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EXECUTIVE SUMMARY

What This Paper Covers

Medicaid finances health care coverage and services for more than 75 million Americans.
Historically, coverage was targeted primarily to low-income children, pregnant women, the
elderly, and people with disabilities. Over the last decade, however, Medicaid enrollment
among able-bodied, working-age adults has surged due to the Affordable Care Act’s
expanded eligibility rules, as well as lax enforcement of eligibility rules by states. Moreover,
federal funding creates incentives for states to favor services for able-bodied, working-age
adults over the most vulnerable Americans, shifting the program’s focus away from traditional
enrollees and leading to rapid cost growth.

Considering these realities, adding a work requirement for able-bodied, working-age
Medicaid enrollees without young dependents could improve the program’s fiscal
sustainability while also re-orienting Medicaid access back to the most vulnerable patients. A
common critique of work requirements is that such rules may worsen population health by
causing people to lose health insurance and delay or forego needed medical care. With
nationwide work requirements for certain Medicaid enrollees slated to take effect in 2027, it is
important to consider the potential impacts of this policy.

This study represents the first direct empirical evaluation of the effects of Medicaid work
requirements on access to care and health. We focus on Arkansas, which enforced work
requirements in 2018 and 2019.

What We Found

Because Arkansas’s work requirements lasted for nearly a year and impacted a substantial
number of people, the state provides a unique opportunity to study the actual impacts of
these policies on access to care and health. Using detailed hospital records data, we
compared rates of preventable hospitalization and preventable emergency department visits
(e.g., cases of uncontrolled diabetes or asthma) between adults in Arkansas subject to the
work requirements and adults exempt from the rules due to age cutoffs. We find no

statistically discernable effects of work requirements on access to care or health.
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Why It Matters

Our findings suggest that work requirements in Medicaid do not harm population health, at
least in the short-run. This is consistent with evidence from randomized trials that insurance
coverage has little or no effect on physical health outcomes. Our results also align with a large
literature documenting that work itself is associated with improved health. Work requirements

may be an effective tool for encouraging upward economic mobility while prioritizing health
resources for the neediest Americans.
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INTRODUCTION

Medicaid finances health care coverage for more than one in five Americans, including 40
percent of children.! However, as Paragon has demonstrated extensively, the program is
overdue for reform. One major problem — exacerbated by the Affordable Care Act —is that
states have weak incentives to ensure proper enrollment.2 This has led to nearly $1.1 trillion in
improper payments over the past decade.® Another problem is that states manipulate
Medicaid’s federal funding formula through provider taxes and other financing gimmicks,
which minimize their actual state contributions and inflate federal costs.*

Medicaid was intended to help vulnerable populations, such as individuals with disabilities,
children, and pregnant women. But its funding structure now discriminates against these
populations. Federal incentives have driven states to favor care for able-bodied, working-age
Medicaid enrollees over the neediest Americans. Considering these realities, adding a work
requirement for able-bodied, working-age Medicaid enrollees without young dependents
could improve the program’s fiscal sustainability while also re-orienting Medicaid access back
to the most vulnerable patients.

However, a common critique to requiring work and community engagement is that such
requirements will worsen population health by causing people to lose health insurance.® For
example, the Center for American Progress recently claimed that a Medicaid work
requirement could result in 15,400 deaths annually.? However, the association between
insurance coverage and health is tenuous at best,” with randomized trials suggesting no
causal link between insurance coverage and health.82 Moreover, a large literature suggests

1 KFF, “Health Insurance Coverage of Children 0-18,” https://www.kff.org/other/state-indicator/children-0-18/?currentTimeframe=0&sortMo
del=%7B%22colld%22:%22ocation%22,%22s0rt%22:%22asc%22%7D.

2 Liam Sigaud, “Ineligible Enrollment in the ACA’'s Medicaid Expansion: Evidence, Costs, and Remedies,” Paragon Health Institute, May 12,
2025, https://paragoninstitute.org/medicaid/ineligible-enrollment-in-the-acas-medicaid-expansion-evidence-costs-and-remedies/.

3 Brian Blase and Rachel Greszler, “Medicaid’s True Improper Payments Double Those Reported by CMS,” Paragon Health Institute, March
3, 2025, https://paragoninstitute.org/medicaid/medicaids-true-improper-payments-likely-double-those-reported-by-cms/.

4 Bill Hammond, “How California Uses Medicaid to Rip You Off,” Wall Street Journal, April 3, 2024, https://www.wsj.com/opinion/how-
california-uses-medicaid-to-rip-you-off-healthcare-92502183; Brian Blase and Niklas Kleinworth, “Addressing Medicaid Money
Laundering: The Lack of Integrity with Medicaid Financing and the Need for Reform,” Paragon Health Institute, March 2025, https://
paragoninstitute.org/medicaid/
addressing-medicaid-money-laundering-the-lack-of-integrity-with-medicaid-financing-and-the-need-for-reform/.

5 Robert Wood Johnson Foundation, “Work Requirements Threaten Health and Increase Costs,” April 24, 2025, https://www.rwjf.org/en/
insights/our-research/2025/04/work-requirements-threaten-health-and-increase-costs.html.

6 Natasha Murphy and Andrea Ducas, “The Collateral Damage of Medicaid Work Requirements,” Center for American Progress, May 9,
2025, https://www.americanprogress.org/article/the-collateral-damage-of-medicaid-work-requirements/.

7  Joel M. Zinberg and Liam Sigaud, “What Matters for Health: Insurance Is Less Important Than You Think,” Paragon Health Institute,
December 2024, https://paragoninstitute.org/public-health/what-matters-for-health-insurance-is-less-important-than-you-think/.

8 Robert H.Brook et al., “The Health Insurance Experiment: A Classic RAND Study Speaks to the Current Health Care Reform Debate,”
RAND, December 6, 2006, https://www.rand.org/pubs/research_briefs/RB9174.html; Katherine Baicker et al., “The Oregon Experiment —
Effects of Medicaid on Clinical Outcomes,” New England Journal of Medicine 368, no. 18 (May 2, 2013), https://www.nejm.org/doi/
full/10.1056/NE JMsal1212321.

— PAGE 3 —


https://www.kff.org/other/state-indicator/children-0-18/?currentTimeframe=0&sortModel=%7B%22colId%22:%22Location%22,%22sort%22:%22asc%22%7D
https://www.kff.org/other/state-indicator/children-0-18/?currentTimeframe=0&sortModel=%7B%22colId%22:%22Location%22,%22sort%22:%22asc%22%7D
https://paragoninstitute.org/medicaid/ineligible-enrollment-in-the-acas-medicaid-expansion-evidence-costs-and-remedies/
https://paragoninstitute.org/medicaid/medicaids-true-improper-payments-likely-double-those-reported-by-cms/
https://www.wsj.com/opinion/how-california-uses-medicaid-to-rip-you-off-healthcare-92502183
https://www.wsj.com/opinion/how-california-uses-medicaid-to-rip-you-off-healthcare-92502183
https://paragoninstitute.org/medicaid/addressing-medicaid-money-laundering-the-lack-of-integrity-with-medicaid-financing-and-the-need-for-reform/
https://paragoninstitute.org/medicaid/addressing-medicaid-money-laundering-the-lack-of-integrity-with-medicaid-financing-and-the-need-for-reform/
https://paragoninstitute.org/medicaid/addressing-medicaid-money-laundering-the-lack-of-integrity-with-medicaid-financing-and-the-need-for-reform/
https://www.rwjf.org/en/insights/our-research/2025/04/work-requirements-threaten-health-and-increase-costs.html
https://www.rwjf.org/en/insights/our-research/2025/04/work-requirements-threaten-health-and-increase-costs.html
https://www.americanprogress.org/article/the-collateral-damage-of-medicaid-work-requirements/
https://paragoninstitute.org/public-health/what-matters-for-health-insurance-is-less-important-than-you-think/
https://www.rand.org/pubs/research_briefs/RB9174.html
https://www.nejm.org/doi/full/10.1056/NEJMsa1212321
https://www.nejm.org/doi/full/10.1056/NEJMsa1212321

DARAGON,

HEALTH INSTITUTE paragoninstitute.org

that work itself is associated with improved health.? Yet the potential health impact of
Medicaid work requirements has not been directly studied.

ARKANSAS: A REAL-WORLD CASE OF MEDICAID WORK
REQUIREMENTS

Arkansas provides a useful real-world example to examine the potential health impacts of
Medicaid work requirements. In 2018, Arkansas enacted a requirement that certain Medicaid
enrollees participate in community engagement, defined as employment for at least 80 hours
per month or participation in other activities such as volunteer work or enrollment in a job
training or educational program.’® Exemptions were granted for medically frail individuals and
pregnant women. The work requirements went into effect on June 1, 2018, for persons 30-49
years old and were subsequently extended on January 1, 2019, to individuals ages 19-29. The
work requirements for both age groups were rescinded on March 27, 2019, after a federal
court ruling in Gresham v. Azar."

Because Arkansas’s work requirements lasted for nearly a year and impacted a substantial
number of people, the state provides a unique opportunity to study the actual impacts of
these policies on health. As a first step toward doing so, we examined trends in preventable
hospital admissions and emergency department visits in Arkansas using the State Inpatient
Databases and the State Emergency Department Databases. Both datasets are maintained by
the Healthcare Cost and Utilization Project,’® which is part of the Agency for Healthcare
Research and Quality (AHRQ). In addition to maintaining these datasets, AHRQ has also
developed a methodology to identify preventable emergency room visits and hospital
admissions.’ This methodology uses diagnostic codes in the data to identify emergency
department visits or hospital admissions that could have been prevented with better access to
primary care. For example, admissions for diabetic ketoacidosis or asthma exacerbations are
classified as potentially preventable admissions.™

9  White House Council of Economic Advisers, Medicaid Community Engagement Requirements and the Value of Work, June 2025, https://
www.whitehouse.gov/wp-content/uploads/2025/03/Medicaid-Community-Engagement-Requirements-and-the-Value-of-Work.pdf.

10 See adescription of the program at https://www.medicaid.gov/Medicaid-CHIP-Program-Information/By-Topics/Waivers/1115/downloads/
ar/ar-works-ca.pdf.

11 The case can be found at https://ecf.dcd.uscourts.gov/cgi-bin/show_public_doc?2018cv1900-58.

12 Department of Health and Human Services, Agency for Healthcare Research and Quality, “Healthcare Cost and Utilization Project
(HCUP),” https://hcup-us.ahrg.gov/.

13 AHRQ, “Prevention Quality Indicators in Emergency Department Settings Measures,” https://qualityindicators.ahrg.gov/measures/
pge_resources; AHRQ, “Prevention Quality Indicators in Inpatient Settings Measures,” https://qualityindicators.ahrg.gov/measures/
pgi_resources.

14 Patients with poorly controlled diabetes are at risk for diabetic ketoacidosis, a potentially fatal complication that occurs when blood
glucose levels become extremely elevated. Similarly, patients with poorly controlled asthma are at risk for exacerbations that could
require emergency department visits or hospital admissions.

— PAGE 4 —


https://www.whitehouse.gov/wp-content/uploads/2025/03/Medicaid-Community-Engagement-Requirements-and-the-Value-of-Work.pdf
https://www.whitehouse.gov/wp-content/uploads/2025/03/Medicaid-Community-Engagement-Requirements-and-the-Value-of-Work.pdf
https://www.medicaid.gov/Medicaid-CHIP-Program-Information/By-Topics/Waivers/1115/downloads/ar/ar-works-ca.pdf
https://www.medicaid.gov/Medicaid-CHIP-Program-Information/By-Topics/Waivers/1115/downloads/ar/ar-works-ca.pdf
https://ecf.dcd.uscourts.gov/cgi-bin/show_public_doc?2018cv1900-58
https://hcup-us.ahrq.gov/
https://qualityindicators.ahrq.gov/measures/pqe_resources
https://qualityindicators.ahrq.gov/measures/pqe_resources
https://qualityindicators.ahrq.gov/measures/pqi_resources
https://qualityindicators.ahrq.gov/measures/pqi_resources

DARAGON,

HEALTH INSTITUTE paragoninstitute.org

These metrics provide important insights into the effects of work requirements. If work
requirements lead to large-scale coverage loss and a decline in primary care utilization, more
people may delay or forgo routine procedures and treatments, resulting in an increase in
medical emergencies.

DID WORK REQUIREMENTS INCREASE PREVENTABLE
HOSPITAL ADMISSIONS AND EMERGENCY
DEPARTMENT VISITS?

Figure 1 shows the monthly rates of preventable hospital admissions and emergency
department visits in Arkansas between January 1, 2018, and February 29, 2020. We chose
February 2020 as the cutoff month because the first case of COVID-19 was reported in
Arkansas in March 2020,'> and COVID-19 had significant impacts on both hospital admissions
and emergency department visits.'® Preventable emergency department visits are defined as
visits meeting the criteria for AHRQ measures PQEO1 (Visits for non-Traumatic Dental
Conditions), PQEO2 (Visits for Chronic Ambulatory Care Sensitive Conditions), PQEO3 (Visits
for Acute Ambulatory Care Sensitive Conditions), or PQE04 (Visits for Asthma).'” Preventable
hospital admissions are defined as admissions meeting the criteria for PQI90, a composite
measure that includes admissions for several conditions such as complications of diabetes
and heart failure.'®

Figure 1 shows preventable admissions and emergency department visits for persons ages
19-29, for whom the requirements took effect on January 1, 2019. Figure 2 shows preventable
admissions and emergency department visits for persons ages 30-49, for whom Arkansas’s
work requirement took effect on June 1, 2018. The requirement ended for both groups in April
2019. If work requirements had worsened access to care, we would expect to see an increase
in medical emergencies during the time the requirements were in effect for both groups. But
as Figures 1and 2 show, there is no clear increase. Indeed, the rate of emergency department
visits was somewhat lower during the period where the work requirements were in effect (-4
visits/100,000 people/month; 95% CI-19 to 11; p=0.18), as was the rate of hospital admissions

15 Mallory Heft et al., “The Impact of the COVID-19 Pandemic on Respiratory Illness Admissions at a Single Academic Institution in
Arkansas,” International Journal of Environmental Research and Public Health 19, no. 19 (October 1, 2022), https://pmc.ncbi.nlm.nih.gov/
articles/PMC9564385/.

16 John D. Birkmeyer et al., “The Impact of the COVID-19 Pandemic on Hospital Admissions in the United States,” Health Affairs 39, no. 11
(September 24, 2020), https://www.healthaffairs.org/doi/10.1377/hlthaff.2020.00980; Kathleen P. Hartnett et al., “Impact of the COVID-19
Pandemic on Emergency Department Visits — United States, January 1, 2019-May 30, 2020,” Morbidity and Mortality Weekly Report 69, no.
23 (June 12, 2020), https://pubmed.ncbi.nlm.nih.gov/32525856/.

17 AHRQ, “Prevention Quality Indicators in Emergency Department Settings Measures.” PQE-05 (Visits for back pain) is defined as two visits
within a year for back pain. Since our study estimates monthly rates of emergency department visits, we did not include this measure.

18 AHRQ, “Prevention Quality Indicator 90 (PQI 90) Prevention Quality Overall Composite July 2024 Area-Level Indicator Type of Score:
Rate,” July 2024, https://qualityindicators.ahrg.gov/Downloads/Modules/PQI/V2024/TechSpecs/PQI_90_Prevention_Quality_Overall_
Composite.pdf.
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B Figure 1: Preventable Inpatient Admissions and
Emergency Room Visits in Arkansas, Ages 19-29
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SOURCE: State Inpatient and State Emergency Department Databases, Healthcare Cost and Utilization Project, AHRQ.

(-1 visit/100,000 people per month; 95% CI-8 to 6; p=0.48), although neither difference was
statistically significant.

A MORE ACCURATE EXAMINATION OF THE IMPACT OF
WORK REQUIREMENTS: A DIFFERENCE-IN-
DIFFERENCES APPROACH

This simple comparison is a useful starting point, but it may not capture the causal effect of
work requirements on health outcomes. For example, it does not adjust for possible factors
such as seasonal changes in visits and admissions (e.g., more people may seek care during flu
season) as well as unobservable factors that might drive visits and admissions (e.g., the
population potentially becoming sicker over time). A more accurate approach would exploit
the fact that the work requirements applied to different age groups at different points in time.
As noted above, the work requirements impacted 30-to 49-year-olds between June 2018 and
April 2019, but people age 50 and older were exempt from the requirement. Thus, adults over
50 serve as a natural comparison group for adults under age 50. Specifically, trends can be
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A

Figure 2: Preventable Inpatient Admissions and
Emergency Room Visits in Arkansas, Ages 30-49
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SOURCE: State Inpatient and State Emergency Department Databases, Healthcare Cost and Utilization Project, AHRQ.

compared between people just on one side of this cutoff (e.g., 47-49 years old) to people on
the other side of this cutoff (e.g., 50-52 years old). This approach would first examine changes
in avoidable admissions among people 47-49 years old before, during, and after the work
requirements were in effect. It would then compare these changes to changes in the 50-to
52-year-old group, who were never impacted by the work requirements, using this latter
group as a control for unobservable factors (e.g., seasonal changes). This approach, known as
difference-in-differences,' is often used to study the impacts of public policies, such as
changes in health programs and minimum wage laws.?°

The basic idea of the difference-in-differences approach is shown in Figures 3 and 4, which
plots preventable hospital admissions (Figure 3) and emergency department visits (Figure 4)
for 47-to 49-year-olds and 50-to 52-year-olds. If work requirements had an impact on

19 Sahar Saeed et al., “Evaluating the Impact of Health Policies: Using a Difference-in-Differences Approach,” International Journal of Public
Health 64 (2019), https://link.springer.com/article/10.1007/s00038-018-1195-2.

20 Justin B. Dimick and Andrew M. Ryan, “Methods for Evaluating Changes in Health Care Policy: The Difference-in-Differences Approach,”
JAMA 312, no. 22 (December 10, 2014), https://jamanetwork.com/journals/jama/article-abstract/2020357; Richard V. Burkhauser et al.,
“Minimum Wages and Poverty: New Evidence from Dynamic Difference-in-Differences Estimates,” Review of Economics and Statistics,
April 212025, https://direct.mit.edu/rest/article-abstract/doi/10.1162/rest_a_01590/128891/
Minimum-Wages-and-Poverty-New-Evidence-from.
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) B Figure 3: Preventable Inpatient Admissions in Arkansas Among
Persons 47-52 Years, January 1, 2018 to February 29, 2020
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preventable admissions, we would expect to see a marked increase in visits/admissions
among 47-to 49-year-olds during the time frame the work requirements were in effect relative
to any observed change in 50-to 52-year-olds observed during this time period. For both
measures, however, we fail to see this relative increase, suggesting that the work
requirements had no effect in these outcomes.

We formalized this difference-in-differences analysis through a linear regression using the
following age groups: 16-18,19-21, 27-29, 30-32, 47-49, and 50-52. Each of these groups was
chosen as they are age groups located right around the age cutoffs for the work
requirements, which impacted 30-to 49-year-olds from June 2018 to December 2019, and
19-to 49-year-olds from January 2019 to April 2019. Our results show that work requirements
were associated with a statistically insignificant 0.2 percent increase in the rate of
preventable hospital admissions (95% CI-15 to 18; p=0.95) and a statistically insignificant 2
percent increase in the rate of preventable emergency department visits (95% CI-3

to 8; p=0.35).

— PAGE 8 —



DARAGON,

HEALTH INSTITUTE paragoninstitute.org

) B Figure 4: Preventable Emergency Room Visits in Arkansas Among
Persons 47-52 Years, January 1, 2018 to February 29, 2020
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Our results of null health effects of the work requirements hold when we consider an
alternative definition of the treatment and control groups based on two-year age groups (e.g.,
19-to 20-year-olds) rather than the three-year age groups we use in our main analysis.?' In
addition, one concern may be that even if the work requirements did not increase the total
number of preventable admissions or visits, they might increase the number of preventable
admissions or visits from uninsured individuals, as people formerly covered by Medicaid may
have become uninsured. However, our results found that this was not the case, as work
requirements were associated with a statistically insignificant 7 percent increase in
preventable emergency department visits (95% CI-7 to 23; p=0.24) and a 10 percent decrease
in preventable admissions (95% CI-32 to 19; p=0.41) among uninsured individuals.

21 Narrowing the age bands to two years makes the treatment and control groups more similar in age, improving the plausibility that both
groups would have followed similar trends in the absence of work requirements. However, this comes at the cost of reducing the number
of observations used to generate our estimates, which could increase statistical noise.
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CONCLUSIONS

Arkansas instituted Medicaid work requirements on some working-age, able-bodied adults
for roughly 10 months from mid-2018 to early-2019. We found no statistically significant
effects on health and access to care during this period, as measured by admissions for
preventable emergency department visits and hospital admissions, for the age group subject
to the work requirements. In addition, our analysis suggests that there were no increases
among uninsured individuals for preventable emergency department visits or hospital
admissions.

Although Arkansas provides a real-world example of work requirements, we note that an
analysis focused on Arkansas alone has some limitations. First, by definition, the analysis is of
the impact of work requirements as enacted by that state, which may differ from how other
states might enact similar requirements, as well as from current plans to extend the
requirements more broadly. Second, because the work requirements were in effect for
slightly less than a year, our analysis captures only the short-term impacts of work
requirements. Third, our sample sizes may limit our ability to detect small changes in
population health. However, on the whole, our analysis suggests that work requirements are
unlikely to cause large decreases in population health and that the most likely scenario is that
Arkansas’s work requirements had minimal impacts on population health.

Finally, we did not consider other possible outcomes. For example, the Arkansas work
requirements have been criticized for imposing significant logistical burdens on Medicaid
enrollees.?? Although we did not examine this issue, it is worth noting that technology has
advanced markedly (e.g., the growth in artificial intelligence) since these requirements were
implemented in 2018 and that currently there are a variety of independent vendors and
external apps that could more easily verify compliance with work requirements.

There are many reasons why the work requirements may have had little, if any, impact on
access to care and ultimately on health. First, previous research has shown that the
relationship between health insurance and health is generally weak.?® While insurance has
some impact on health care utilization, people are generally less price-sensitive when it
comes to health care compared to other goods. Second, even if the work requirements caused
people to lose insurance, those who lost insurance may have tended to be healthier to begin
with. Indeed, as previously noted, the work requirements included exemptions for medically

22 Jennifer Wagner and Jessica Schubel, “States’ Experiences Confirm Harmful Effects of Medicaid Work Requirements,” Center on Budget
and Policy Priorities, updated November 18, 2020, https://www.cbpp.org/health/
states-experiences-confirming-harmful-effects-of-medicaid-work-requirements.

23 Zinberg and Sigaud, “What Matters for Health.”
— PAGE 10 —


https://www.cbpp.org/health/states-experiences-confirming-harmful-effects-of-medicaid-work-requirements
https://www.cbpp.org/health/states-experiences-confirming-harmful-effects-of-medicaid-work-requirements

DARAGON,

HEALTH INSTITUTE paragoninstitute.org

frail individuals, and the lack of overall impact on population health suggests that the work
requirements may have been successful in preserving health care access for vulnerable
patients, who may have been more likely to either meet the requirements or find other
insurance sources.

Overall, Arkansas provides a useful case study on the potential health impact of Medicaid
work requirements, and the lesson to be learned is that their effects on health may be
insignificant, at least in the short-term period.
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