
HPIO Board of Directors 
Quarterly Meeting  

10 West Broad Street (3rd floor conference room) 
Monday, April 24, 2017 
10:30 a.m. to 2:30 p.m. 

Final 

AGENDA ITEM LEAD 
1. Call to order & announcements 

• Accept resignation of Mark Pilkington
• Consider action regarding Paul Hiltz

S. Turner

2. Declaration: Conflict of interest S. Turner
3. Consent agenda: 

Approve the acceptance of the following board and committee 
meeting minutes and financial statements: 

• Board of Directors Meeting Minutes (January 23, 2017)
• Audit and Finance Committee Minutes (April 12, 2017)
• Q1 Sources and Uses of Cash and Balance Sheet

S. Turner

4. 2017 Health Value Dashboard presentation and equity discussion 

Pre-read: 
• Equity profile of Health Value Dashboard
• Promoting Health Equity and Population Health: How

Americans’ Views Differ, Health Affairs, November 2016

R. Aly
A. Stevens

5. Lunch and conversation 
6. 2017 Ohio Medicaid Basics presentation and discussion 

Pre-read: 
• Medicaid Basics executive summary
• Douthat and Belluz pieces

Z. Reat
A. McGee

7. Organizational updates A. McGee

8. Review of the role of board directors in resource development and 
discussion 

S. Turner
A. McGee

9. Executive session S. Turner
10. Adjourn 

Next Quarterly Board Meeting: 
Monday, July 24, 2017 
10:30 a.m.-2:30 p.m. 
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TOPIC DISCUSSION ACTION 

Call to order 
and 
Announcements 

Meeting called to order at 11:11 a.m. by Shiloh Turner 

Turner asked new directors to introduce themselves and explain 
why serving on HPIO’s board was appealing to them. 

Michael Stinziano is a former member of the Ohio legislature and a 
current Columbus City Council member. He is working on the Age 
Friendly Columbus initiative with the Mid-Ohio Regional Planning 
Commission. 

Shannon Jones is a former member of the Ohio legislature and 
current Warren County Commissioner. She is also Executive Director 
of Groundwork Ohio, a nonprofit organization that “advances 
quality early learning and development”. 

Dan Cohn is Program Officer at Mt. Sinai Health Care Foundation, a 
core funder of HPIO. His background is in anti-hunger and poverty 
work. 

Jennifer Chubinski is Vice President, Innovation and Learning, at 
Interact for Health, a core funder of HPIO. She brings a research 
and evaluation lens to her work as a board director and was 
interested in joining the board because she sees the impact of 
health policy as bigger than any single grant-funded program. 

Brad Fischer is Executive Director for the Ohio and Kentucky markets 
for Aetna. He is interested in being a board member because 
HPIO’s mission and initiatives align with Aetna’s emerging strategies. 

Health Policy Institute of Ohio 

Pursuant to notice, the Board of Directors of the Health Policy Institute of Ohio (HPIO) met for their quarterly 
meeting on Jan. 23, 2017, at the offices of HPIO. Voting board directors in attendance were Shiloh Turner  
(Chair), Brian Pack (Treasurer), Doug Anderson (Secretary), Jennifer Chubinski, David Ciccone, Daniel 
Cohn, Angela Cornelius Dawson, Brad Fisher, Lesli Johnson, Shannon Jones, Teresa C. Long, David Luby, Jason 
Orcena, Jan Ruma, Sam Shalala, Patty Starr, Michael Stinziano, Teleangé Thomas 

Those not present were Randy Runyon, Paul Hiltz, Mark Pilkington, Leonard M. Randolph, Jr., Craig Thiele and 
Heather Torok. 

Staff in attendance: Amy Rohling McGee, Amy Bush Stevens, Reem Aly, Nick Wiselogel, Becky Sustersic, Neva 
Hornbeck, Hailey Akah and Zach Reat. Interns in attendance: Rachel Besse and Caleb Ball 

Zach Reat recorded the minutes and Amy Rohling McGee and Doug Anderson reviewed the minutes. 
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TOPIC DISCUSSION ACTION 

Conflict of 
interest 

Turner asked if any member wished to report a conflict of interest.   None 
reported. 

Consent 
agenda 

The Consent agenda, including the following items, was approved: 
• Board of Directors meeting minutes (October 17, 2016) 
• Audit and Finance Committee minutes (January 12, 2017) 
 

No 
additions or 
corrections. 
David 
Ciccone 
motioned, 
Sam Shalala 
seconded. 
Motion 
accepted. 

Programmatic 
Updates 

2017 Operational Plan 
Shiloh Turner explained that the board encouraged the executive 
committee to develop an operational plan at the October board 
meeting. The plan was developed by HPIO staff and reviewed by 
the Executive Committee. Any board director who is interested in 
seeing the plan may ask. 
 
2018-2019 state budget 
Amy Rohling McGee explained that the Governor must submit his 
executive budget by Jan 31st. Provisions of the budget will be a 
focus of HPIO work over the next several months. The budget bill will 
first be considered by the House of Representatives and then the 
Senate. The budget must be passed by June 30th.  
 
HPIO Health Value Dashboard 
Reem Aly reviewed the Health Value Dashboard, which is being 
prepared now and will be released on March 1st. 
 
The Dashboard is one of HPIO’s most notable projects. It looks at 
the systems and environments that impact health. While other 
organizations also produce dashboards and scorecards comparing 
states, the focus of the HPIO Dashboard on health value makes it 
unique. Another unique feature of HPIO’s Dashboard is that it was 
designed with policymakers as the target audience.  
 
The 2014 Dashboard was widely disseminated and well received. In 
the results of HPIO’s 2015 annual evaluation, the Dashboard was 
rated the most useful HPIO document published during the year. In 
the 2016 HPIO annual evaluation it was considered to be the 2nd 
most useful document. 
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TOPIC DISCUSSION ACTION 

Changes from 2014 to 2017: 
• The 2017 metrics were selected to provide a comprehensive 

view of the life-course 
• The three most improved states will be displayed for each 

metric, rather than best state 
• Change over time will be classified in five-levels of change 

(Significantly Worsened, Slightly Worsened, No Change, 
Slightly Worsened and Significantly Improved) 

• Using ‘lollipop’ graphics to show change over time for select 
metrics (Midwest – HHS Region V, Ohio and most improved 
states) 

• An equity section will highlight disparities in certain metrics 
• Correlation analysis will be used to determine which domains 

drive the health value ranking and to inform HPIO’s efforts to 
suggest policy solutions that will improve Ohio’s rank. 

 
Board directors reviewed mock-ups of Dashboard layout and the 
new equity section. McGee explained that HPIO contracted with 
the Voinovich School at Ohio University to collect and analyze 
data. 
 
2017 Dashboard development began in Feb 2016 and the 
document will be released March 1, 2017 at a forum. Aly 
encouraged board directors to attend the forum. 
 
Teleange Thomas, asked about using the language “Best 
Performing” and “Worst Performing” in the equity section.  Concern 
was that the language puts responsibility on the population when 
factors outside the population’s control often impact health 
disparities. Dr. Teresa Long suggested using “Most Impacted”, 
“Least Impacted” instead. Aly explained that layout and 
messaging for the equity section has been particularly difficult due 
to the sensitivity of the topic and welcomed additional suggestions 
from board directors. 
 
McGee emphasized that all of the materials and data are 
preliminary and should not be used publicly. 
 
Shiloh Turner asked about which disparities are included.  Aly 
explained that race, income, disability and educational attainment 
are the characteristics included in the disparity analysis. 
 
Daniel Cohn asked how those characteristics were selected. Aly 
explained that the characteristics were selected by the workgroup 
and on the basis of data availability. 
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TOPIC DISCUSSION ACTION 

Angela Cornelius Dawson complimented HPIO for work on the 
Dashboard and shared that Michigan is considering a similar 
project. Director Dawson asked if the number of lives improved will 
be calculated for infant mortality.  
 
Aly explained that lives improved could not be calculated for some 
metrics including infant mortality. Thomas recommended that HPIO 
include language explaining why lives improved cannot be 
calculated to avoid confusion. 
 
Dr. Long asked if HPIO will have companion documents prepared 
to suggest ways to improve on poorly performing metrics. Aly 
explained that we hope that the correlation analysis OU is 
conducting will point to the issues that most need to be addressed. 
HPIO will use this analysis to inform other work over the next couple 
years. Amy Bush Stevens added that this work is connected to the 
SHA/SHIP, so having policy solutions for policymakers is important.  
 
McGee asked for input on the planned discussion question: How 
can HPIO make it easier for other stakeholders to share information 
from the Dashboard with state policymakers?  
 
McGee explained that HPIO plans to testify in the finance 
committees of the House and Senate during the budget process. 
Aly added that HPIO piloted the Dashboard layout and content 
with legislators during recent visits and received very helpful 
comments. McGee explained that HPIO will be sharing Dashboard 
data at Office of Minority Health-sponsored regional forums. Aly 
added that HPIO will host a webinar as well. 
 
Jones suggested that hosting events at the local and regional level 
with policymakers and other key stakeholders in attendance may 
increase the likelihood of action resulting from the Dashboard.  Also 
sharing local/regional level data at these events would be useful.  
 
State Health Improvement Plan (SHIP) 
Amy Bush Stevens presented an update on HPIO’s work on the SHIP. 
HPIO was contracted by the Ohio Department of Health, with 
leadership from the Governor’s Office of Health Transformation, to 
conduct the State Health Assessment (SHA) and the 
accompanying SHIP. HPIO worked with several sub-contractors, 
including the Health Council of Northwest Ohio on this project. 
 
The SHA relied on several sources of data, a review of local hospital 
and health department plans, a series of six regional forums, and 
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key informant interviews. The SHA included nine key findings 
including agreement on what the major health challenges are for 
the state. These major challenges became the priorities for the SHIP. 

The mission for the SHIP is “an actionable plan to improve health 
and control healthcare spending.” The document is intended to be 
used by local health departments and hospitals in their planning 
efforts along with all the partners they engage on the local level. 
The SHIP examines modifiable factors that impact health. 

Stevens reviewed handouts outlining the SHIP’s overall outcomes, 
priority topics and priority outcomes. Within each outcome, HPIO 
identified a priority population to help identify strategies for 
reducing health disparities. 

Jennifer Chubinski asked if there is a follow-on plan to track 
changes on metrics identified in the SHA/SHIP. Stevens explained 
that the SHIP will include an evaluation plan for annual tracking of 
metrics and reporting on progress by state agencies. Each 
outcome has specific targets and objectives developed by the 
state agencies involved with the process. 

Stevens explained that the SHIP proposes strategies to address 
modifiable factors that impact health. They are organized into 
three sections: Healthcare Systems & Access, Public Health & 
Prevention and Social Determinants of Health. Strategies were 
selected by work groups convened by HPIO. The strategies 
workgroups considered were compiled recognized evidence 
inventories including Hi-5, 6/18, etc. Evidence was also provided by 
workgroup participants. Strategies were selected to ensure that the 
entire life course is addressed by the SHIP. 

Stevens highlighted differences between this SHIP and the SHIP 
released in 2012, including: 
-Leadership from the Governor’s Office of Health Transformation
-Bottom up approach that engaged diverse stakeholders
throughout the process
-Specific and measurable objectives
-Tool kits for local entities to use in their planning process
-Stronger focus on equity and social determinants of health

Stevens explained that the SHIP addresses health equity by 
including strategies that impact underlying causes of disparities 
such as income, housing, education, etc. The SHIP also highlights 
strategies that are proven to decrease disparities, but that 
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evidence is limited in this area. Limited availability of data is a 
barrier to addressing health equity in planning efforts.  The SHIP will 
also include recommendations for improving data availability. 
 
Stevens reviewed the components that will be released with the 
SHIP including white papers outlining the administration’s intent to 
implement strategies in the SHIP. Dr. Long asked if HPIO is writing the 
companion documents, specifically the white papers. Stevens 
explained that HPIO is not writing the white papers. 
 
McGee said that this is an example of HPIO’s consulting work. 
McGee stressed the importance of legislators in implementing the 
state plan and explained that timing this year is unusual because 
SHIP release is aligned with the state budget.  Therefore, the 
legislature will play a role in moving forward with SHIP-aligned 
strategies.  McGee announced that the SHA/SHIP Advisory 
Committee will meet for the last time on Wednesday Jan, 25. 
 
Thomas asked if the evaluation look at outcomes or process.  
Stevens explained that HPIO will submit a process and outcome 
evaluation design. The process evaluation will focus on usefulness of 
the document for local planners and help to inform the alignment 
of state and local plans in 2020.  
 
Long expressed concern for protecting HPIO’s identity as non-
partisan. Jones added that it is important for legislators to recognize 
HPIO’s work as a menu of options and the white papers as the 
administration’s selection of the strategies that were available. 
 
Jan Ruma emphasized the importance of drawing connections 
between the SHIP and local planning efforts. Stevens mentioned 
that the state is setting up a website that compiles all local 
planning efforts.  

Lunch and 
Conversation 

 The group took a break from 12:15 until 12:44 for lunch.  

 Education and Health 
Rebecca Sustersic introduced herself and reviewed the Education 
and Health brief. 
 
The presentation began with an explanation of why HPIO is doing 
this work: 
-Importance of understanding intersections between topic areas in 
policymaking  
–Education and health consumes a large portion of state budget 
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and they are the focus of lots of legislation (42% of bills in the last 
General Assembly. 
 
In July, HPIO convened a Health and Education Policy Advisory 
Committee with representatives from both sectors. They helped 
plan HPIO’s September forum and with the series of publications. 
 
The first publication in a planned series of four briefs highlighted 
“The connections between education and health” and was 
released early Jan.  
 
Three ways health and education are related: 

1) Education creates opportunities for better health 
2) Poor health can put education at risk (reverse causality) 
3) Conditions throughout people’s lives can affect both 

education and health 
 
The brief concludes with a list of policy solutions including the 
prioritization of evidence-based strategies. 
 
More specific recommendations will come in three additional fact 
sheets: 

1) Health services in schools 
2) School-based programs and policies 
3) Education policies and programs that impact education 

and health outcomes 
 
HPIO created an on-line resource page to accompany the brief. 
 
Lesli Johnson explained that Figures 6 and 7 need additional 
consideration because age is a compounding factor for 
educational attainment.  
 
Dr. Teresa Long added that there has been lots of focus on trauma 
informed care and asked that one of the fact sheets provide a 
crosswalk between ACEs and trauma informed care. Sustersic 
explained that this will be addressed on the resource page and 
potentially in the third fact sheet. 
 
Dr. Long explained that the lack of health education standards in 
the state makes it difficult to ensure students get consistent and 
accurate health information.  
 
Cohn said that the Mt. Sinai Foundation has been looking at this 
issue for the past year and is currently at an impasse with the 
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legislature. There are national standards, but OH is not likely to 
adopt them. 
 
Shannon Jones asked if the series will address two-generation 
interventions (parents and children, i.e. home visiting). Sustersic said 
we will. Sam Shalala asked if economic impact of policy 
interventions will be included. McGee answered that the briefs will 
not consider economic impact.  However, HPIO is attempting to 
convene a group of state leaders to consider Results First, a model 
in use in 26 other states to determine to potential financial impact 
of policy solutions. 
 
2017 Forum Schedule 
McGee distributed the schedule of forums for 2017 and added that 
HPIO will host more webinars throughout the coming year in 
addition to forums based on feedback in the annual evaluation. 

Annual 
Evaluation 

Review and discuss annual HPIO evaluation results 
Amy Bush Stevens distributed annual evaluation results packet and 
reviewed the sources of information used to compile the report. 
 
HPIO met 90% of performance targets for the year and received 
positive stakeholder feedback, strong policymaker engagement, 
high engagement with Health Policy Review and social media and 
strong influence on policy progress. 5% of targets were off track, 5% 
were not met.  HPIO staff met recently to conduct to consider 
quality improvement steps. 
 
Daniel Cohn asked to whom the annual stakeholder survey is 
distributed and whether there may be selection bias in the survey 
results.  McGee explained that the evaluation survey went to the 
entire mailing list (over 4,000). Stevens acknowledged that people 
with strong views in favor or against HPIO are more likely to respond 
and that should be kept in mind when analyzing the survey results. 
However, it is important to note that the survey is just one source of 
data used for the annual evaluation; other sources of information 
(forum surveys, tracking logs, etc) were also used. 
 
Stevens reviewed recommendations for 2017.  HPIO staff, with the 
evaluation committee, will update the evaluation plan to reflect 
the new strategic plan. 
 
Turner complimented HPIO’s evaluation process and cited the 
challenge of evaluating the impact of policy work.  
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Jennifer Chubinski inquired about the size of the mailing list 
compared to the size of the Health Policy Review (HPR) list and 
asked why the lists were not merged. HPIO staff explained that the 
lists were developed separately and cannot legally be merged.  
Hailey Akah explained that, now, when people sign up for the HPIO 
mailing list they are automatically added to the HPR unless they opt 
out. Chubinski, Long and Shalala suggested strategies for growing 
the mailing list including opt-out, social media engagement, search 
engine optimization, and low-cost Facebook advertising. 

Audit and 
Finance 

Review and approve year-end Sources and Uses of Cash and 
Balance Sheet 
Brian Pack shared that the organization is in a strong financial 
position.  Two grants intended for 2017 arrived in 2016 (total of 
$300k) and some expenses were not paid by year end ($40k to 
consultants); these account for nearly all of the variance in actual 
profit and budgeted profit. 

Both 2015 and 2016 bonuses were paid in CY 2016, resulting in an 
increase salary line item. Purchase of copy machines was a major 
capital outlay, but will reduce costs compared to leasing in the 
long term. 

Cohn asked if HPIO is considering expanding facilitation as a 
contract service to other groups, similar to that provided to the 
Philanthropy Ohio Health Initiative. McGee said that HPIO is open to 
considering new opportunities. 

Jason 
Orcena 
motioned, 
Teleangé 
Thomas 
Second 
Approved. 

Resource 
development 

Review forum sponsor progress for 2017 
McGee said that HPIO is on track, but may need assistance from 
board directors to close out some outstanding requests.  

Miscellaneous 
McGee distributed an updated staff list and draft committee 
assignments for 2017.  She mentioned that organizational board 
policies have not been reviewed for a while. An ad-hoc committee 
was created to update organization policies and the evaluation 
committee will be brought back into service to inform the update 
of HPIO’s evaluation design in light of the new strategic plan. 

Adjourn Turner called to adjourn to executive session the meeting at 1:45 
p.m. Executive compensation was considered in executive session.

Patty Starr, 
Jason 
Orcena 
second. 
Approved. 
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TOPIC DISCUSSION ACTION 

Call to order The meeting was held via conference call and was called to order by Brian 
Pack at 3:02 p.m. 

 

Review 4th 
quarter 
financial 
statements 

Lynnette Zody reviewed the first quarter balance sheet, noting that HPIO 
is in a strong financial position. 
 
Amy reviewed the first quarter sources and uses of cash explaining all 
notable variances. She explained that the timing of grants received in 2016, 
but intended for 2017 (Mt. Sinai and St. Lukes’s $150K each) and expenses 
incurred in 2016 but not paid until 2017 ($40K to consultants) account for 
nearly all of the difference between actual profit and budgeted. 

Brian made a 
motion to approve 
the financial reports 
for board review at 
the April board 
meeting, seconded by 
Randy. Unanimously 
approved. 

Update on 
office 
relocation 

Amy updated the board about our possible move to a new suite in the 
building, due to the federal public defender office wanting to expand into 
our current space. She explained that the building recently sold. At this time 
we’re in a holding pattern. 

 

2016 Audit Amy reported that the audit firm completed field work recently and may 
have draft 2016 audited financial statements prepared for our review soon.  

 

Adjournment The meeting was adjourned by consensus at 3:19 p.m.  

Health Policy Institute of Ohio 
 
Present on the call:  Brian Pack (Chair), Randy Runyon, Heather Torok, Amy Rohling McGee (staff), Neva Hornbeck (staff) & 
Lynnette Zody (contract CFO) 
 



Health Policy Institute of Ohio

Sources and Used of Cash Q#1 2017

Diff

YTD Projected Budget 2017 Projection

Actual Year End vs Budget

SOURCES OF CASH

Core Operating Support 196,766 604,266 897,500 (293,234)$      

Core Project Specific 4,900 44,900 44,900 -$               

Forum Sponsors 57,000 79,250 75,000 4,250$           

Special Projects 150,000 224,532 235,000 (10,468)$        
Fee for Service (forums reg. fees & printing) 8,030 40,000 40,000 -$               
Other  (board & ind. Donations) 4,170 7,000 7,000 -$               

TOTAL SOURCES OF CASH 420,866 999,948 1,299,400 (299,452)$      

USES OF CASH

Personnel

Salaries, Benefits & Payroll Taxes 231,417 934,898 942,000 (7,102)$          

Professional Fees

Contractors / Consultants 16,100 70,000 70,000 -$               

Contractors on Special Projects 78,633 99,633 61,000 38,633$         

Occupancy & Office

Rent & Operations 16,038 66,000 66,000 -$               

Office Supplies 1,114 4,800 4,800 -$               

Telecommunications (phone & internet services) 2,409 6,600 6,600 -$               

Postage & Delivery 196 500 500 -$               

Copier Maintenance & Supplies 1,837 10,000 10,000 -$               

Information Systems

Software Licenses 594 4,500 4,500 -$               

Hardware 0 2,000 2,000 -$               

IT Professional Services 2,775 12,000 12,000 -$               

HPIO Sponsored Events

Convened meetings and conferences 2,302 50,000 50,000 -$               

Travel & Professional Development

Travel 644 6,000 6,000 -$               

Professional Development 2,478 18,000 18,000 -$               

Research expenses

Books, Subscriptions, & Other Res. Materials 797 9,000 9,000 -$               

Miscellaneous

Membership Dues 1,875 4,000 4,000 -$               

Employee & Community Relations 990 1,500 1,500 -$               

Bank Charges & fees 372 1,000 1,000 -$               

Governance Expenses

Organizational & legal costs 0 5,000 5,000 -$               

 Insurances 3,474 3,474 3,400 74$                

Audit fees & 990 0 7,700 7,700 -$               

BoardMeeting Expenses 372 2,000 2,000 -$               

TOTAL USES OF CASH 364,417 1,318,605 1,287,000 31,605

PROFIT / LOSS 56,449 (318,657) 12,400 (331,057)

Cash Flow Analysis:

BEG CASH BALANCE (checking+PayPal)* 582,501 582,501 282,325 300,176$       

Addition to reserves & Chase checking -$               

Net Profit/Loss 56,449 (318,657) 12,400 (331,057)$      

Adj -$               

END CASH BALANCE (checking+PayPal) 638,950 263,844 294,725 (30,881)$        



Mar 31, 17

ASSETS
Current Assets

Checking/Savings
Huntingtion 618,318.55
PayPal 20,631.42
Chase checking 1,640.29
101300 · Petty Cash 300.00
99999 · Cash - Board Reserve Accounts

Huntington MM 157,990.73
JPMorgan-Chase brokerage accoun

Cash & Sweep funds 968.86
CD#1 150,000.00
CD#2 42,000.00

Total JPMorgan-Chase brokerage accoun 192,968.86

Total 99999 · Cash - Board Reserve Accounts 350,959.59

Total Checking/Savings 991,849.85

Accounts Receivable
111000 · Accounts receivable 673,192.00
119999 · Grants and pledges receivable

124000 · Grants receivable -16,624.87

Total 119999 · Grants and pledges receivable -16,624.87

Total Accounts Receivable 656,567.13

Total Current Assets 1,648,416.98

Fixed Assets
149999 · Fixed assets

154000 · Furniture & fixtures 60,794.46
155000 · Software 19,833.23
156000 · Computer & office equipment

Xerox 570 23,157.23
156000 · Computer & office equipment - Other 89,951.78

Total 156000 · Computer & office equipment 113,109.01

Total 149999 · Fixed assets 193,736.70

159999 · Accumulated depreciation
164000 · Accum. depr. FF&E -157,450.97
159999 · Accumulated depreciation - Other -7,486.00

Total 159999 · Accumulated depreciation -164,936.97

Total Fixed Assets 28,799.73

Other Assets
Rent security deposit 10,200.00

Total Other Assets 10,200.00

TOTAL ASSETS 1,687,416.71

LIABILITIES & EQUITY
Liabilities

Current Liabilities
Other Current Liabilities

211000 · Payroll Liability Accrual 27,122.58

Total Other Current Liabilities 27,122.58

Total Current Liabilities 27,122.58

Total Liabilities 27,122.58

Equity
300000 · Opening Bal Equity -0.01

4:09 PM Health Policy Institute of Ohio
04/09/17 Balance Sheet
Accrual Basis As of March 31, 2017

Page 1



Mar 31, 17

329999 · Temporarily restricted net asse
350000 · Restricted for time release 1,210,875.00

Total 329999 · Temporarily restricted net asse 1,210,875.00

390000 · Net Assets 467,482.79
Net Income -18,063.65

Total Equity 1,660,294.13

TOTAL LIABILITIES & EQUITY 1,687,416.71

4:09 PM Health Policy Institute of Ohio
04/09/17 Balance Sheet
Accrual Basis As of March 31, 2017

Page 2



31

=

This section examines health disparities and inequities across a set of 29 metrics by race and ethnicity, 
income level, education level and disability status through a series of equity profiles. Population groups 
and metrics examined were selected in partnership with the Dashboard Health Measurement Advisory 
Group (HMAG) equity workgroup. Disparity ratios are used in the equity profiles to compare groups 
with the worst outcomes to groups with the best outcomes to identify Ohio’s greatest health disparities 
and inequities.

Ohio’s journey towards health equity
Achieving health equity requires a focus on eliminating health disparities and inequities 
across population groups. Health disparities are differences in health status among 
segments of the population such as by race or ethnicity, education, income or disability 
status. Health inequities are disparities that are a result of systemic, avoidable and unjust 
social and economic policies and practices that create barriers to opportunity.

The equity profiles provide information on disparities and inequities across:
•	 Population health
•	 Access to care
•	 Healthcare system
•	 Public health and prevention
•	 Social and economic environment
•	 Physical environment

Data availability for population groups in the equity profiles

The HMAG equity workgroup considered the availability of data in the selection of population 
groups to examine in the equity profiles. However, even among these groups, data is not always 
consistently collected (e.g., data was available for more metrics by race and ethnicity as 
compared to groups by education level, income level or disability status). Data collection and 
monitoring across a wider set of population groups (including geography, age, gender and 
sexual orientation) is necessary to establish a foundation for achieving health equity.   

Disparity ratio is a measure of the magnitude of difference in outcomes between two population groups. 

Key
Little to no disparity Disparity ratio between group with the worst outcomes and group with the best outcomes is less than 1.10

Medium disparity  Disparity ratio between group with the worst outcomes and group with the best outcomes  is between 1.10 and 2

Large disparity Disparity ratio between group with the worst outcomes and group with the best outcomes  is greater than 2

Race and ethnicity

Income

Education level

Disability status

1 2 3 4 5 6 7 8 9 10 11 12 13 14 15 16 17 18 19 20 21 22 23 24 25 26 27
number of metrics assessed

28

2 0 1 7  H e a l t h  V a l u e  D a s h b o a r d TM

Health equity profiles

1



30

There are many population groups in Ohio experiencing health disparities and inequities. However, Ohioans who are 
black or have a low income are more likely to experience larger disparities and inequities across metrics. 

1 2 3 4 5 6 7 8 9 10 11 12 13 14 15 16 17 18 19 20 21 22 23 24 25 26

Non-Hispanic Black/Black

Hispanic/Latino

Asian/Pacific Islander

White

Low-income

Moderate or high-income

High school graduate or GED

Not a high school graduate

People with a disability

People without a disability

Ra
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ty
In
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e
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io
n

Di
sa

bi
lity

 
sta

tu
s

number of metrics assessed

0

Disparity ratios for groups with the worst outcomes across metrics

Note: There is great diversity within population groups that may not be reflected in available data. For example, aggregated statistics on 
the Asian/Pacific Islander population can mask health disparities and inequities particularly for subpopulations, such as Southeast Asians 
and new immigrant or refugee communities.

The “estimated impact if disparity eliminated” calculation answers the question: How many individuals of a 
specific group would have had a better outcome if their prevalence/exposure rate were that of the group 
with the best outcome? For example, nearly 127,000 Ohio children would not be exposed to second-hand 
smoke if the disparity between low-income and moderate-to-high-income Ohioans was eliminated. If the 
racial and ethnic disparity was eliminated, more than 130,000 black children in Ohio would not be living in 
poverty.

Top ten metrics with the largest disparities and inequities across equity profiles

Metric
Group with worst 

outcomes
Estimated impact if 
disparity eliminated

Children exposed to second-hand smoke Low-income 126,776 Ohio children

Neighborhood safety Low-income —

Unemployment Low-income —

Uninsured adults Low-income —

Adverse childhood experiences Low-income 207,722 Ohio children

Premature death Black —

Child poverty Black 134,142 Ohio children

Diabetes with long-term complications Black —

Unable to see doctor due to cost Low-income —

Adult depression People with a disability 440,990 Ohio adults

Estimated impact: When data was available, a calculation was made to estimate the impact on Ohioans if the group with the worst 
outcomes on a metric had the same level of performance as the group with the best outcomes.

Key
Little to no disparity Disparity ratio between group with the worst outcomes and group with the best outcomes is less than 1.10

Medium disparity  Disparity ratio between group with the worst outcomes and group with the best outcomes  is between 1.10 and 2

Large disparity Disparity ratio between group with the worst outcomes and group with the best outcomes  is greater than 2

Little to no disparity Disparity ratio between group with the worst outcomes and group with the best outcomes is less than 1.10

Medium disparity  Disparity ratio between group with the worst outcomes and group with the best outcomes  is between 1.10 and 2

Large disparity Disparity ratio between group with the worst outcomes and group with the best outcomes  is greater than 2
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Metric
Disparity 

Ratio
Group with worst 

outcomes
Group with best 

outcomes
Estimated impact if 
disparity eliminated

Health behaviors
Adult insufficient physical activity. Percent of adults 18 years and older not meeting physical activity guidelines for muscle 
strength and aerobic activity (2015)

By education level 1.01 High school graduate
84.3% 

Not finished high school
83.8% —

By race/ethnicity 1.05 Hispanic
83.2%

Black
79.3% 9,655 Ohio adults

By income 1.09 Less than $15K
83.6%

More than $50K
77% —

By disability status 1.11 With a disability
87.1%

Without a disability
78.5% 122,608 Ohio adults

Adult smoking. Percent of population age 18 and older that are current smokers (2015)

By race/ethnicity 1.43 Hispanic
29.2%

White
20.4% 21,663 Ohio adults

By disability status 1.49 With a disability
29.3%

Without a disability
19.6% 137,099 Ohio adults

By education level 1.76 Not finished high school
42.7%

High school graduate
24.2% —

By income 2.97 Less than $15K
38.6%

More than $50K
13% —

Conditions and diseases
Infant mortality. Number of infant deaths per 1,000 live births (within 1 year) (2013)

By education level 1.42 Not finished high school
12.1

High school graduate
8.5 —

By race/ethnicity 2.75 Black
15.1

White
5.5 —

Cardiovascular disease mortality. Number of deaths due to all cardiovascular diseases, including heart disease and strokes, 
per 100,000 population, age adjusted (2015)

By race/ethnicity 2.49 Black
334.7

Asian
134.3 2,830 Ohioans

Adult overweight and obesity. Percent of population age 18 and older that are overweight or obese (2015)

By education level 1.10 High school graduate
68.1%

Not finished high 
school

61.9%
—

By income 1.13 More than $50K
68.1% 

Less than $15K
60.2% —

By disability status 1.12 With a disability
72.4%

Without a disability
64.9% 107,548 Ohio adults

By race/ethnicity 1.19 Black
68.6%

Hispanic
57.5% 113,898 Ohio adults

Youth overweight and obesity. Percent of children ages 12-17 who are overweight or obese (2015)

By race/ethnicity 1.58 Hispanic
46.7%

White
29.6% —

By income 1.67 Less than 206% FPL
40.9%

More than 206% FPL
24.5% 58,005 Ohio children

Population health
Equity profile

Key
Little to no disparity Disparity ratio between group with the worst outcomes and group with the best outcomes is less than 1.10

Medium disparity  Disparity ratio between group with the worst outcomes and group with the best outcomes  is between 1.10 and 2

Large disparity Disparity ratio between group with the worst outcomes and group with the best outcomes  is greater than 2

Estimated impact: When data was available, a calculation was made to estimate the impact on Ohioans if the group with the worst 
outcomes on a metric had the same level of performance as the group with the best outcomes.
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Metric
Disparity 

Ratio
Group with worst 

outcomes
Group with best 

outcomes
Estimated impact if 
disparity eliminated

Conditions and diseases (cont.)
Adult diabetes. Percent of adults who have been told by a health professional that they have diabetes (2015)

By education level 1.05 Not finished high school
13.6%

High school graduate
12.9% —

By race/ethnicity 1.68 Black
14.1%

Hispanic
8.4% 58,750 Ohio adults

By income 1.76 Less than$15K
13.7%

More than $50K
7.8% —

By disability status 2.70 With a disability
21.9%

Without a disability
8.1% 195,661 Ohio adults

Adult depression. Percent of adults who have ever been told they have depression (2015)

By education level 1.68 Not finished high school
30.3%

High school graduate
18.1% —

By race/ethnicity 1.73 Hispanic
26.7%

Black
15.5% 27,544 Ohio adults

By income 2.25 Less than $15K
32.6%

More than $50K
14.5% —

By disability status 3.36 With a disability
44.2%

Without a disability
13.2% 440,990 Ohio adults

Drug overdose deaths. Number of deaths due to drug overdoses per 100,000 population, age adjusted (2015)

By race/ethnicity 1.73 White
26.7

Black
15.4 1,050 Ohioans

Overall health and wellbeing
Premature death. Years of potential life lost before age 75 (2014)

By race/ethnicity 4.52 Black
10,749

Asian
2,377.3 —

Life expectancy. Life expectancy at birth based on current mortality rates (2010)

By race/ethnicity 1.18 Black
73.9

Asian
87 13.1 years

Population health
Equity profile (cont.)

FPL: Federal poverty level

Key
Little to no disparity Disparity ratio between group with the worst outcomes and group with the best outcomes is less than 1.10

Medium disparity  Disparity ratio between group with the worst outcomes and group with the best outcomes  is between 1.10 and 2

Large disparity Disparity ratio between group with the worst outcomes and group with the best outcomes  is greater than 2

Estimated impact: When data was available, a calculation was made to estimate the impact on Ohioans if the group with the worst 
outcomes on a metric had the same level of performance as the group with the best outcomes.
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Access to care
Equity profile

Metric
Disparity 

Ratio
Group with worst 

outcomes
Group with best 

outcomes
Estimated impact if 
disparity eliminated

Coverage and affordability
Uninsured adults. Percent of 18-64 year olds that are uninsured (2014)

By disability status 1.07 Without a disability
11.7%

With a disability
11% 44,956 Ohio adults

By education level 1.55 Not finished high school
16.7%

High school graduate
10.8% —

By race/ethnicity 2.45 Hispanic
25.2%

White
10.3% 33,641 Ohio adults

By income 6.5 Under 138% FPL
22.5%

More than 400% FPL
3.5% —

Unable to see doctor due to cost. Percent of adults who went without care because of cost in the past year (2015)

By education level 1.75 Not finished high school
18.8%

High school graduate
10.7% —

By disability status 2.03 With a disability
17.7%

Without a disability
8.7% 127,339 Ohio adults

By race/ethnicity 2.38 Hispanic
22.5%

White
9.4% 32,001 Ohio adults

By income 3.44 Less than$15K
17.9%

More than $50K
5.2% —

Primary care access
Without a usual source of care. Percent of adults ages 18 and older who report they do not have at least one person they think 
of as their personal healthcare provider (2015)

By disability status 1.34 Without a disability
19.1%

With a disability
14.2% 355,493 Ohio adults

By education level 1.42 Not finished high school
27.6%

High school graduate
19.5% —

By income 2.16 Less than$15K
28%

More than $50K
13% —

By race/ethnicity 2.4 Hispanic
37.9%

White
15.8% 54,083 Ohio adults

FPL: Federal poverty level

Key
Little to no disparity Disparity ratio between group with the worst outcomes and group with the best outcomes is less than 1.10

Medium disparity  Disparity ratio between group with the worst outcomes and group with the best outcomes  is between 1.10 and 2

Large disparity Disparity ratio between group with the worst outcomes and group with the best outcomes  is greater than 2

Estimated impact: When data was available, a calculation was made to estimate the impact on Ohioans if the group with the worst 
outcomes on a metric had the same level of performance as the group with the best outcomes.
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Healthcare system
Equity profile

Metric
Disparity 

Ratio
Group with worst 

outcomes
Group with best 

outcomes
Estimated impact if 
disparity eliminated

Preventive services
Prenatal care. Percent of women who completed a pregnancy in the last 12 months and did not receive prenatal care in the first 
trimester (2014)

By education level 1.56 Not finished high school
49.7%

High school graduate
31.9% —

By race/ethnicity 1.77 Black
40.7%

White
23% —

Hospital utilization
Diabetes with long-term complications. Admissions for Medicare beneficiaries with a principal diagnosis of diabetes with long-
term complications per 100,000 beneficiaries, ages 18 years and older (2014)

By race/ethnicity 4.02 Black
716

Asian
178 —

Heart failure readmissions for Medicare beneficiaries. Rate of Medicare beneficiaries discharged from the hospital with a 
principal diagnosis of heart failure who were readmitted for any cause within 30 days after the index admission date, per 100 
index cases (2014)

By race/ethnicity 1.02 Hispanic
20.1

Asian
19.7 —

Timeliness, effectiveness and quality of care
Mortality amenable to healthcare. Number of deaths before age 75 per 100,000 population that resulted from causes 
considered at least partially treatable or preventable with timely and appropriate medical care (2012-2013)

By race/ethnicity 2.78 Black
164

Hispanic
59 1,414 deaths

Public health and prevention
Equity profile

Metric
Disparity 

Ratio
Group with worst 

outcomes
Group with best 

outcomes
Estimated impact if 
disparity eliminated

Health promotion and prevention
Low birth weight. Percent of live births where the infant weighed less than 2,500 grams (2014)

By education level 1.38 Not finished high school
11.1%

High school graduate
8% —

By race/ethnicity 1.83 Black
13.4%

White
7.3% —

Teen birth rate. Rate per 1,000 births to females 15-19 years of age (2015)

By race/ethnicity 2.13 Black
40.8

White
19.2 —

Key
Little to no disparity Disparity ratio between group with the worst outcomes and group with the best outcomes is less than 1.10

Medium disparity  Disparity ratio between group with the worst outcomes and group with the best outcomes  is between 1.10 and 2

Large disparity Disparity ratio between group with the worst outcomes and group with the best outcomes  is greater than 2

Estimated impact: When data was available, a calculation was made to estimate the impact on Ohioans if the group with the worst 
outcomes on a metric had the same level of performance as the group with the best outcomes.
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Metric
Disparity 

Ratio
Group with worst 

outcomes
Group with best 

outcomes
Estimated impact if 
disparity eliminated

Education
Fourth-grade reading. Percent of 4th graders who were not proficient in reading by a national assessment (NAEP)(2015)

By income 1.6
Eligible for free/reduced 

lunch
77%

Not eligible for free/
reduced lunch

48%
—

By race/ethnicity 2.0 Black
84%

Asian
42% —

By disability status 1.6 With a disability
91%

Without a disability
57% —

High school graduation. Percent of incoming 9th graders who did not graduate in 4 years from a public high school with a 
regular degree (2015)

By race/ethnicity 2.88 Black
40.3%

Asian
14% —

Employment and poverty
Child poverty. Percent of persons under age 18 who live in households at or below the poverty threshold  (2015)

By disability status 1.79 With a disability
36.5%

Without a disability
20.5% 20,931 Ohio children

By race/ethnicity 4.21 Black
45.9%

Asian
10.9% 134,142 Ohio children

Adult poverty. Percent of persons age 18+ who live in households at or below the poverty threshold (2015)

By disability status 1.98 With a disability
22%

Without a disability
11.1% 154,148 Ohio adults

By education level 2.05 Not finished high school
27.3%

High school graduate
13.3% —

By race/ethnicity 2.55 Black
25.7%

White
10.1% 161,022 Ohio adults

Unemployment. Annual average unemployment rate, ages 16 and older (2015)

By disability status 2.45 With a disability
13%

Without a disability
5.3% —

By education level 2.6 Not finished high school
17.4%

High school graduate
6.7% —

By race/ethnicity 2.81 Black
13%

White
4.6% —

By income 8.79 Less than$20K
32.6%

More than $80K
3.7% —

Trauma, toxic stress and violence
Adverse childhood experiences. Percent of children who have experienced two or more adverse experiences (2011/2012)

By race/ethnicity 1.57 Black
35.4%

White
22.6% 49,043 Ohio children

By disability status (special 
needs) 1.59 With a special need

36.1%
Without a special need

22.7% —

By education level 1.66 Not finished high school
54.9%

High school graduate
33% —

By income 5.36 Less than 100% FPL
42.9%

More than 400% FPL 
8% 207,722 Ohio children

Social and economic environment
Equity profile

FPL: Federal poverty level

Key
Little to no disparity Disparity ratio between group with the worst outcomes and group with the best outcomes is less than 1.10

Medium disparity  Disparity ratio between group with the worst outcomes and group with the best outcomes  is between 1.10 and 2

Large disparity Disparity ratio between group with the worst outcomes and group with the best outcomes  is greater than 2

Estimated impact: When data was available, a calculation was made to estimate the impact on Ohioans if the group with the worst 
outcomes on a metric had the same level of performance as the group with the best outcomes.  7
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Physical environment
Equity profile

Metric
Disparity 

Ratio
Group with worst 

outcomes
Group with best 

outcomes
Estimated impact if 
disparity eliminated

Air, water and toxic substances
Children exposed to second-hand smoke. Percent of children who live in a home where someone uses tobacco and 
smokes inside the home (2011)

By education level 1.09 Not finished high school
22.7%

High school graduate
20.9% —

By disability status (special 
healthcare needs) 1.55

Children with special 
healthcare needs

14.3%

Children without 
special healthcare 

needs
9.2%

—

By race/ethnicity 4.91 Black
17.2%

Hispanic
3.5% 52,492 Ohio children

By income 24.67 Less than 100% FPL
22.2%

400% FPL or more
0.9% 126,776 Ohio children

Housing, built environment and access to physical activity
Neighborhood safety. Percent of parents who report their children are living in an unsafe neighborhood (2011/2012)

By education level 1.4 Not finished high school
25.9%

High school graduate
18.5% —

By disability status (special 
healthcare needs) 1.43

Children with special 
healthcare needs

15.3%

Children without 
special healthcare 

needs
10.7%

—

By race/ethnicity 3.99 Black
29.5%

White
7.4% —

By income 9.54 Less than 100% FPL
24.8%

400% FPL or more
2.6% —

Key
Little to no disparity Disparity ratio between group with the worst outcomes and group with the best outcomes is less than 1.10

Medium disparity  Disparity ratio between group with the worst outcomes and group with the best outcomes  is between 1.10 and 2

Large disparity Disparity ratio between group with the worst outcomes and group with the best outcomes  is greater than 2

below.

more segregatedless segregated

Canton-Massillon (56)

Akron (59)

 Toledo (62)

Columbus (63)

Dayton (65)

Cincinnati* (67)

Cleveland (72)

10 20 30 40 50 60 70 80 90 1000
*Cincinnati dissimilarity index is calculated from Ohio census tracts only.
Source: American Community Survey, 5-Year Census Tract Estimates. Calculations by the Kirwan Institute for the Study of Race and Ethnicity

Estimated impact: When data was available, a calculation was made to estimate the impact on Ohioans if the group with the worst outcomes 
on a metric had the same level of performance as the group with the best outcomes.

Residential segregation
The black/white dissimilarity index measures the extent to which black and white residents live separately from one 
another across census tracts. A high value on the index’s 100-point scale indicates that the two groups tend to live 
in different tracts. A value of 60 or above is considered very high. It means that 60 percent or more of the members 
of one group would need to move to a different tract in order for the two groups to be equally distributed. Values 
of 40 to 50 are usually considered moderate levels of segregation, and values of 30 or below are considered to be 
fairly low. The 2010-2014 black/white dissimilarity indices for Ohio’s seven largest metropolitan areas are shown 

FPL: Federal poverty level
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By Larry Bye, Alyssa Ghirardelli, and Angela Fontes

Promoting Health Equity And
Population Health: How Americans’
Views Differ

ABSTRACT To increase understanding of what Americans think about
personal and public health, a national survey of US adults was conducted
in 2015–16 to develop a typology of values and beliefs. The survey was
commissioned by the Robert Wood Johnson Foundation for its Culture of
Health initiative. Six specific population groupings, or segments, were
identified. Three segments included people who supported an active
government role in health, two segments were characterized by people
who were skeptical toward government, and one segment was
characterized by people with conflicted attitudes toward government in
health. One of the segments, labeled “supportive,” included people who
had broad concerns about equity and social solidarity and believed in
health disparities and the importance of the social determinants of
health. People in two of the other segments that supported an active
government role in health shared some of these concerns. There is clearly
the potential to mobilize all three of these segments in efforts to improve
population health and health equity in the United States. For people
whose beliefs put them in the more skeptical segments, a focus on
building healthier communities at the local level may garner significant
support as long as there is private-sector leadership for the effort.

T
he Robert Wood Johnson Founda-
tion’s vision for a culture of health
embraces a comprehensive ap-
proach to personal and public
health integrating all aspects of

American life. This vision is depicted in the Cul-
ture of Health Action Framework, which in-
cludes four Action Areas. The first Action Area
emphasizes making personal and community
health a shared value by building an enhanced
sense of health interdependence and community
as well as increased civic engagement around
health and well-being.1 But how receptive are
everyday Americans to this vision? What types
of Americans are most supportive of it, and how
can they be mobilized to take personal and col-
lective action to promote it?
To answer these questions, in 2014 the foun-

dation commissioned the American Health Val-
ues Survey. The goal was to construct a typology
of US adults based on their values and beliefs
about personal and public health. Typologies,
like market segmentation schemas and taxono-
mies of all kinds, require the use of multivariate
classification approaches in order to divide a
larger population into different groups or seg-
ments such that each is as internally homoge-
nous as possible.2 This process, used in social
marketing and health communication research,
results in segments with shared attitudes and
motivations, leading to the development of mes-
sages responsive to each one’s unique concerns
and perspectives.2 Such research also informs
the selection of media and other types of com-
munication channels appropriate for reaching
each segment. In this case, the typology is in-
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tended as a tool to inform the promotion of pop-
ulation health and health equity.
This article presents the findings of the Amer-

ican Health Values Survey.We discuss the impli-
cations of our findings for the crafting of com-
munication strategies designed to reach the
general population and for the broader under-
standing of how Americans view the effort to
promote health equity and population health.

Study Data And Methods
Instrument Development The survey con-
tained seventy measures; these are named and
described in the onlineAppendix.3We developed
survey items for the study based on the identifi-
cation of values andbeliefs central toActionArea
1 within the Culture of Health Action Frame-
work, making health a shared value.1 These val-
ues and beliefs largely pertain to health andwell-
being at the societal level. They include equity in
health resources and health status and the im-
portance of increased social solidarity, civic en-
gagement, and a more active government as
tools to use in achieving these goals.

Description Of Survey Since the broader
culture-of-health vision does not ignore health
at the individual level, we included measures on
the importance of personal health to the individ-
ual, including the amount of effort spent on dis-
ease prevention and appropriate seeking ofmed-
ical care and the degree of self-efficacy in these
areas.We also included measures of trust in sci-
ence and thehealth care systemandof interest in
religion and spirituality.
We included other measures in the survey to

help describe the segments. These items includ-
ed standard demographic measures as well as
measures of political participation and affilia-
tion, state of personal health, health insurance
coverage, and health system use. These supple-
mental measures were not included in the ana-
lytical procedure used to generate the typology.
Theprocess for finalizing themeasuresused in

creating the typology involved a literature re-
view, consultation with a technical expert panel,
focus-group research, and cognitive testing.
More detailed information on this process is
in the Appendix.3

Sampling And Data Collection We used a
dual-frame sampling design, combining an ad-
dress-based sample from the United States Post-
al Service with a sample from the National Opin-
ion Research Center at the University of Chicago
(NORC).4 The postal sample was selected from a
sampling frame based on an extract of the USPS
Computerized Delivery Sequence File, a listing
of all US households. The NORC sample was
derived from AmeriSpeak, a probability-based

national household survey panel run by NORC.
We used a multi-mode approach for collecting
data from the USPS sample. The sampled ad-
dresses were mailed materials inviting potential
respondents to complete the questionnaire on-
line. If participants did not respond, a self-
administered questionnaire was mailed. If nei-
thermode elicited any response, the address was
matched to a telephone number, and telephone
interviewing was conducted. All data were col-
lected in English or Spanish.
Data were collected between June 2015 and

February 2016. The number of completed inter-
views from the USPS sample was 6,789 (a re-
sponse rate of 22.4 percent using the recom-
mended definition of the Council of American
Survey Research Organizations),5 and an addi-
tional 3,785 interviews were completed from the
AmeriSpeak sample (which had a final response
rate of 19.4 percent). The total number of com-
pleted interviews in the survey was 10,574.
Analysis Approach We used a statistical

method called K-means clustering to develop
the segments within the typology. This method
is a frequently used classification approach6 that
seeks to identify a set of mutually exclusive re-
spondent groups (also called clusters or seg-
ments) based on variables that describe the
respondents. The goal is to identify the optimal
set of clusters (solution) in which respondents
within a cluster are similar and the difference
between the variable means of each cluster is
greatest. We had no a priori assumption about
the number of segments in the solution and con-
sidered between five and twelve. Using analytic
results combined with judgments of the face va-
lidity of various groupings, we chose a six-seg-
ment solution. More information about the an-
alytical methods is in the Appendix.3

Limitations The study possessed the same
limitations as do all surveys, including the chal-
lenges associated with potential measurement
and nonresponse bias. Another limitation was
that thenumber andbreadthof the topics includ-
ed on the survey precluded an effort to examine
them deeply, as is almost always the case in this
type of research. We were not seeking to make
original contributions to the substantial litera-
tures that already exist in these areas. Only a few
measures of major importance were included on
each topic, so that we could be sure that our
typology was reasonably complete. For example,
we could include only three measures on dispar-
ities, each focused only on health care access.

Study Results
Typology Overview The typologywedeveloped
can be characterized by two key dimensions
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along which the population segments vary (Ex-
hibit 1). These key dimensions represent views
about how important one’s personal health is in
day-to-day living (the horizontal axis), which is a
critical issue at the individual level, and how
active government’s role should be in the health
policy area (the vertical axis),which is a similarly
critical issue at the societal level.We explore re-
lationship between these two dimensions in the
following section.
The six population segments were given the

followingdescriptivenames: health egalitarians,
equity advocates, committed activists, self-reli-
ant individualists, disinterested skeptics, and
private-sector champions. The two segments in
the upper left quadrant, health egalitarians and
equity advocates, reflect the belief that personal
health is of low importance and express strong
support for government playing an active role in
health policy. For the lone segment in the upper
right quadrant, committed activists, personal
health is of high importance, and so is support

for government playing an active role in health
policy. Private-sector champions and self-reliant
individualists, in the lower right quadrant, place
high importance on personal health and show
less support for government playing a role in
health policy. Finally, for the lone segment in
the lower left quadrant, disinterested skeptics,
personal health is a low priority, and there is low
support for a government role in health policy.
Differences between the six population seg-

ments along the key dimensions are discussed
below. The referenced comparisons are between
the results for the population segment compared
to the total sample unless stated otherwise.
All differences are statistically significant
(p < 0:05).
Individual-Level Health Differences Per-

sonal health is more important to Americans
amongself-reliant individualists andprivate-sec-
tor champions, and especially among committed
activists (Exhibit 2). People in these segments
are more likely to have a strong activist orienta-
tion toward prevention and care seeking and to
put health first in daily life. The reverse is true of
health egalitarians and equity advocates, and
especially disinterested skeptics. The same pat-
tern applies with regard to measures of self-effi-
cacy and of prayer and meditation. Self-reliant
individualists, private-sector champions, and
committed activists are more likely than Ameri-
cans generally to score high, and those in the
other groups are less likely to do so.
Although the data are not shown, equity advo-

cates were more likely to score high on three
measures of trust in science and the health care
system thatwe included in the analysis. People in
this segment are least open to the idea that alter-
native medicine is more effective than Western
medicine, least likely toplace trust in thewisdom
of ordinary people over that of intellectuals and
experts, and least supportive of the idea that
ordinary people are capable of deciding what
is true without the need for experts. Private-
sector champions are more likely to score low
on the measures of trust.
Key Societal-Level Health Differences

Three of the segments—health egalitarians, eq-
uity advocates, and committed activists—differ
in interesting and fairly nuanced ways with re-
spect to equity/solidarity, health care dispar-
ities, and theother social determinantsofhealth.
Americans in thehealth egalitarians segment are
more likely to strongly embrace health equity as
a value but less likely to believe that race/ethnic-
ity-based disparities exist (Exhibit 3). They are
also less likely to believe that the other social
determinants, such as housing and education,
are important influences on health (Exhibit 4).
Those in the equity advocates segment are more

Exhibit 1

Typology of Americans’ health values

SOURCE American Health Values Survey, 2015–16. NOTES The percentages show the relative size of
each segment. Segments in the upper quadrants favor a stronger government role in population
health relative to segments in the lower quadrants. Segments in the right-side quadrants place higher
importance on personal health relative to segments in left-side quadrants. Placement along the axes
approximates the strength of beliefs.
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likely to be strongly concerned about equality of
opportunity to succeed generally and about so-
cial solidarity aswell as health equity (Exhibit 3).
There is virtual unanimity in this group on the
existence of both race/ethnicity- and income-
based disparities. With one exception (healthy
food access), however, equity advocates are less
likely to believe that the other social determi-
nantsarestrong influencesonhealth(Exhibit4).
The subtleties in Americans’ views on these is-
sues have been documented in other studies.7

They confirm that it is a mistake to assume that
views are simply bifurcated, with some caring
about equality and equity and some not.
There is far less nuance in the views of com-

mitted activists. They are consistently progres-
sive in their views on all these matters. They are
more likely (overwhelmingly) to strongly believe
in equality of opportunity to succeed generally,
health equity, and social solidarity; collectively,
these values are broadly shared within the com-
mitted activists segment. Committed activists

are also more likely to believe that disparities
exist and that the other social determinants
are strong influences on health (Exhibit 4). Con-
cern about the social determinants is very broad-
ly shared within this group.
People in all of the segments except equity

advocates are far more likely to believe that in-
come-based disparities affect access to care than
to believe that racial/ethnic disparities do (Ex-
hibit 3). Other studies have documented this
same pattern,8–12 showing the need for increased
public education efforts on the effect of racial
and ethnic disparities on access to care.
Self-reliant individualists and disinterested

skeptics are quite similar to one another on is-
sues of equity and solidarity, health care dispar-
ities, and the social determinants of health, but
very different on those counts compared to the
other four segments. These two segments are
less likely than Americans generally to believe
strongly in equality of opportunity for success
and the importance of social solidarity and

Exhibit 2

How segments of the US population are differentiated on measures of individual-level health

Measure
Whole
sample

Health
egalitarians

Equity
advocates

Committed
activists

Self-reliant
individualists

Disinterested
skeptics

Private-sector
champions

Importance of personal health

Health as a priority
Makes health a priority almost

always in day-to-day life 45% 37% 47% 60% 62% 22% 45%
Activism about prevention
Great deal of effort spent on:
Exercise in leisure time 20 12 17 37 27 8 23
Limiting portion sizes 23 15 16 43 31 8 29
Weight management 29 19 21 56 37 9 39
Stress reduction 24 16 14 53 23 6 36

Activism about care-seeking
Great deal of effort spent on:
Getting appropriate
preventive services 34 25 28 63 38 9 44

Speaking up about concerns
when seeing doctor 40 30 32 71 46 11 50

Self-efficacy

About prevention
High confidence: know how to
prevent health problems 44 32 38 61 71 13 53

About care-seeking
High confidence: know

when to get care 56 47 53 68 84 27 59
High confidence: know

where to get care 72 65 73 81 93 52 75
About medical condition management
High confidence: know how to

manage conditions 52 40 47 68 83 20 59

Religious/spiritual interest

Great deal of effort spent on
praying or meditation 24 16 11 47 27 10 33

SOURCE American Health Values Survey. NOTE Population segments are described in the text and depicted in Exhibit 1.
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Exhibit 3

How segments of the US population are differentiated on measures of equity/solidarity and health care disparities

Measure
Whole
sample

Health
egalitarians

Equity
advocates

Committed
activists

Self-reliant
individualists

Disinterested
skeptics

Private-sector
champions

Equity/social solidarity

General opportunity to succeed
Strongly agree that country
should do whatever
necessary to make sure equal
opportunity to succeed 45% 45% 58% 82% 11% 17% 48%

Health equity
Country should do whatever

necessary to make sure equal
access to be healthy 56 65 71 92 13 21 61

Would be unjust if some have
greater opportunity to be
healthy 45 51 60 77 9 17 46

Solidarity
Best for country if people are as

concerned about needs of
others as their own 50 49 61 81 22 24 55

Beliefs about health care disparities

Compared to whites:
African Americans have easier

access 9 8 2 8 14 13 12
African Americans have harder

access 32 4 96 46 7 15 17
Not much difference 59 88 2 46 78 72 70
Latinos have easier access 13 12 2 14 19 15 17
Latinos have harder access 32 7 94 42 9 17 17
Not much difference 56 81 4 44 72 68 66
Low-income Americans have

easier access 12 11 2 8 23 16 16
Compared to those who are
financially better off:
Low-income Americans have

harder access 66 67 97 80 36 53 54
Not much difference 22 22 2 13 41 31 30

SOURCE American Health Values Survey. NOTE Population segments are described in the text and depicted in Exhibit 1.

Exhibit 4

How US population segments are differentiated on their beliefs regarding social determinants

Measure
Whole
sample

Health
egalitarians

Equity
advocates

Committed
activists

Self-reliant
individualists

Disinterested
skeptics

Private-sector
champions

Social determinants

Health is strongly
affected by:
Community a person

lives in 30% 13% 21% 81% 7% 6% 59%
Quality of food

available 51 46 52 88 29 18 75
Having a job 54 45 43 86 41 31 79
Community safety 32 15 20 85 9 7 60
Housing quality 29 13 17 83 4 4 53
Education 43 28 39 90 23 13 72

SOURCE American Health Values Survey. NOTE Population segments are described in the text and depicted in Exhibit 1.
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health equity (Exhibit 3). They are also less likely
than Americans generally to believe that race/
ethnicity- and income-baseddisparities exist and
that the other social determinants are strong
influences on health.
Private-sector champions share similarities

with self-reliant individualists and disinterested
skeptics but also with the other three groups.
People in this segment are like those in the over-
all sample with regard to their views on equity
and solidarity, like self-reliant individualists and
disinterested skeptics with regard to views on
disparities, and like committed activists with re-
gard to views on the importance of the social
determinants.
While thedata arenot shown, the segments are

also differentiated by their views on collective
efficacy (that is, the ease with which positive
social change can be affected through joint ac-
tion with others) and their health-related civic
engagement behaviors (for example, contribut-
ing time or money to candidates based on a
health concern or donating to health charities).
Committed activists are significantly more likely
to report a high degree of collective efficacy, and
disinterested skeptics are significantly less likely
to report a high degree of collective efficacy. The
same is true with regard to civic engagement.
Equity advocates are less likely to have a high
sense of collective efficacy but more likely to be
civically engaged. Health egalitarians and pri-
vate-sector champions tend to resemble Ameri-
cans generally on both issues, although health
egalitarians are slightly less likely to be civically
engaged. Self-reliant individualists resemble the
whole sample on collective efficacy; results are
mixed across the civic engagement measures.

Differences In Views About The Role Of
Government Despite their differences onhealth
care disparities and the other social determi-
nants of health, health egalitarians, equity advo-
cates, andcommittedactivists are similar in their
belief that government should play an active role
in health (Exhibit 5). It is not surprising that
people in the committed activists segment take
such a stance, given their consistent views about
equity/solidarity, disparities, and the social de-
terminants of health. Thehealth egalitarians and
equity advocates segments, however, are less
consistent in their views, as pointed out above.
This is particularly true with regard to health
egalitarians, where the commitment to health
equity alone seems to sanction their support
for an active role for government. Among equity
advocates, an across-the-board concern about
equity/solidarity, as well as acceptance of health
care disparities, seems to drive their support.
Additional analysis is needed in order to deter-
minewhether these values andbeliefs do, in fact,

drive views about the role of the government, but
the relationships here are suggestive, since val-
ueshavebeen shown tobepowerful predictors of
policy preferences.13

Self-reliant individualists and disinterested
skeptics are far less likely than Americans gen-
erally to support an active government role,
which is consistent with their generally skeptical
views about equity/solidarity, disparities, and
the social determinants. People in the self-reliant
individualists segment are especially opposed to
an active role for government. They are also less
likely to rate the building of healthy communi-
ties as high/top priority, except on ensuring
healthy food access, where their views resemble
those of Americans generally, and they are skep-
tical about government playing a role in commu-
nity health improvement efforts. People in the
disinterested skeptics segment are similar to
self-reliant individualists except that they are
more likely than the sample as a whole to rate
food access as a high/top priority; they are also
more likely to favor a private-sector role in the
building of healthy communities generally, as
well as in ensuring access to healthy food.
Private-sector champions are genuinely con-

flicted in their views. In someways they resemble
thepublic health progressives amonghealth ega-
litarians, equity advocates, and committed acti-
vists; in other ways, they resemble their more
skeptical counterparts in the disinterested skep-
tics and private-sector champions segments. Pri-
vate-sector champions believe that health should
be a top federal government priority but do not
want government generally to do more in the
health area (Exhibit 5). They are more likely to
rate the building of healthy communities as a
high/top priority but want the private sector,
not government, to take responsibility for it.
Demographic, Health, And Political Dif-

ferences Appendix Exhibit 2 shows how the
groups differ in their demographic composi-
tion.3 Committed activists and private-sector
champions are more likely to skew lower on in-
come and education, while equity advocates and
self-reliant individualists skew higher. The
health egalitarians, committed activists, and pri-
vate-sector champions segments are majority-
female; the self-reliant individualists and disin-
terested skeptics segments are majority-male.
The committed activists segment is far more
nonwhite than the nation as a whole, while the
self-reliant individualists segment is less
nonwhite. Committed activists, self-reliant indi-
vidualists, and especially the private-sector
champions skew older in age compared to Amer-
icans generally, while equity advocates skew
slightly younger. Appendix Exhibit 2 shows that
the equity advocates segment is more geograph-
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ically concentrated in big cities and urban sub-
urbs than Americans generally, and the commit-
ted activists segment is more concentrated in
areas with high minority populations.3 These
geographic labels conformtoageo-demographic
typology developed by the American Communi-
ties Project,14 which we used to construct our
geographic variable (see the Appendix).3

Politically, equity advocates and committed
activists are more Democratic than the nation
as whole, while self-reliant individualists, disin-
terested skeptics, and private-sector champions
are more Republican. Health egalitarians re-
semble the country as a whole in terms of their
party affiliation (see Appendix Exhibit 2).3 The
same pattern generally applies to liberal versus
conservative political ideology, except for the
health egalitarians segment, whose members
are slightly more likely to say that they are politi-
cal moderates. Equity advocates and especially
self-reliant individualists vote more often than

Americans generally; disinterested skeptics and
especially health egalitarians vote less often (see
Appendix Exhibit 2).3

People in the committed activists segment re-
port more health problems than Americans gen-
erally andmore than anyof the other groups (see
Appendix Exhibit 2).3 Self-reliant individualists
report the fewest. For the most part, the other
groups resembleAmericansgenerally in termsof
state of health, type of insurance coverage, and
health system use.

Implications
The study has a number of implications for the
development of communication efforts to pro-
mote improved population health and health
equity. The development of all communication
efforts beginswith a clearunderstandingof audi-
ences, not only their size and composition but
also their receptivity. The study sheds light on

Exhibit 5

How US population segments are differentiated by their beliefs on the role of government

Measure
Whole
sample

Health
egalitarians

Equity
advocates

Committed
activists

Self-reliant
individualists

Disinterested
skeptics

Private-sector
champions

Beliefs about the role of government in health

Improving health of American people
should be top federal priority 31% 29% 36% 58% 11% 12% 37%

Role of government generally
Gov’t should do more to make sure

Americans are healthier 46 53 80 74 11 18 28
Building healthier communities
Making sure that all communities are
healthy places should be top/high
priority 80 89 93 97 42 58 90
Private sector should be
responsible 20 12 9 7 22 26 52

Gov’t (or both) should be
responsible 52 70 81 85 13 19 21

Making sure that healthy, affordable
foods are available 80 97 99 99 78 84 95
Private sector should be
responsible 28 21 20 13 29 32 64

Gov’t (or both) should be
responsible 45 63 69 81 11 13 11

Making sure that safe outdoor places
to walk and be active are available 77 85 87 97 44 56 85
Private sector should be
responsible 16 9 8 9 14 18 44

Gov’t (or both) should be
responsible 56 72 76 85 27 27 30

Making sure that decent housing is
available 79 98 96 99 28 50 85
Private sector should be
responsible 23 3 7 3 14 25 51

Gov’t (or both) should be
responsible 57 92 86 94 9 10 18

SOURCE American Health Values Survey. NOTE Population segments are described in the text and depicted in Exhibit 1.
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these issues as well as providing at least prelimi-
nary guidance on the selection of messages and
communication modes that might be used to
reach each of the audiences.
The study suggests that for many Americans—

the nearly one-quarter who fall into the health
egalitarians segment—a strong commitment to
health equity alonemay be sufficient for them to
support a role for government inpromotingpop-
ulation health and health equity. Our findings
are consistent with those of others who have
argued for the uniqueness of health, given that
Americans view it as “a good with special moral
importance.”12(p854),15 Health egalitarians are not
especially concerned about equity and solidarity
more broadly, or about disparities and the social
determinants of health.Theydo,however, have a
concern about health equity and want govern-
ment to play an active role in health.
While further work is needed to confirm this,

framing issues in terms of health equitymay be a
way to mobilize these Americans to support a
more active role for government in promoting
a culture of health and to change their beliefs on
disparities and how social determinants affect
health. This is an audience of mostly women of
lower socioeconomic status, politically moder-
ate but disengaged and not very interested in
health in their personal lives. This group is per-
haps the most difficult to target since they share
so many characteristics with other American
adults. Its size alone, however, makes it impor-
tant. One fruitful course for future research
would be to identify subgroups within this large
audience, to better understand its diversity.
The more highly educated, upscale political

liberals in the equity advocates segment should
be easier to communicate with, given their more
distinctive profile. They are geographically con-
centrated in big cities and urban suburbs. They
are already civically engaged on health, so it may
be easier tomobilize them to support population
health and equity building efforts. Americans in
this group have a concern about equity that goes
beyond health, they believe in the importance of
social solidarity, and they believe that both race/
ethnicity- and income-based health disparities
exist. Given this profile, it should be possible
to effect change in their attitudes on how social
determinants affect health.
There is clearly thepotential tomobilizehealth

egalitarians, equity advocates, and committed
activists in support of an increased government
health role, specifically for efforts to address dis-
parities in the case of equity advocates and both
disparities and other social determinants of
health in the case of committed activists. The
mostly older, female, lower-socioeconomic-
status, nonwhite women in the committed acti-

vists segment tend to live in areas in which mi-
norities arehighly concentrated. They feel a high
sense of collective efficacy and are already highly
civically engaged on health. They should be
thought of as themovement vanguard. Our find-
ings here are consistent with those of other re-
searchers who have also identified this audience
as pivotally important and have called for its
mobilization.16

Importantly, the data suggest that there may
be openings to people in the other segmentswho
are more skeptical about population health and
health equity. Across the board, self-reliant in-
dividualists reject many of the main arguments
of public health advocates. This mostly white,
male, high-socioeconomic-status segment is the
most Republican and ideologically conservative
of the six segments and also the most politically
engaged. One of our most important findings is
the receptivity of these more conservative Amer-
icans to health improvement efforts at the com-
munity level, as long as there is significant pri-
vate-sector engagement. Disinterested skeptics
may be slightly more receptive to these efforts,
although they tend to be disinterested and dis-
engaged generally with regard to health. Private-
sector champions present the greatest potential
to motivate in support of a culture of health.
Disproportionally older, lower-socioeconomic-
status, politically conservative women, its mem-
bers are genuinely conflicted about the role of
government in population health improvement.
On the one hand, they believe that health should
be a top priority of the federal government but,
on the other hand, that government generally
should not be doing more in health. They care
about building healthier communities and
would like to see individuals, businesses, and
the private voluntary sector take on this respon-
sibility. They also believe that the social determi-
nants are strong influences on health, and they
are likely to be receptive to efforts to ad-
dress them.
Additional work is needed to refine communi-

cationmethods for these segments. Forexample,
educating the public about the effects of social
determinants on health is challenging because
many Americans view personal health behaviors
and medical care access as the only consequen-
tial influences on health outcomes.17 Work to
date indicates that effective messaging should
acknowledge the role of individual decisions
but should reinforce the greater importance of
social influences.13,16,17 It may be possible to use
this framing along with compelling personal
narratives and visual images tomove Americans’
beliefs about the effects of social determinants
on health.17

Finally, the study adds strong support for the
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notion that the personal is not the political. Pub-
lic health advocates and practitioners should not
assume that personal health importance in day-
to-day life necessarily translates into support for
an active government role in population health
or the public health agenda to address the social
determinants of health as a tool for improving
population health. Advocates and practitioners
should also not assume that support for public
health means that those involved are acting in
health-conscious ways in their personal lives.
These disjunctions are not all that surprising.
The strong belief in personal responsibility
among political conservatives who are health-
conscious in their personal lives likely overrules
a sense that everyone (including themselves)
would benefit from living in physical and social
environments that enable healthy choices. Yet
somemembersof this group—for example, those
in the private-sector champions segment who
accept the importance of the social determinants
of health—support efforts to build healthier

communities and may be receptive to the argu-
ment that individual choices take place within a
social context.

Conclusion
More quantitative analysis is needed to better
understand the relationships between the mea-
sures differentiating the six segments we identi-
fied in the US population. Of particular impor-
tance would be to identify the main drivers of
views about the role of government and civic
engagement in health. Qualitative work explor-
ing the structure of values and beliefs within
each segment would also be helpful—for exam-
ple, an exploration of the various ways in which
views about health care disparities are related to
views about the social determinants of health.
Finally,wearedevelopinga shortbatteryofques-
tions for use by other researchers in other sur-
veys to identify respondent types based on our
typology instrument. ▪

Preliminary findings about the segments
and the communication implications
were presented at the National

Conference on Health Communication
Marketing and Media, Atlanta, GA,
August 23, 2016. Permission was

requested prior to the presentation.
Funding was provided by the Robert
Wood Johnson Foundation.
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April 11, 2017

OhioMedicaidBasics2017
Executive summary

Overview
Medicaid pays for medically necessary 
healthcare services for over three million 
Ohioans and is the primary source of coverage 
for low-income Ohioans who generally do not 
have access to or cannot afford other health 
insurance coverage. The program also pays 
for services for people who are elderly and 
disabled, including long term services and 
supports that are not covered by Medicare 
and most private health insurance coverage. 
As a healthcare payer for one in four Ohioans, 
Medicaid is an important driver of payment 
reform and quality measurement initiatives in 
the healthcare system.

Access to care is necessary but not 
sufficient
While there is evidence that Medicaid 
coverage improves access to care1, it is 
important to note that overall health is 
influenced by a number of factors. However, 
only 20 percent of the modifiable factors that 
influence health are attributed to clinical care.2 
Access to quality clinical care is necessary, but 
not sufficient, to improving health.

Medicaid eligibility categories and 
cost differences
People who are eligible for Medicaid must 
have incomes below a specific amount, 
usually set as a percentage of the federal 
poverty level (FPL). Eligibility for Medicaid is 
separated into categories based on age, 
household composition and medical need. 
Eligibility categories include Covered Families 
and Children (CFC), Aged, Blind and Disabled 
(ABD), Medicaid Expansion (Group VIII) and 
Other Medicaid. Income levels set for Medicaid 
eligibility vary by each category. 

Individuals enrolled in the ABD category of 
Medicaid generally have health challenges 
that are expensive to treat. As a result, the 
percentage of total Medicaid spending 
dedicated for this population is proportionally 
higher than other groups (see figure ES.1).

Figure ES.1. Cost differences between types of 
Medicaid enrollees, SFY 2016

Source: Ohio Department of Medicaid, Medicaid eligibles and 
expenditures reports (SFY 2016). Additional analysis by HPIO.

CFC

ABD

Group VIII

Other

57%

12.3%

26.7%

47.8%

22.1%
21.4%

8.5% 4.1%

Enrollment Expenditures

Why do people enroll in 
Medicaid?
Medicaid is often the most financially feasible 
health coverage option for people with low 
incomes. Many Ohioans face barriers to 
obtaining private coverage due to:
• Low employer-sponsored health insurance 

offer rates
• Unemployment and other changes in 

life circumstances that impact coverage 
(such as death of a partner, divorce, illness, 
attending school or caregiving for family or 
friends)

• Unaffordability of private individual health 
insurance coverage

• Inability to afford cost-sharing
• Limited ability to work due to disabling 

conditions
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Medicaid expansion (Group VIII)
Beginning January 1, 2014, Medicaid coverage 
was expanded to adults between ages 19 and 
64 who have incomes less than 138 percent FPL3 
and who are not eligible under other categories. 
As of February 2017, about 723,000 Ohioans were 
enrolled in Group VIII (see figure ES.2).

Medicaid financing and spending
Medicaid is a federal-state partnership in which 
the federal government and states share the cost 
of providing coverage to Medicaid enrollees. 
Including both state and federal funding, Ohio’s 
Medicaid program cost over $25.5 billion in SFY 
2016, representing 37.8 percent of the state’s total 
budget.4 The federal share of Ohio’s Medicaid 
program was $17.8 billion (69 percent) with Ohio’s 
General Revenue Fund contributing $5.8 billion (21 
percent) (see figure ES.3).5

Figure ES.2. Group VIII enrollment by month, July 2014-February 2017

Source: Ohio Department of Medicaid, caseload reports 
Note: To the extent possible, this graphic reports back-dated and retroactive eligibility.

2015 2016 2017
July Oct. Jan. Apr. July Oct. Jan. Apr. July Oct. Jan.

2014

397,881

467,986

541,708

611,260
642,615

677,668
705,433 709,596 717,435 714,997

692,693
722,873

Feb.

Federal
69%

Non-GRF state
8%

GRF state
21%

Local
2%

Figure ES.3. Ohio Medicaid spending by funding 
sources, SFY 2016

Source: Ohio 
Department 
of Medicaid, 
Annual Report 
(2016)
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Is Obamacare a Lifesaver?
Ross Douthat  MARCH 29, 2017

Now that the Republican Party has beclowned itself on health care, now that
Obamacare repeal lies in rubble, now that every G.O.P. policy person who ever
championed a replacement plan is out wandering in sackcloth and ashes, wailing,
“The liberals were right about my party, the liberals were right about my party,”
beneath a harsh uncaring heaven … now, in these hours of rightwing self
abnegation, it’s worth raising once again the most counterintuitive and frequently
scoffedat point that conservatives have made about Obamacare:

It probably isn’t saving many lives.

One of the most powerful arguments in the litany that turned moderate
Republican lawmakers to jelly was that they were voting to “make America sick
again,” to effectively kill people who relied on the Affordable Care Act for drugs and
surgery and treatment. Tens of thousands of people, Democrats warned, would die if
Paul Ryan’s stingy replacement took its place.

We will not get to test the proposition, and nor should we wish to do so, since
the replacement plan was such a botch. But this argument was still most likely false.
Maybe Obamacare is a huge lifesaver, but so far the evidence is conspicuously
missing.
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The link between health insurance and actual health has always been a lot
murkier than most champions of universal coverage admit, with studies going back
decades that show little evidence that giving people insurance actually makes them
healthier. Recent data relevant to the current era of reform is mixed: A study of Mitt
Romney’s Massachusetts insurance expansion showed health benefits for the newly
insured (most of whom got private insurance), but a study of Oregon’s pre
Obamacare Medicaid expansion found that the recipients’ physical health did not
improve.

Writing in National Review during the brief repeal “debate,” Oren Cass argued
that since most of Obamacare’s insurance expansion was accomplished through
Medicaid, one would expect the new health care law’s impact on health to be closer
to what happened in Oregon than in Massachusetts. And indeed, despite confident
liberal expectations about how many lives Obamacare would save each year, the only
noticeable recent shift in the American mortality trend has gone in the opposite
direction — upward, likely thanks to the opioid epidemic.

Nor has Obamacare’s Medicaid expansion been a bulwark against opioidrelated
misery. As Cass points out, the mortality rates in states that expanded Medicaid rose
faster in 2015 than in the states that did not. This correlation also shows up when
you drill down in countylevel data, as the pseudonymous blogger Spotted Toad has
shown: Overall, areas that have implemented the Affordable Care Act in full have
seen more deaths from drug overdoses than areas where the Medicaid expansion
didn’t take effect.

It’s hard to say exactly what’s happening here. The divergence in deaths
between Medicaid and nonMedicaid counties started in 2010, and the full
expansion went into effect in 2014, so it can’t be just that Medicaid has made it
easier for addicts to get painkillers. (The Spotted Toad analysis speculates that an
Obamacare provision that was implemented earlier, allowing twentysomethings to
stay on their parents’ health insurance plans, may also have made opioid
prescriptions easier to obtain.)

But whatever is driving this trend, it’s a reminder that insurance coverage does
not guarantee public health improvement. And so is a new paper, just released
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through the National Bureau of Economic Research, that tries to look at the
Affordable Care Act in full. Its authors find, as you would expect, a substantial
increase in insurance coverage across the country. What they don’t find is a clear
relationship between that expansion and, again, public health. The paper shows no
change in unhealthy behaviors (in terms of obesity, drinking and smoking) under
Obamacare, and no statistically significant improvement in selfreported health
since the law went into effect. (There is some improvement for older Americans in
Medicaid expansion states, but not for the population as a whole.)

Add these data points together and you end up with some (highly provisional)
vindication for what conservatives and libertarians argued before the A.C.A. was
passed: that the bill was likely to provide its beneficiaries with more financial
security and greater peace of mind, but that it was not likely to be the sweeping
lifesaver that many of its most morally imperious advocates insisted that it would be.

Security and peace of mind are very good things, which is why voters like the
Medicaid expansion. The confidence that they don’t have to rely on the emergency
room or friends and family when they face an unexpected medical calamity is
something that Medicaid recipients would understandably prefer to keep.

But the health and mortality data is still important information for policy
makers, because it indicates that subsidies for health insurance are not a uniquely
deathdefying and therefore sacrosanct form of social spending. Instead, they’re
more like other forms of redistribution, with costs and benefits that have to be
weighed against one another, and against other ways to design a safety net.
Subsidies for employerprovided coverage crowd out wages, Medicaid coverage
creates benefit cliffs and work disincentives, and there are other possible
interventions — direct cash support for work and family, above all — that might
make more of a difference to opportunity than funding a slightly better health
insurance plan.

The Republican Party is not likely to be the vehicle for turning this insight into
policy any time soon. But the point remains, and in their hour of relief and renewed
ambition, even Obamacare’s most ardent defenders would do well to consider it.

Correction: March 29, 2017 
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An earlier version of this article misstated the direction of the recent shift in the
American mortality trend. It has gone upward, not downward.
I invite you to follow me on Twitter (@DouthatNYT).

Follow The New York Times Opinion section on Facebook and Twitter (@NYTopinion),
and sign up for the Opinion Today newsletter.  

© 2017 The New York Times Company
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There is a central paradox that constantly shows up in the health care debate: Studies

often find that giving people health care doesn’t always improve health in measurable

ways. A new NBER working paper has reignited that debate, looking at the people who

gained coverage from the Affordable Care Act.

In this case, the study authors set out to estimate the impact of the Affordable Care Act

on a variety of outcomes, including access to health care, risky health behaviors (such as

smoking and drinking), and how people thought about their health status.

They found that the ACA increased insurance coverage — by 5.3 percentage points in

non-expansion states and 8.3 points in expansion states. The law also boosted the number

of people who had a primary care doctor and checkups.

But that increased coverage didn’t translate to better health outcomes after two

years. Following Obamacare, there were no detectable improvements in unhealthy

behaviors and self-reported health in both expansion and non-expansion states. Although

when they zoomed in on older adults under the age of 65, the ACA did seem to improve

self-reported health for them, particularly in expansion states.

So why doesn’t giving people health insurance lead to better health? The evidence on

this question is quite mixed — this study isn’t the first to find less-than-stellar health

gains after people get insurance. I think there are at least five compelling explanations:

1) "Health insurance improves health for some people for some interventions but not

for all people for all interventions." That's how NBER lead study author Charles

Courtemanche summed up the literature. And I think he's right. Consider just one of the

seminal studies on the impact of health insurance, which focused on Oregon's

Medicaid expansion. The researchers found insurance improved people's access to care,

made them less depressed, reduced their financial strain, and improved their perceptions

of their health and well-being — but it didn't improve blood sugar control or their

Updated by Julia Belluz @juliaoftoronto julia.belluz@voxmedia.com  Mar 30, 2017, 5:00pm EDT
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prevalence or diagnosis of high blood pressure or high cholesterol. It also didn't influence

their use of medications for these conditions.

In the new NBER paper, one group — older adults — seemed to be healthier after the ACA.

Courtemanche thought this was probably because they were sicker to begin with and

needed the most care. When they got coverage, their health improved, unlike younger

people who may not have had as many health conditions.

The University of Chicago’s Harold Pollack pointed out that the same is probably true for

other groups living with conditions such as HIV. "Do we really believe insurance doesn't

improve health when a third of the people in Illinois with HIV are brought on to insurance?"

he said. "But that’s a small population, so it won't show up in an overall study."

2) The health system isn't great at addressing the chronic health issues that sicken

people these days. So much of why we're unhealthy has to do with our behaviors and

environments. We don’t eat healthy diets, we smoke too much, we don’t exercise, we live

in communities that are polluted or unwalkable. These factors drive up the risk of cancers,

diabetes, heart disease, and obesity — all among the top killers in America today.

Our health system came of age when the most pressing health problems people faced

were infectious diseases, not these lifestyle-associated conditions. It wasn’t designed to

tackle them, and it often doesn’t do a very good job on them. As the lead author on the

Oregon study cited above, Katherine Baicker, told me: “There’s lots of evidence throughout

the health care system that we don’t do a great job at managing chronic health conditions

in general. And Medicaid doesn’t seem like the magic bullet on that.”

3) The studies we have may be too short-term to capture longer-term health

benefits. Like many of the papers on the effects of health insurance, the new NBER study

had a pretty short follow-up time — two years — and that may not be enough time to

detect changes in health status, particularly for chronic conditions like diabetes and

cancer. As Benjamin Sommers, a health economist and physician based at Harvard

University, put it, "Coverage effects likely grow over time, and while this is a 'new' study, it’s

not using newer data. It’s still only through the end of 2015, which is similar to what’s

already out there."

4) Health insurance isn't the same as access to care, Kosali Simon, who has also

studied the impact of insurance on health, told me. "[This is] because of the hurdles in

navigating the health care system, or finding the best providers, or adhering to medical
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advice, and all the other factors that go into meaningful health improvements." Those are

conditions that one's insurance status won't necessarily ameliorate — which also means

health professionals need to find ways to make insurance a more powerful tool to improve

health.

5) There may be limitations to the methods used to study health improvements with

insurance. Many of the studies on the impact of health insurance rely on self-reported

data (how people think about their health status) or administrative data (like medical

claims to track costs and what services the newly insured might be using). But these

methods may not be the best ways to measure health.

Anthem could exit Obamacare in 2018 — but maybe it's gamesmanship

In yet another sign that the uncertainty over the future of the Obamacare exchanges is

disrupting the market, Bloomberg's Zachary Tracer reports that Anthem could be the

next big insurer to abandon ship.

The loss of Anthem would be a huge blow for Americans on the exchanges in the 14 states

where it sells coverage under the Blue Cross and Blue Shield brands. In Colorado,

Kentucky, Missouri, and Ohio particularly, Americans could be left with no insurers as a

result of the exit, Bloomberg reports. (To date, a third of US counties on Healthcare.gov

have only one insurer, and there are 16 counties in Tennessee with no insurer at all after

Humana pulled out of the marketplace.)

Anthem hasn't confirmed the decision (the story was based on analysts who met with the

insurer), and this could also be a big bluff. As the Bloomberg story noted: "Anthem is in

dialogue with the administration 'to emphasize the importance of regulatory and statutory

changes in order to ensure sustainability and affordability of the individual market for

consumers,' according to an emailed statement. The company continues to 'actively

pursue policy changes that will help with market stabilization and achieve the common

goal of making quality health care more affordable and accessible for all.'"

We asked Craig Garthwaite, a health economist at Northwestern University’s Kellogg

School of Management who has been studying the Obamacare exchanges, for his take.

"This makes me think there might be a bit of gamesmanship here," he told us.

Chart of the Day
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It's not just Bernie Sanders: Citing frustration over dealing with multiple insurance

payers, nearly half of doctors say they'd want to move to a single-payer health

system. The data came from a LinkedIn survey of doctors, which you can read more

about here.

Kliff's Notes

With research help from Caitlin Davis

LinkedIn
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"Republicans Fuel Uncertainty Over Health Law’s Fate": “Mr. Trump and other Republicans have said

they are optimistic that, out of the spotlight and without the pressure of deadlines, a health-care deal

can be reached either through achieving a consensus between the party’s most conservative lawmakers

and those from more centrist districts, or by reaching across the aisle to Democrats. But they have yet

to identify specific areas where consensus is possible, and the talks in Washington aren’t being held at

leadership levels. There also is scant evidence that the White House is seriously reaching out to

Democrats to ease the pressure of passing a major bill on a party-line vote.” —Stephanie Armour, Kristina

Peterson, and Louise Radnofsy, Wall Street Journal

"Kansas governor vetoes Medicaid expansion, leaving 150,000 poor residents uncovered": "This

is, obviously, a huge setback for Medicaid expansion efforts — but the fight isn’t completely over. The

Kansas legislature is likely to explore whether they can garner enough support to override the governor’s

veto, which would require a two-thirds majority in both the House and the Senate." —Sarah Kliff, Vox

"Trump administration still plans to undo parts of the ACA, Tom Price testifies":

“Under intense questioning from Democrats, Price outlined how his department could

make insurance plans cheaper by scaling back several federal mandates, including what

the ACA currently defines as 'essential benefits' in coverage. And he refused to say

whether the administration will keep providing cost-sharing subsidies for insurers

participating in the federal marketplace. The multibillion-dollar infusion is critical to

maintaining the system’s stability, insurers say.” —Juliet Eilperin and Mike DeBonis,

Washington Post
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