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About HPIO
The Health Policy Institute 
of Ohio was founded in 
2003 by a group of health 
funders as a nonpartisan 
and independent health-
focused statewide nonprofit 
organization dedicated 
to providing health policy 
analysis, data and information 
to state policymakers. HPIO 
has earned a reputation as a 
trusted and credible resource, 
serving as an invaluable 
resource for Ohio’s state 
policymakers.

Vision
To influence the improvement 
of health and well-being for all 
Ohioans. 

Mission
To provide the independent 
and nonpartisan analysis 
needed to create evidence-
informed state health policy.

HPIO is a resource
This briefing book includes data and strategies 
the next Ohio governor and General Assembly 
can use to develop evidence-informed 
policies that will improve the health of all 
Ohioans. 

This book provides information on how Ohio 
currently performs on health and healthcare 
spending and the strategic steps policymakers 
can take, including more detailed information 
on three key issues: Medicaid and other 
healthcare coverage, addiction, child health 
and wellbeing and prevention. 

Technical assistance
The Health Policy Institute of Ohio has a 
long record of serving as a resource to 
Ohio policymakers. If you would like more 
information about the issues in this book or any 
other health policy topic, please contact HPIO 
President Amy Rohling McGee at 614.545.0750.

Learn more
HPIO has policy briefs, resource pages and 
other tools to help navigate health policy issues 
on our website at:

www.hpio.net

Navigating health policy

Our funders
The following core funders are helping advance the health of Ohioans through informed policy 
decisions:

• Interact for Health
• The Mt. Sinai Health Care Foundation
• Saint Luke’s Foundation of Cleveland
• The George Gund Foundation
• The Cleveland Foundation
• Sisters of Charity Foundation, Cleveland
• Sisters of Charity Foundation, Canton

• United Way of Central Ohio 
• HealthPath Foundation
• Cardinal Health Foundation
• Mercy Health
• CareSource Foundation
• North Canton Medical Foundation

Stay up-to-date
• Sign up for email announcements about HPIO events and publications by contacting Alana 

Clark-Kirk at aclarkkirk@healthpolicyohio.org
• Sign up for our weekly Ohio Health Policy News email update at www.healthpolicynews.org
• Follow us on twitter (@HealthPolicyOH) and facebook (facebook.com/healthpolicyOH)
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Ohio’s top health priorities
To be accredited by the Public Health Accreditation Board and align with state law, the Ohio 
Department of Health (ODH) is required to conduct a State Health Assessment (SHA) and prepare a 
State Health Improvement Plan (SHIP) every three years. In 2016, ODH contracted with HPIO to create 
the SHA and SHIP. Developed with input from many state- and local-level stakeholders, the 2017-2019 
SHIP identified priorities, objectives and a menu of evidence-informed strategies upon which the state 
can act. Below are the priority topics and outcomes identified in the 2017-2019 SHIP.

3 State Health Improvement Plan priority topics

Mental health and  
addiction

Chronic disease Maternal and  
infant health

10 priority outcomes

 Depression
 Suicide
 Drug  
       dependency/ 
       abuse
 Drug overdose  
       deaths

 Heart disease
 Diabetes
 Child asthma 
 
 
 

 Preterm births
 Low birth weight
 Infant mortality

Tobacco prevention 
and cessation

Student successHealthy eating Economic vitality$

The SHIP includes strategies such as:

Improving the health of all Ohioans

State leaders often ask: What are Ohio’s greatest health challenges? What can we do about them? 
And how will we know if we are making a difference? 

To answer those questions, HPIO developed the Health Value Dashboard, a tool to identify Ohio’s 
strengths and challenges, highlight evidence-informed solutions and track progress. The Dashboard 
includes metrics related to healthcare spending, as well as population health outcomes. 

The 2017 Dashboard shows that Ohioans live less healthy lives (43rd in population health) yet spend 
more on health care (31st in healthcare spending) than people in most other states. Our state is ranked 
46th overall out of 50 states and Washington D.C. on health value, a composite measure of population 
health outcomes and healthcare spending, weighted equally.

Health value 
in Ohio46+

 Population health43

Healthcare spending31
Ohio ranks 46th in the nation (fifth from the bottom) 
on a composite measure of health value — the 
combination of healthcare spending and population 
health, weighted equally.

Health value in Ohio

http://www.healthpolicyohio.org/sha-ship/
http://www.healthpolicyohio.org/sha-ship/
http://www.healthpolicyohio.org/2017-health-value-dashboard/
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Research estimates that of 
the modifiable factors that 
influence overall health 
outcomes, 80 percent is 
attributed to non-clinical 
factors, including our social, 
economic and physical 
environments, as well as 
our health behaviors, and 
only 20 percent is attributed 
to clinical care.1 This 
underscores that access 
to quality clinical care is 
necessary, but not sufficient, 
to improving overall health. 
For example:
• Employment: Obtaining a 

stable, well-paying job with 
wages that allow for basic 
needs to be met can have 
a direct impact on health. 
Jobs that pay a decent 
wage and provide health 
insurance coverage and 
other benefits promote 
good health.

• Housing: Where a person lives can affect their health. Housing that is high-quality, affordable and located 
in safe, resource-rich neighborhoods supports good health.

• Education: There is a strong link between education and better health. The knowledge and skills gained 
through education lead to jobs with higher wages and other benefits that are good for health.

• Transportation: The ability to depend on reliable transportation can impact a family’s health in a number 
of ways, including being able to travel to better jobs, get to healthcare appointments, reduce stress and 
obtain healthy, affordable food. 

In order to improve the health of all Ohioans, state policymakers must address these challenges rooted in 
Ohio’s social, economic and physical environments.

Physical 
environment

Social and 
economic 

environment

10%

40% 30%

20%

Health behaviors

Clinical care

Source: County Health Rankings and Roadmaps population health model

Modifiable factors that influence health 

Access to care is necessary, but not sufficient, for good health

Learn more
The following publications provide more data and analysis on health issues in Ohio:

2017 Health Value 
Dashboard

Ohio 2017-2019 State 
Health Improvement Plan

Ohio 2016 State Health 
Assessment

http://www.healthpolicyohio.org/2017-health-value-dashboard/
http://www.healthpolicyohio.org/2017-health-value-dashboard/
http://www.healthpolicyohio.org/sha-ship/
http://www.healthpolicyohio.org/sha-ship/
http://www.healthpolicyohio.org/sha-ship/
http://www.healthpolicyohio.org/sha-ship/
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What policymakers can do
The following are strategic steps Ohio policymakers can take to improve health value in Ohio.

Make the most of existing evidence. We know a lot about what works to address health challenges. In many 
cases, we either have not implemented evidence-informed policies and strategies or have not implemented 
them to the scale necessary to see results. Policymakers can make sure that resources are invested in 
evidence-informed approaches. Recommended credible sources of research evidence are listed in the 
chart below. Policymakers can also contact HPIO for research on the evidence.

Clarify policy goals and desired outcomes prior to investing resources and continuously evaluate progress by:
• Requiring evaluation plans and tracking and reporting of data
• Collecting and analyzing results disaggregated by categories such as race/ethnicity, income, education, 

gender and geography to more effectively target resources and identify health gaps
• Reviewing results and using findings to continually improve programming and investment choices

Invest in what’s working. Funding of pilots can be useful, especially to test whether a new approach works. 
It’s also important to invest in what is working through long-term sustained financing and leveraging public-
private partnerships. Policymakers can accomplish this through:
• Pay-for-success financing, such as social impact bonds
• Payment reform, leveraging the state’s role as a payer of health care services 
• Wellness trusts, utilizing one-time funds such as court settlements or assessments to establish an ongoing, 

consistent source of financing to address Ohio’s greatest health challenges

Capitalize on national technical assistance opportunities. Policymakers can participate in projects funded at 
the national level, often by private philanthropy, such as:
• The Pew-MacArthur Results First initiative, which provides state governments with tools to conduct cost-

benefit analyses. The analysis model and technical assistance help state leaders identify which programs 
work and which do not, and to calculate potential returns on investment of funding alternative programs.

• A Robert Wood Johnson Foundation-funded project at the Center for Health Care Strategies that works with 
states to advance the CDC’s 6/18 Initiative. CHCS will begin a third year of technical assistance for states in 
October 2018.

Balance short-term fixes with longer-term change. Policymakers can address immediate needs, such as 
homelessness and mental health crisis services, but also pursue fundamental changes to the multiple systems 
that impact health over the long term, such as housing affordability and behavioral health access. 

Website Sponsoring organization and description
Hi-5: Health Impact 
in Five Years

U.S. Centers for Disease Control and Prevention (CDC) initiative highlighting non-
clinical, community-wide approaches that are proven to have positive health 
impacts, show results within five years and are cost effective.

6/18: Accelerating 
evidence into 
action

A CDC initiative targeting 6 common and costly health conditions – tobacco 
use, high blood pressure, healthcare-associated infections, asthma, unintended 
pregnancies and diabetes – using 18 proven strategies for purchasers, payers and 
providers.

Community Health 
Advisor

Interactive tool from the Health Partners Institute that estimates the impact of 
specific strategies on medical costs and health outcomes. Addresses smoking, 
physical activity and cardiovascular disease.

What Works for 
Health

Evidence registry from University of Wisconsin Population Health Institute and the 
Robert Wood Johnson Foundation. Addresses a wide range of health issues, 
including the social, economic and physical environments. Indicates which 
strategies are likely to reduce disparities.

Washington State 
Institute for Public 
Policy (WSIPP)

Literature reviews and benefit-cost analyses on education, behavioral health, 
public health and criminal justice programs. WSIPP was created by the 
Washington state legislature to conduct non-partisan research.

Credible sources of health policy research evidence

http://www.pewtrusts.org/en/projects/pew-macarthur-results-first-initiative
https://www.chcs.org/project/advancing-public-commercial-payers-implementation-cdcs-618-initiative/
https://www.chcs.org/project/advancing-public-commercial-payers-implementation-cdcs-618-initiative/
https://www.cdc.gov/policy/hst/hi5/
https://www.cdc.gov/policy/hst/hi5/
https://www.cdc.gov/sixeighteen/
https://www.cdc.gov/sixeighteen/
https://www.cdc.gov/sixeighteen/
http://www.communityhealthadvisor.org/cha3/home
http://www.communityhealthadvisor.org/cha3/home
http://www.countyhealthrankings.org/roadmaps/what-works-for-health
http://www.countyhealthrankings.org/roadmaps/what-works-for-health
http://www.wsipp.wa.gov/
http://www.wsipp.wa.gov/
http://www.wsipp.wa.gov/
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While some changes to public health and prevention systems may take many years to net results, other 
approaches may be effective within a shorter period of time. Tobacco control interventions and school-
based programs that increase physical activity and prevent violence, for example, can have an impact 
within five years of implementation.1 

Improving the housing, transportation, education and employment sectors can ensure that all Ohio 
families have the opportunity to take responsibility for their own health and can participate in the 
economy, build positive social relationships and attain optimal health. The Legislative Service Commission 
contracted with HPIO in 2017 to produce a report focused on the social drivers of infant mortality. While 
focused on infant mortality, most of the recommendations could have an impact on a range of health, 
social and economic outcomes.

Address Ohio’s health gaps
In addition to Ohio’s poor health value performance, there are many Ohioans who experience 
even poorer health outcomes as compared to the overall population. Depending on where you 
live in Ohio, your income, education level or your race or ethnicity, you may not have the same 
opportunities to live as healthy a life as other Ohioans.

Poor health leads to high healthcare spending and impacts all Ohioans negatively. In order to 
improve health value in Ohio, a key component of economic vitality, we must address these health 
gaps. This can be achieved by removing obstacles to health such as poverty and discrimination, as 
well as the lack of access to good jobs, quality education and housing, safe and healthy environments 
and health care. 

Policymakers can take the following steps to address Ohio’s health gaps:
• Collect and increase access to data that provides information on the existence of health gaps across 

population groups 
• Prioritize strategies that decrease health gaps and address the underlying causes of these gaps, such 

as improving the social and economic conditions in struggling Ohio communities and addressing 
uneven access to education, employment, housing and transportation

• Ensure that resources, policies and programs are more strategically directed toward populations at 
greatest risk for poor health outcomes

Learn more
The following publications and resources provide more data and analysis on health gaps 
in Ohio:

2017 Health Value 
Dashboard Health Equity 

Profiles

Strategies Likely to 
Decrease Health 

Disparities and Inequities 
(From the Ohio 2017-2019 State 

Health Improvement Plan)

HPIO equity resource 
page

Find all HPIO publications and resources at www.hpio.net

http://www.healthpolicyohio.org/social-determinants-of-infant-mortality-advisory-group/
http://www.healthpolicyohio.org/wp-content/uploads/2017/05/SHIP_StrategiesDecreaseDisparities.pdf
http://www.healthpolicyohio.org/2017-health-value-dashboard/
http://www.healthpolicyohio.org/2017-health-value-dashboard/
http://www.healthpolicyohio.org/2017-health-value-dashboard/
http://www.healthpolicyohio.org/wp-content/uploads/2017/05/SHIP_StrategiesDecreaseDisparities.pdf
http://www.healthpolicyohio.org/wp-content/uploads/2017/05/SHIP_StrategiesDecreaseDisparities.pdf
http://www.healthpolicyohio.org/wp-content/uploads/2017/05/SHIP_StrategiesDecreaseDisparities.pdf
http://www.healthpolicyohio.org/hpio-equity-resource-page/
http://www.healthpolicyohio.org/hpio-equity-resource-page/
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Non-group  
(individual/

family)

Employer

Medicaid

Medicare

Other public

Uninsured

52%
(5,883,900)

3% (396,500)

16%  
(1,857,000)

15% 
 (1,745,600)

2% (172,500)

12%  
(1,358,100)

2013 2014 2015

50%
(5,777,000)

4% (456,800)
5% (603,700)

52%
(5,974,700)

21%  
(2,471,700)

21%  
(2,383,300)

16% 
 (1,856,000)

15% 
 (1,681,500)

1% (116,400) 1% (126,400)

7% (857,700) 6% (681,400)

Health insurance coverage for Ohioans, 2013 through 2016

Note: Enrollees in 
the Affordable Care 
Act health insurance 
marketplace are 
included in the non-
group (individual/
family) coverage 
category
Source: Census 
Bureau’s March 
Supplement to the 
Current Population 
Survey, as compiled by 
the Kaiser Commission 
on Medicaid and the 
Uninsured

Private health 
insurance 
coverage

51%
(5,847,600)

5% (627,500)

22%  
(2,506,900)

15%  
(1,753,800)

1% (95,000)

6% (638,000)

2016

Ohio status

Ohio Medicaid spending
• Total Medicaid spending in Ohio, including state and federal funding, has increased by 86 percent 

from $13.7 billion in SFY 2008 to $25.6 billion in SFY 2017.7 Most of this spending is related to increased 
enrollment.

• Of the $25.6 billion total spent in SFY 2017, the state share was $7.9 billion.8 The federal government 
provides a much higher federal match for people enrolled in Group VIII (also known as the Medicaid 
expansion group).9

• Overall Medicaid spending growth per member, per month has averaged 1.6 percent per year since 
SFY 2015.

 
Ohio Medicaid enrollment
• Average monthly enrollment has increased about 82 percent from 2008 to 2017, from 1.7 million10 to 3.1 

million11, with a significant portion of the increased enrollment coming from Group VIII
• Enrollment increased by about 2 percent in SFY 2017, from 3.0312 to 3.0913 million Ohioans
• Medicaid enrollment typically increases in times of economic downturn and decreases as the 

economy improves 

In 2016:
• More than half of all Ohioans had employer-sponsored health insurance2

• About five percent had insurance purchased through the individual market, of which about 62 
percent get coverage through the private market3 and 38 percent get coverage through the ACA 
marketplace (a total of about 2 percent of Ohioans, or 240,000 people, get coverage through the 
ACA marketplace4)

• About 15 percent were covered by Medicare (funded federally)5 
• 22 percent were covered by Medicaid (funded by both state and federal government). Medicaid 

pays for medical services for people with low incomes6

Medicaid and other health coverage
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Medicaid and addiction 
treatment
Health insurance, including 
Medicaid, is a critical source of 
payment for addiction treatment. 
In Ohio in 2016, for example, 
Medicaid covered 49.5 percent of 
prescriptions for buprenorphine, a 
medication used in MAT.14

The Ohio Department of Medicaid 
(ODM) has had the largest 
share of addiction-related state 
spending, focused on treatment 
services. In SFY 2016, ODM spent 
over $650 million to provide 
healthcare services for Ohioans 
with drug addiction/behavioral 
health issues. Medicaid spending 
increased to $763 million in 
SFY 2017. This amount includes 
spending on addiction treatment, 
community mental health services, 
community psychiatric supportive 
treatment, behavioral health 
counseling/therapy, mental 
health assessment services, crisis 
intervention, pharmacologic 
management services and 
emergency services/coverage of 
naloxone.15

Learn more
The following publications provide more data and analysis on Medicaid and health insurance 
coverage:

Ohio Medicaid Basics 2017 Private Health Insurance 
Basics 2017 Update: 
Current Policy Issues 

Impacting the Individual 
Health Insurance Market 

in Ohio

Ohio Medicaid Basics 
Update: Recent Trends in 
Enrollment and Spending

Opportunities for state flexibility with 
federal coverage regulations
Section 1115 waivers for Medicaid
Section 1115 of the Social Security Act gives the Secretary 
of Health and Human Services (HHS) authority to waive 
provisions of major health and welfare programs in order to 
allow states to experiment with new ways of delivering or 
paying for healthcare services. 

CMS has approved 44 waivers across 36 states for a wide 
variety of purposes. Ohio has a pending 1115 waiver request 
related to work requirements for Medicaid enrollees under 
consideration by the federal government.
 
On June 29, 2018, the DC federal district court invalidated 
the Kentucky HEALTH waiver approval, which also included 
a work requirement, and sent it back to HHS to reconsider. 
The court decision may lead to delays in the federal 
government making a decision on waiver requests from 
Ohio and other states.

Section 1332 waivers for private insurance market
Section 1332 of the ACA enables the secretaries of the U.S. 
departments of Health and Human Services and Treasury 
to waive certain requirements related to the private 
health insurance market and the employer and individual 
mandates. Examples of what can be included in these 
waivers are changes to essential health benefits, premium 
and cost-sharing subsidies and individual or employer 
mandates. Ohio’s recent 1332 waiver request was denied 
by CMS on May 17, 2018.  

Find all HPIO publications and resources at www.hpio.net

http://www.healthpolicyohio.org/ohio-medicaid-basics-2017/
http://www.healthpolicyohio.org/private-health-insurance-basics-2017-update-current-policy-issues-impacting-the-individual-health-insurance-market-in-ohio/
http://www.healthpolicyohio.org/private-health-insurance-basics-2017-update-current-policy-issues-impacting-the-individual-health-insurance-market-in-ohio/
http://www.healthpolicyohio.org/private-health-insurance-basics-2017-update-current-policy-issues-impacting-the-individual-health-insurance-market-in-ohio/
http://www.healthpolicyohio.org/private-health-insurance-basics-2017-update-current-policy-issues-impacting-the-individual-health-insurance-market-in-ohio/
http://www.healthpolicyohio.org/private-health-insurance-basics-2017-update-current-policy-issues-impacting-the-individual-health-insurance-market-in-ohio/
http://www.healthpolicyohio.org/private-health-insurance-basics-2017-update-current-policy-issues-impacting-the-individual-health-insurance-market-in-ohio/
http://www.healthpolicyohio.org/ohio-medicaid-basics-update-recent-trends-in-enrollment-and-spending/
http://www.healthpolicyohio.org/ohio-medicaid-basics-update-recent-trends-in-enrollment-and-spending/
http://www.healthpolicyohio.org/ohio-medicaid-basics-update-recent-trends-in-enrollment-and-spending/
https://www.medicaid.gov/medicaid/section-1115-demo/about-1115/index.html
https://www.kff.org/medicaid/issue-brief/section-1115-medicaid-demonstration-waivers-the-current-landscape-of-approved-and-pending-waivers/
https://www.medicaid.gov/Medicaid-CHIP-Program-Information/By-Topics/Waivers/1115/downloads/oh/oh-work-requirement-community-engagement-pa.pdf
https://www.kff.org/medicaid/issue-brief/explaining-stewart-v-azar-implications-of-the-courts-decision-on-kentuckys-medicaid-waiver/
https://www.kff.org/medicaid/issue-brief/explaining-stewart-v-azar-implications-of-the-courts-decision-on-kentuckys-medicaid-waiver/
https://www.cms.gov/CCIIO/Programs-and-Initiatives/State-Innovation-Waivers/Downloads/Ohio-Notice-Preliminary-Determination-Incomplete.pdf
https://www.cms.gov/CCIIO/Programs-and-Initiatives/State-Innovation-Waivers/Downloads/Ohio-Notice-Preliminary-Determination-Incomplete.pdf
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Addiction
Ohio status
Addiction is a complex problem at the root of many of Ohio’s greatest health challenges, including drug 
overdose deaths. Adults struggling with addiction to illicit drugs like heroin and methamphetamine often 
began by experimenting with alcohol, tobacco and marijuana in adolescence, so it is important address 
addiction in a comprehensive way.

Opiate addiction and the rising number of overdose deaths in Ohio have dominated news headlines in 
recent years, and for good reason:
• In 2016, 4,050 Ohioans died because of unintentional drug overdoses16, and preliminary 2017 data 

indicates that the number of deaths has continued to rise.17 
• The 2017 Ohio Health Issues Poll found that 27 percent of Ohio adults had a family member or friend 

who had problems as a result of using prescription pain drugs and 23 percent knew someone who had 
problems with heroin.18 

Prescription drug overdose deaths (excluding fentanyl) peaked in Ohio in 2011 and opioid prescribing 
peaked in 2012.19 As prescription opioid deaths declined, deaths from heroin and fentanyl rose 
substantially20 and studies have found that many heroin users first became addicted to prescription pain 
killers before transitioning to heroin. 21,22,23 In recent years, Ohio has also seen a growing number of overdose 
deaths involving cocaine and benzodiazepines, and methamphetamine use is rising in many communities.

These trends indicate that, although policy changes may reduce the supply of one type of drug (such 
as prescription opioids), other drugs may emerge and be widely used unless the underlying demand for 
addictive substances is also reduced through effective prevention and treatment.

Opportunities for improvement
The public and private sectors in Ohio can work together to:
1. Opioid prescribing. Build upon the strong framework for appropriate opioid prescribing to continue to 

drive down opioid use rates, including ongoing enforcement of OARRS requirements and prescribing 
limits

2. Non-opioid pain management. Increase use of non-opioid pain management therapies, such as 
acupuncture, physical therapy and chiropractic care, through patient and provider education and 
improved insurance coverage for these services

3. School- and community-based prevention. Strengthen the effectiveness and reach of addiction 
prevention through sustained funding of evidence-based prevention strategies for children and adults, 
and by ensuring that all Ohio children participate in effective and age-appropriate prevention activities 
in school at every grade level

4. Treatment and recovery services. Ensure that evidence-based addiction treatment and recovery 
services are available for all Ohioans in need by monitoring and enforcing behavioral health parity 
law,  evaluating the impact of Behavioral Health Redesign on addiction treatment system capacity and 
treatment outcomes, collecting quantitative data regarding treatment gaps and strengthening the 
behavioral health workforce

5. Social drivers. Reduce health disparities and address the social determinants of health, including 
improvements to social and economic conditions in struggling Ohio communities

6. Data. Increase use of data and evaluation to drive improvement

In addition, the following steps would boost the effectiveness of Ohio’s response to current and future 
addiction challenges:
7. Coordination across sectors. Strengthen clinical-community linkages and connections between 

sectors. For example, ensure that hospital emergency departments, law enforcement and community 
behavioral health providers work together to make sure that people in need of treatment do not fall 
through the cracks

8. Child wellbeing. Develop a coordinated, long-term approach to serve the needs of children exposed to 
Adverse Childhood Experiences (ACEs) as a result of the addiction crisis, including sustained investments 
in early childhood home visiting and education, parenting education, trauma-informed care and 
education, the child welfare system and other evidence-based interventions

9. Medical marijuana. Develop a comprehensive plan for addressing potential positive and negative 
consequences of medical marijuana legalization, including impact on pain management, employers, 
adolescents and motor vehicle safety
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Tobacco use in Ohio
Ohio ranks in the bottom quartile for both adult smoking and secondhand smoke 
exposure for children and tobacco contributes to many of Ohio’s greatest health 
challenges, including cardiovascular disease, cancer and infant mortality. 

Analysis of HPIO’s Health Value Dashboard data found a strong correlation between a 
state’s adult smoking rate and its health value rank. States with a lower adult smoking rate 
are more likely to have a better health value rank — meaning better population health 
outcomes and lower healthcare spending.

Learn more
The following publications and resources provide more data and analysis on issues related to 
opioids and addiction:

Health outcomes
• Ohio has higher tobacco use rates than most other states, ranking 43 for adult cigarette 

smoking and 49 for secondhand smoke exposure for children.24 
• Tobacco use and secondhand smoke exposure contribute to infant mortality, heart disease, 

cancer, diabetes and many other health problems.

Healthcare costs
• 42 percent of working-age Ohio Medicaid enrollees were current smokers in 2015.25 

• Researchers estimate that 15 percent of U.S. Medicaid costs are attributable to cigarette 
smoking.26  

• It costs employers an estimated $5,816 more per year to employ a smoker than a non-smoker, 
including health care and other costs.27 

Ohio Addiction 
Policy Inventory 
and Scorecard: 

Prevention, Treatment 
and Recovery

HPIO Addiction Evidence 
Project: Addiction 

Overview and Project 
Description

2017 Health Value 
Dashboard: A Closer 

Look at Tobacco Use and 
Health Value

Find all HPIO publications and resources at www.hpio.net

http://www.healthpolicyohio.org/ohio-addiction-policy-inventory-and-scorecard-prevention-treatment-and-recovery/
http://www.healthpolicyohio.org/ohio-addiction-policy-inventory-and-scorecard-prevention-treatment-and-recovery/
http://www.healthpolicyohio.org/ohio-addiction-policy-inventory-and-scorecard-prevention-treatment-and-recovery/
http://www.healthpolicyohio.org/ohio-addiction-policy-inventory-and-scorecard-prevention-treatment-and-recovery/
http://www.healthpolicyohio.org/ohio-addiction-policy-inventory-and-scorecard-prevention-treatment-and-recovery/
http://www.healthpolicyohio.org/addiction-overview-and-project-description/
http://www.healthpolicyohio.org/addiction-overview-and-project-description/
http://www.healthpolicyohio.org/addiction-overview-and-project-description/
http://www.healthpolicyohio.org/addiction-overview-and-project-description/
http://www.healthpolicyohio.org/a-closer-look-at-tobacco-use-and-health-value/
http://www.healthpolicyohio.org/a-closer-look-at-tobacco-use-and-health-value/
http://www.healthpolicyohio.org/a-closer-look-at-tobacco-use-and-health-value/
http://www.healthpolicyohio.org/a-closer-look-at-tobacco-use-and-health-value/
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Ohio status
One of the most important indicators of overall child health and family wellbeing is infant mortality. Ohio’s infant 
mortality rate increased in 2015 and again in 2016, and remains higher than most other states. In the early 1990s, 
Ohio’s overall infant mortality rate was slightly lower than the U.S. rate. Since then, however, improvements at 
the national level have outpaced improvements in Ohio. Ohio also has troubling infant mortality disparities by 
race and geography:
• In 2016, Ohio’s non-Hispanic black infant mortality rate (15.2 per 1,000 live births) was almost three times as high 

as the white rate (5.8).28

• Infant mortality rates are highest in Ohio’s largest metropolitan areas and in some rural communities, 
particularly in Appalachian parts of the state.

Child health strengths
• Uninsured children: 3.6 percent of Ohio children ages 0-17 were uninsured in 2016, lower than the U.S.29

• Youth alcohol use: 8.9 percent of youth ages 12-17 reported using alcohol in the past month in 2016, lower than 
the U.S.30 

Child health challenges
• Children in poverty: 41 percent of Ohio children ages 0-18 lived in families at or below 200 percent FPL in 2016, 

the same as the U.S31

• Smoker in household: 21.6 percent of children ages 0-17 lived in households where someone uses cigarettes, 
cigars or pipe tobacco, higher than the U.S.32 

• Major depressive episode: 14 percent of youth ages 12-17 experienced a major depressive episode within the 
past year for 2015-2016, higher than the U.S.33 

Opportunities for improvement
Supporting healthy children and families requires public and private sector collaboration and alignment of 
objectives across sectors, such healthcare providers, policymakers, schools and philanthropic and charitable 
organizations. 

Early childhood 
Early childhood lays the groundwork for physical, emotional, social and intellectual development later in life.  
Ninety percent of a child’s brain development occurs in the first five years of life.  

Adverse environments and 
experiences during these 
early years can have a critical 
impact on development and 
subsequent functioning of the 
brain and biological systems, 
leading to lifelong threats to 
educational attainment and 
health.  

High-quality early childhood 
education can improve school 
readiness and reduce, eliminate 
or counteract many harms and 
stressors for children.34 These 
programs have demonstrated 
health and education benefits 
among all children, but research 
shows the strongest benefits 
among children who are 
economically disadvantaged.
 

Child health and wellbeing

Return on investment at different ages

http://www.healthpolicyohio.org/wp-content/uploads/2018/01/PolicyBrief_EducationAndHealth_Part3-1.12.18.pdf
http://www.healthpolicyohio.org/wp-content/uploads/2018/01/PolicyBrief_EducationAndHealth_Part3-1.12.18.pdf
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These programs not only show individual benefits, but they also have significant societal benefits, such as 
reduced crime and welfare dependence. A strong body of research has found that investments in high-quality 
early childhood programs have higher rates of return on investment than interventions implemented in later 
years.35 

Despite the benefits of these programs, the proportion of Ohio children who are enrolled in early childhood 
education is low. Overall, only 45 percent of Ohio’s 3 and 4-year-old children were enrolled in any public- or 
private-funded, formal early learning program in years 2013-2015. Of the 3 and 4-year-old children living at or 
below 200 FPL, 39 percent were enrolled.36

School-based prevention
Many K-12 prevention strategies can effectively prevent drug use, reduce violence and bullying, promote 
mental health and improve academic performance. Most children spend an average of six hours a day, five 
days a week, eight to nine months a year in school, making it an ideal setting to promote healthy behaviors 
and personal resilience. Policies and programs that support foundational protective factors for children, such as 
health literacy, impulse control, communication skills, school engagement and opportunities for positive social 
involvement include: 
• Prevention programs such as the Good Behavior Game and evidence-based curricula like Life Skills, Project 

Alert and DARE Keepin’ it REAL, or the newly-developed Ohio Health and Opioid Abuse Prevention Education 
(HOPE) curricula

• Social emotional learning and positive behavior programs such as Positive Behavior Interventions and Supports
• School climate improvements, such as making sure all students are connected to a caring adult at school and 

that disciplinary practices are fair and consistent 

Economic vitality
Children living in poverty are much less likely than other children to succeed in school and are more likely to have 
health problems throughout their lives. Increasing economic development, labor force participation and income 
is therefore one of the most powerful ways to improve child wellbeing. Research indicates that the following 
approaches can increase employment and improve family health outcomes:
• Support and training for  low-wage workers to climb the job ladder
• Improved transportation infrastructure to better connect low-wage workers to jobs
• Safe and affordable housing

Learn more
The following publications and resources provide more data and analysis on issues 
related to child health and wellbeing:

A New Approach 
to Reduce Infant 

Mortality and Achieve 
Equity

Connections between 
Education and Health

Connections between 
Education and Health: 

The Importance of Early 
Learning

Find all HPIO publications and resources at www.hpio.net

http://www.healthpolicyohio.org/education-and-health-fact-sheet-positive-behavior-interventions-and-supports/
http://www.healthpolicyohio.org/social-determinants-of-infant-mortality-advisory-group/
http://www.healthpolicyohio.org/social-determinants-of-infant-mortality-advisory-group/
http://www.healthpolicyohio.org/social-determinants-of-infant-mortality-advisory-group/
http://www.healthpolicyohio.org/social-determinants-of-infant-mortality-advisory-group/
http://www.healthpolicyohio.org/connections-between-education-and-health/
http://www.healthpolicyohio.org/connections-between-education-and-health/
http://www.healthpolicyohio.org/connections-between-education-and-health-no-3-the-importance-of-early-learning/
http://www.healthpolicyohio.org/connections-between-education-and-health-no-3-the-importance-of-early-learning/
http://www.healthpolicyohio.org/connections-between-education-and-health-no-3-the-importance-of-early-learning/
http://www.healthpolicyohio.org/connections-between-education-and-health-no-3-the-importance-of-early-learning/
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Prevention
Prevention addresses health problems before they occur, rather than after people have shown signs of 
disease, injury or disability. Prevention strategies are implemented in a wide variety of settings, including 
clinics, schools, workplaces and neighborhoods, and focus on both individual and community 
wellness. 

Prevention programs often help individuals engage in healthier behaviors, such as driving safely or not 
smoking. Many also focus on improving the overall community so that healthy behaviors are expected 
and supported. 

Prevention is best understood in contrast to medical treatment. Treatment is defined as “what a 
healthcare provider does to relieve, reduce or eliminate harm once it has become manifest in an 
ailment.” Prevention, on the other hand, keeps harm from occurring in the first place or detects a 
health problem early enough to cure or ameliorate it. Sometimes referred to as “moving upstream,” 
prevention often involves non-clinical/community-based programs and policies that address the social 
drivers of health, as opposed to “downstream” sick care (see figure below). 

Return on investment
While many prevention strategies lead to cost savings and health improvements in the long term, 
some can have an impact within a few years. The U.S. Centers for Disease Control Prevention, for 
example, identifies 14 strategies that have positive results within five years and are cost effective. “Hi-5 
Interventions” include school-based programs to increase physical activity, safe routes to school and 
tobacco control interventions.

Going upstream to improve population health

Focus on treatment of specific diseases and conditions
Clinical care strategies that:
• Are implemented in clinical settings, such as hospitals, primary care 

practices, behavioral health centers or other in-patient and outpatient 
healthcare settings

• Treat and manage symptoms of health problems, with emphasis on 
medical and biological determinants of sickness

• Are delivered one-on-one to individual patients
• Involve healthcare providers, purchasers and payers

Focus on wellness, with emphasis on primary prevention
Population health strategies that: 
• Are implemented in community settings, such as schools, homes and 

neighborhoods
• Address the social determinants of health, such as housing quality, 

neighborhood safety, education and employment
• Aim to reach all or most people in a geographic area
• Involve partnerships between clinical care providers, public health 

and sectors such as education, transportation and community 
development

Upstream

Downstream

https://www.cdc.gov/policy/hst/hi5/interventions/index.html
https://www.cdc.gov/policy/hst/hi5/interventions/index.html
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Examples of evidence-based prevention strategies
The following are examples of the prevention strategies included in the 2017-2019 Ohio state health 
improvement plan.

Mental health and addiction
• Screening for clinical depression for all patients 12 or older using a standardized tool and, if screened 

positive, provision of or referral to appropriate follow-up care
• Screening for suicide for patients 12 or older using a standardized tool (such as C-SSRS) when 

indicated and, if screened positive, provision of, or referral to, appropriate follow-up care
• Screening, brief intervention and referral to treatment (SBIRT)
• Universal school-based suicide awareness and education programs, such as SOS Signs of Suicide 

Middle School and High School Prevention Programs 
• Positive Behavioral Interventions and Supports (PBIS Tier 1)
• School-based alcohol/other drug prevention programs including youth-led prevention and specific 

universal prevention curricula or programs reviewed and found to be effective by credible sources 
such as the National Registry of Evidence-Based Programs and Practices, Office of Juvenile Justice 
and Delinquency Prevention Model Programs Guide, Washington State Institute for Public Policy, or 
the U.S. Surgeon General (evidence-based addiction prevention programs and policies)

Chronic disease
• Prediabetes screening and referral
• Hypertension screening and follow up, including electronic health record utilization to identify 

undiagnosed hypertension 
• School-based physical activity programs and policies, including Safe Routes to School, active recess 

and policy adoption for minimum amounts of recess, physically active classrooms, school-based 
physical education, enhanced school-based physical education and extracurricular activities for 
physical activity 

• School-based nutrition programs and policies: School breakfast programs, competitive pricing for 
healthy food, school-based nutrition education programs, school fruit and vegetable gardens and 
farm-to-school programs

• Community healthy food access: Community gardens; Healthy food initiatives in food banks; 
Farmers’ markets/stands; Healthy food in convenience stores; Competitive pricing — fruit 
and vegetable incentive programs; WIC and senior farmers’ market nutrition programs; SNAP 
infrastructure at farmers’ markets/EBT payment at farmers’ markets

• Community physical activity programs: Shared use (joint use agreements); Activity programs for 
older adults; Community fitness programs; Individually-adapted health behavior change programs; 
Social support interventions in community settings; Community-wide physical activity campaigns 

• Green spaces and parks

Maternal and infant health
• Early childhood home visiting programs (including early childhood home visitation to prevent 

child maltreatment and specific evidence-based home visiting models supported by the Ohio 
Department of Health) 

• Early childhood education (including center-based early childhood education, preschool 
education programs and universal pre-kindergarten) 

• Earned income tax credits (including outreach to increase uptake, remove cap and/or make 
credit refundable)

• State housing subsidy/voucher (operating or rental)   

Tobacco prevention and cessation
• Increasing the price of tobacco products (cigarette and/or other tobacco products tax)
• Policies to decrease availability of tobacco products
• Expand access to evidence-based tobacco cessation treatments including individual, group and 

phone counseling (including Quitline) and cessation medications

Note: Bold blue text indicates a hyperlink in the electronic version of this document

http://www.healthpolicyohio.org/sha-ship/
http://www.healthpolicyohio.org/sha-ship/
http://www.integration.samhsa.gov/clinical-practice/screening-tools#depression
http://www.integration.samhsa.gov/clinical-practice/screening-tools#depression
http://www.integration.samhsa.gov/clinical-practice/screening-tools#suicide
http://www.integration.samhsa.gov/clinical-practice/screening-tools#suicide
http://www.integration.samhsa.gov/clinical-practice/sbirt 
http://www.countyhealthrankings.org/policies/universal-school-based-suicide-awareness-education-programs
http://nrepp.samhsa.gov/ProgramProfile.aspx?id=85
http://nrepp.samhsa.gov/ProgramProfile.aspx?id=85
http://www.countyhealthrankings.org/policies/school-wide-positive-behavioral-interventions-and-supports-tier-1
http://www.cdc.gov/sixeighteen/docs/6-18-evidence-summary-diabetes.pdf
http://www.cdc.gov/sixeighteen/bloodpressure/index.htm
https://www.cdc.gov/policy/hst/hi5/physicalactivity/index.html
http://www.cdc.gov/policy/hst/hi5/saferoutes/index.html
http://www.countyhealthrankings.org/policies/active-recess
http://www.countyhealthrankings.org/policies/physically-active-classrooms
http://www.countyhealthrankings.org/policies/school-based-physical-education
http://www.countyhealthrankings.org/policies/school-based-physical-education
https://www.thecommunityguide.org/findings/physical-activity-enhanced-school-based-physical-education
http://www.countyhealthrankings.org/policies/extracurricular-activities-physical-activity
http://www.countyhealthrankings.org/policies/extracurricular-activities-physical-activity
http://www.countyhealthrankings.org/policies/school-breakfast-programs
http://www.countyhealthrankings.org/policies/competitive-pricing-healthy-foods
http://www.countyhealthrankings.org/policies/competitive-pricing-healthy-foods
http://www.countyhealthrankings.org/policies/school-based-nutrition-education-programs
http://www.countyhealthrankings.org/policies/school-fruit-vegetable-gardens
http://www.countyhealthrankings.org/policies/farm-school-programs
http://www.countyhealthrankings.org/policies/community-gardens
http://www.countyhealthrankings.org/policies/healthy-food-initiatives-food-banks
http://www.countyhealthrankings.org/policies/farmers-marketsstands
http://www.countyhealthrankings.org/policies/healthy-food-convenience-stores
http://www.countyhealthrankings.org/policies/competitive-pricing-healthy-foods
http://www.countyhealthrankings.org/policies/competitive-pricing-healthy-foods
http://www.countyhealthrankings.org/policies/wic-senior-farmers-market-nutrition-programs
http://www.countyhealthrankings.org/policies/electronic-benefit-transfer-payment-farmers-markets
http://www.countyhealthrankings.org/policies/electronic-benefit-transfer-payment-farmers-markets
http://www.countyhealthrankings.org/policies/joint-use-agreements
http://www.countyhealthrankings.org/policies/activity-programs-older-adults
http://www.countyhealthrankings.org/policies/activity-programs-older-adults
http://www.countyhealthrankings.org/policies/community-fitness-programs
https://www.thecommunityguide.org/findings/physical-activity-individually-adapted-health-behavior-change-programs
https://www.thecommunityguide.org/findings/physical-activity-social-support-interventions-community-settings
https://www.thecommunityguide.org/findings/physical-activity-community-wide-campaigns
http://www.countyhealthrankings.org/policies/green-space-parks
http://www.countyhealthrankings.org/policies/early-childhood-home-visiting-programs
https://www.thecommunityguide.org/findings/violence-early-childhood-home-visitation-prevent-child-maltreatment
https://www.thecommunityguide.org/findings/violence-early-childhood-home-visitation-prevent-child-maltreatment
http://www.helpmegrow.ohio.gov/Professionals/For%20Professionals.aspx  
http://www.helpmegrow.ohio.gov/Professionals/For%20Professionals.aspx  
http://www.cdc.gov/policy/hst/hi5/earlychildhoodeducation/index.html
https://www.thecommunityguide.org/findings/promoting-health-equity-through-education-programs-and-policies-center-based-early-childhood
http://www.countyhealthrankings.org/policies/preschool-education-programs
http://www.countyhealthrankings.org/policies/preschool-education-programs
http://www.countyhealthrankings.org/policies/universal-pre-kindergarten
http://www.cdc.gov/policy/hst/hi5/taxcredits/index.html
http://www.countyhealthrankings.org/policies/housing-choice-voucher-program-section-8
https://www.thecommunityguide.org/findings/health-equity-tenant-based-rental-assistance-programs
http://www.cdc.gov/policy/hst/hi5/tobaccointerventions/index.html
http://tobaccocontrolnetwork.org/wp-content/uploads/2016/07/TCN-2016-Policy-Recommendations-Guide.pdf
http://www.cdc.gov/sixeighteen/docs/6-18-evidence-summary-tobacco.pdf
http://www.cdc.gov/sixeighteen/docs/6-18-evidence-summary-tobacco.pdf
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