visit within the first 6 months of study enrollment, by
type of group, among low-income patients newly receiving health care coverage through
Virginia Coordinated Care

Incentivized versus
nonincentivized study arm

Three incentivized groups
versus nonincentivized
group

Any incentivized group 1.61*** —
a

$0 group —
a 1.24

$25 group —
a 1.71***

$50 group —
a 2.02***

Age 1.02*** 1.02***

Female 1.52*** 1.50***

Nonwhite 1.17 1.17

Hispanic 1.38 1.35
Married or partnered 0.73* 0.74*

SOURCE Authors’ analysis of primary data collected during trial enrollment. NOTES The exhibit shows
odds ratios estimated using logistic regressions with physician fixed effects. The sample size was
reduced from 1,643 to 1,615 because we excluded 28 respondents who were the only patient
assigned to a particular practice. Multiple imputation methods were used for observations with
missing variables. Standard errors are clustered at the physician level. aNot applicable.
*p < 0:10 ***p < 0:01
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