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Ohio Medicaid Basics

A closer look at health behaviors
Background and purpose

This brief is a follow-up to the Health Policy
Institute of Ohio's Ohio Medicaid Basics 2019 and
describes opportunities to take an evidencedinformed approach to encouraging healthy
choices among people with Medicaid coverage,
particularly working-age adults. While the
environments in which people live and multiple
other sectors play a critical role in supporting
healthy choices, this brief focuses on Ohio’s
Medicaid program and Medicaid managed
care plans (MCPs).
As described in Ohio Medicaid Basics 2019,
Medicaid pays for healthcare services for about
three million Ohioans with low incomes. Total
spending on the program exceeded $26 billion
in state fiscal year (SFY) 2018, with $18 billion
in federal match included. In Ohio, the state
Medicaid agency contracts with MCPs to pay
for medically necessary healthcare and related
services for Medicaid enrollees. During SFY
2019, 90% of people enrolled in Ohio Medicaid
received services through an MCP and $16.6
billion, or about 62% of total spending for Ohio
Medicaid, flowed through MCPs.1
Due to the significant cost of the program,
many states, including Ohio, have considered or
implemented policies to encourage Medicaid
beneficiaries to make cost-conscious decisions
about health care and adopt healthier
behaviors.2 The federal government has
expressed openness to considering innovative
approaches to accomplishing these goals, within
the bounds of federal law.3
Unhealthy behaviors, including tobacco use,
excessive drinking, lack of physical activity and
poor nutrition, contribute to Ohio's poor health
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key findings
for policymakers

• Unhealthy behaviors contribute to
poor health and Ohio’s greatest
health challenges.
• A comprehensive approach
is needed to support healthy
choices.
• Evidence-informed strategies
can be advanced through Ohio's
Medicaid program to support
healthy choices.
and high healthcare spending. When compared
to other states, Ohio ranks near the bottom for
conditions associated with unhealthy behaviors,
including cardiovascular disease, adult obesity
and type 2 diabetes. These conditions can be
expensive to treat and difficult to manage.
However, improvement is possible and there
is strong evidence that efforts to encourage
Medicaid beneficiaries to take an active role
in their health care improves health outcomes,
including health behaviors.4 Emerging evidence
suggests that these efforts can also reduce
utilization of costly healthcare services.5
Over the coming months, the Ohio Department
of Medicaid (ODM) will seek proposals from MCPs
and procure new contracts. Ohio Gov. Mike
DeWine’s stated objective through procurement
is “to focus on the individual rather than the
business of managed care.”6 The last time ODM

This brief answers the following questions:

• How do health behaviors influence poor health in Ohio?
• What factors influence opportunities for improving health behaviors for Ohioans with low
incomes to make healthy choices?
• What general approaches for improving health behaviors emerge from current research?
• Which specific, evidence-informed healthcare strategies are likely to improve health
behaviors among adult Medicaid enrollees?
• What can the Ohio Department of Medicaid and managed care plans do to improve
health behaviors among adult Medicaid enrollees?
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Figure 1. Summary of a comprehensive approach to support healthy behaviors among
Medicaid enrollees
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This brief highlights policy options for Ohio
Medicaid. See pages 13-15.
Individual change

Community, system and policy change

sought bids was 2012.7 Given the infrequency of this
process, it presents a rare opportunity to address
some of Ohio’s greatest health challenges through
managed care plan procurement.

health is attributed to clinical care, 30% to health
behaviors and the remaining 50% is attributed to
non-clinical factors in the social, economic and
physical environments.8

Figure 1 summarizes a comprehensive approach
to support healthy behaviors among Medicaid
enrollees. This policy brief highlights evidenceinformed policy options that ODM and MCPs can
advance within the healthcare system. It is important
to note, however, that many factors beyond clinical
care affect health behaviors. A comprehensive
approach to improve health behaviors and overall
health requires partnerships between Ohio Medicaid
and other sectors such as housing, transportation,
education and workforce development. (See State
Health Improvement Plan box on page 4 for more
information.)

Ability and motivation to make healthy choices are
shaped by community conditions and access to
social, economic and healthcare resources. Because
of this, many Ohioans, particularly those with low
incomes, face barriers to being healthy. For example,
the healthy food options available to a person who
relies on a food pantry are limited by the food that
the pantry has available for distribution. Similarly,
personal motivation to increase physical activity is
shaped by numerous factors, including accessibility,
neighborhood and pedestrian safety, access to parks
and trails, commute times to work and the activity
levels of friends and family.

How do health behaviors influence
poor health in Ohio?

Health behaviors in Ohio

As shown in figure 2, making healthy choices, or
engaging in healthy behaviors, is critical for good
health. Research estimates that health is shaped by
several modifiable factors. About 20% of a person’s
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According to HPIO’s 2019 Health Value Dashboard,
Ohio ranked 46th on a composite ranking of health
behaviors when compared to all 50 states and the
District of Columbia. This means that Ohioans are less
likely to engage in healthy behaviors than people in
most other states.

Figure 2. Modifiable factors that influence health
Physical environment
Such as:
• Housing conditions
• Healthy food access
• Access to green
space and parks
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Health behaviors
Such as:
• Tobacco use
• Physical activity
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• Excessive drinking

Source: Booske, Bridget C. et. al. County Health Rankings Working Paper: Different Perspectives for Assigning Weights to Determinants
of Health. University of Wisconsin Public Health Institute, 2010.

Consequences of unhealthy behaviors
in Ohio

Ohio also performs poorly relative to other states on
health conditions related to unhealthy behaviors,
including adult obesity9, diabetes10 and cardiovascular
disease mortality11, in addition to premature death12
and infant mortality.13 Exposure to tobacco smoke
during pregnancy, for example, is associated
with increased risk for stillbirth and neonatal infant
mortality.14

Without receiving the necessary supports, Ohioans
will continue to make unhealthy choices, putting
upward pressure on Ohio’s healthcare spending and
contributing to the state’s poor health outcomes.

In addition to causing pain, suffering and hardships,
these conditions can be expensive to treat. For
example:
• A review of studies on the cost of treating chronic
diseases in Medicaid programs found that treating
diabetes costs between $3,219 and $4,674 per
person annually.15
• A 2016 analysis of costs associated with treating
cardiovascular disease among Medicaid
beneficiaries with hypertension ranged from
$1,067 – $1,156 per year; the total cost of providing
healthcare services to these beneficiaries ranged
from $5,458 - $6,038.16
• An Indiana study found that per member per month
Medicaid expenditures were 51.4% higher for smokers
compared to non-smokers.17
• Researchers estimate that 15% of U.S. Medicaid costs
are attributable to cigarette smoking.18
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What factors influence
opportunities for Ohioans
with low incomes to make
healthy choices?

Many factors, including community
conditions, exposure to stress and
trauma and living with mental illness
and/or other disabling conditions,
influence opportunities for Ohioans to
make healthy choices.
This section describes how these
factors influence health behaviors and
provides data about communities
with the greatest need to improve
health behaviors. Understanding the
factors that influence opportunities
for Ohioans with low incomes to
make healthy choices is relevant to
Medicaid policy because Medicaid
is a means-tested program, meaning
that all beneficiaries must have low
incomes to enroll.

State Health Improvement Plan

The State Health Improvement Plan (SHIP) is a tool to strengthen state
and local efforts to improve health, wellbeing and economic vitality
in Ohio. Led by the Ohio Department of Health (ODH) in partnership
with 13 state agencies, the SHIP is designed to be implemented by
a wide range of public and private partners, including local health
departments, hospitals, MCPs and sectors beyond health.
The SHIP includes measurable objectives and evidence-informed
strategies to improve Ohio’s performance on six priorities, including
health behaviors (tobacco/nicotine use, nutrition and physical
activity). Recognizing that many factors influence health behaviors,
the SHIP provides a comprehensive menu of policies and programs
to address housing, poverty, education, trauma and other factors.
This policy brief focuses on steps ODM and MCPs can take within the
healthcare system to support healthy behaviors. In contrast, the SHIP
provides a broader set of opportunities for ODM and MCPs to partner
with community-based organizations, schools, housing, workforce
development agencies and others to address upstream community
conditions. MCPs, for example, can use their influence and resources
to advocate for community-based prevention efforts and provide
data to effectively direct resources to the areas of greatest need.

Health behaviors addressed in this brief

This brief focuses on improving behaviors related to nutrition, physical activity, tobacco use and excessive
drinking.19 Ohio ranks among the bottom half of states on measures related to all of these behaviors (see below).
These behaviors are risk factors for serious and costly health conditions.
Ohio's
rank
(out of 50
states and
D.C.)

Ohio
data
value

Metric

46 Health behaviors
37

Excessive drinking. Percent of adults that report either binge drinking, defined as consuming more than
four (women) or five (men) alcoholic beverages on a single occasion in the past 30 days, or heavy drinking,
defined as drinking more than one (women) or two (men) drinks per day on average (2017)

20.2%

37

Youth all-tobacco use. Percent of youth, ages 12-17, who used cigarettes, smokeless tobacco, cigars or pipe
tobacco during the past 30 days (does not include e-cigarettes) (2016-2017)

6.8%

40

Adult insufficient physical activity. Percent of adults, ages 18 and older, not meeting physical activity guidelines for
muscle strength and aerobic activity (2017)

81.7%

44

Adult smoking. Percent of adults, ages 18 and older, who are current smokers (2017)

21.1%

44 Conditions and diseases (selected)
36

Adult depression. Percent of adults who have ever been told by a health professional that they have
depression (2017)

22.6%

37

Adult diabetes. Percent of adults who have ever been told by a health professional that they have diabetes
(2017)

11.3%

39

Cardiovascular disease mortality. Number of deaths due to all cardiovascular diseases, including heart
disease and strokes, per 100,000 population (2016)

276.4

Top quartile

Second quartile

Third quartile

Of the 50 states and D.C.

Source: Health Policy Institute of Ohio 2019 Health Value Dashboard
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Bottom quartile

Figure 3. Percent of Ohio adults who
consume one or more servings of
vegetables per day, by annual household
income, 2017
86.2%
81%
76.8%

80.6%

$50,000 or more

$35,000-$49,999

$25,000-$34,999

$15,000-$24,999

Less than $15,000

67.4%

Source: Behavioral Risk Factor Surveillance System

Figure 4. Percent of Ohioans who
live in food deserts, by annual
household income, 2015

Community conditions

Daily decisions about being healthy are
influenced by community conditions,
including neighborhood safety, school
quality, working conditions and job quality,
access to health care and the availability of
places to be physically active. Because of
this, many Ohioans, particularly those with
low incomes, face barriers to making healthy
choices.
Income, food access and nutrition: An
example of how community conditions in
food deserts can influence health behaviors
among Ohioans with low incomes
Ohioans with higher incomes tend to
consume vegetables more frequently than
Ohioans with lower incomes (see figure 3).
The food access environment in low-income
neighborhoods may contribute to this
disparity.
Research shows that there are fewer
full-service grocery stores in low-income
neighborhoods, and Ohioans with
higher incomes are less likely to live in a
neighborhood that is a designated food
desert (see figure 4). This means that
healthier foods are generally harder to find
and are more expensive in low-income
neighborhoods than in higher-income
neighborhoods.20

24%

Grocery store access and food costs are
not the only factors that influence decisions
about healthy eating. Food deserts are,
however, a significant barrier to making
healthy food choices, and food access
problems are more prevalent in the lives of
people with low incomes.

18%

14%

Stress and trauma

$50,000 or
more

$35,000-$49,999

$25,000-$34,999

8%

$15,000-$24,999

Less than $15,000

12%

Source: The Health Opportunity and Equity (HOPE)
Initiative analysis of data from the USDA Food
Access Research Atlas

Exposure to stress, especially stress that is
persistent or brought on by traumatic events,
is strongly associated with increased tobacco
use.21 Evidence suggests that there is also
a link between stress and other unhealthy
behaviors, including unhealthy eating and
lack of exercise.22 When confronted with
stress, people rely on coping mechanisms to
find relief. The chemicals in cigarettes, alcohol
and unhealthy foods give users a temporary
sense of relief from stress.
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Figure 5. Percent of Ohio adults who currently smoke cigarettes, by number of adverse
childhood experiences (ACEs), 2015
40.8%

30.4%

15.7%

0-1 ACEs

2-3 ACEs

4+ ACEs

Source: Behavioral Risk Factor Surveillance System data provided by the Ohio Department of Health on Feb. 28, 2019

Exposure to persistent stress and/or trauma during
childhood is associated with increased odds
of unhealthy behaviors later in life.23 In 2015, for
example, Ohio adults who reported exposure to
four or more adverse childhood experiences (ACEs)
were 2.6 times more likely to be current smokers than
people who experienced 0-1 ACEs (see figure 5).
ACEs are traumatic experiences during childhood,
such as:
• Experiencing physical, sexual and/or emotional
abuse
• Mental illness and/or substance use disorder of a
household member
• Divorce, separation, death and/or incarceration of
a parent
• Witnessing domestic violence

Mental illness and other disabling conditions

Mental illness and other disabling conditions
contribute to higher prevalence of unhealthy
behaviors among people living with these
conditions.24 For example:
• Living with a mental illness increases the risk of
becoming addicted to cigarettes because the
mood-altering effects of nicotine can temporarily
relieve some symptoms of mental illness. In
addition, tobacco companies have an established
history of direct marketing to people with mental
illness.25
• Disabling conditions can restrict physical activity,
particularly for people living in communities that
are not accessible.
• Alcohol is sometimes used to cope with the
symptoms of mental health problems, particularly
for people with severe and persistent mental
illness.26
6

As a result of these factors, research consistently
shows that people living with mental illness and/
or other disabling conditions engage in unhealthy
behaviors at higher rates:
• Between 2009 and 2011, 39% of Ohioans with a
mental illness reported current smoking compared
to 25.1% of adults with no mental illness.27
• A large-scale study found that people with severe
psychotic disorders were about four times more
likely to report heavy alcohol use.28
• In 2017, Ohio adults with disabilities were more than
twice as likely to smoke cigarettes as Ohio adults
without disabilities.29

Differences in health outcomes and
behaviors by income

Due to the factors described in this section, Ohioans
with low incomes experience troubling health
disparities for conditions related to unhealthy
behaviors, including cardiovascular disease30,
diabetes31 and depression32 (see figure 6).
Because Ohioans with lower incomes face barriers to
making healthy choices, this group tends to engage
in unhealthy behaviors at higher rates than Ohioans
with higher incomes (see figure 7). According to
a literature review, health behaviors account for
about 25% of disparities in health outcomes between
groups with high and low socioeconomic status (i.e.,
income and/or education).33 This means that efforts
to support healthy choices among Ohioans with low
incomes are critical to eliminating gaps in outcomes
and achieving health equity.34

Figure 6. Percent of Ohioans with chronic conditions, by annual household income, 2017
41.2%

Annual household income
Less than $15,000
$15,000-$24,999
30.3%

$25,000-$34,999

28.1%

$35,000-$49,999
$50,000 or more

20.3%

19.4%

15.6%

14.7% 14.5%

10%
8.3%

7.3%

7.2%
5.3%

4%

2.9%

Cardiovascular disease

Diabetes

Depression

Source: Behavioral Risk Factor Surveillance Survey

Figure 7. Percent of Ohioans with unhealthy behaviors, by annual household income
40.5%

Annual household income
Less than $15,000

38.8%
37.1%

36.6%

$15,000-$24,999
32.6%

31.6%

30.6%

$25,000-$34,999
$35,000-$49,999

26.5%

$50,000 or more
23.3%

20.9%

21.1%
19% 19.5%

13.8%

12.9%

7.1%
5%

Current smoker
(2018)

No leisure time
physical activity
(2017)

Low vegetable
consumption
(2017)

6.3%

7.3%
5%

Heavy drinking
(2017)

Source: Behavioral Risk Factor Surveillance System and Ohio Department of Health
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What general approaches for
improving health behaviors
emerge from current research?

Because many factors influence health
behaviors, improving these behaviors requires
engagement from numerous sectors, including
health care. This section provides an overview
of three general approaches for supporting
healthy choices:
• Improve community conditions
• Increase access to, and utilization of,
healthcare services designed to support
healthy behavior change
• Tailor services and supports to communities
with the greatest need

Improve community conditions

Research indicates that improving community
conditions can positively impact health
behaviors by expanding the range of healthy
options that are available. For example,
increasing access to healthy food by providing
nutritious options in convenience stores
improves the likelihood that people who live
in food deserts will purchase and eat healthy
foods.35
The Ohio Department of Health's Good
Food Here program works with small food
retailers, including convenience stores, to
increase access to healthy and fresh food
options. Produce Perks is another example of
an evidence-based program that improves
nutrition by matching Supplemental Nutrition
Assistance Program funds spent on fruits and
vegetables.36

Increase access to, and utilization
of, healthcare services designed to
support healthy behavior change

Access to quality, coordinated, healthcare
services, particularly primary care services,
can support adoption of healthier behaviors.
Healthcare providers can screen for unhealthy
behaviors, educate patients about the health
impacts of behaviors and, for people who
want to change, provide or refer to services
that encourage healthy decision making. For
example, prescribing exercise and nutrition
and Screening, Brief Intervention and Referral
to Treatment (SBIRT) for excessive alcohol use
are interventions that can be used in clinical
settings.

8

Access to evidence-based tobacco
counseling and cessation medications
improves the likelihood that tobacco quit
attempts are successful. However, Ohio
Medicaid data shows that only a small number
of people enrolled in Medicaid through MCPs
received these services.37 In SFY 2016, just 5%
of adult Medicaid managed care enrollees
were prescribed cessation medication and
2% received counseling for tobacco use.
That year, it was estimated that about 46% of
Medicaid enrollees smoked.38 Many people
who smoke or use other tobacco products
want to quit. In 2017, 55.8% of people between
the ages of 18 and 64 in Ohio who were
current smokers reported a quit attempt during
the past year.39

Tailor services and supports to
communities with the greatest need

Tailoring services and supports to communities
with the greatest need is important to
eliminate gaps in health behavior-related
outcomes experienced by some Ohioans.
As previously discussed, people exposed
to persistent stress, survivors of trauma and
people living with mental illness and/or
disabilities are among those with the greatest
need related to health behaviors in Ohio and
may need additional support to make healthy
choices.
The SHIP identifies priority populations
and highlights strategies with evidence of
effectiveness to reduce gaps in outcomes (see
text box on pg. 4). Stakeholders at the state
and/or local levels can use this information
to tailor services and direct resources to
communities with the greatest need.

Which specific, evidence-informed healthcare strategies are likely to improve health
behaviors among adult Medicaid enrollees?

HPIO developed an inventory of effective healthcare strategies to improve health behaviors among adult Medicaid
enrollees (see figure 8). This inventory informed the policy options in this brief (see pages 13-15). To ensure that the policy
options were evidence-informed and relevant to the Medicaid program, HPIO searched evidence registries for policies
and programs that support healthy behavior change and then prioritized the results of the search using the criteria listed
below. Figure 8 includes all strategies that were identified and prioritized through this process. The strategy descriptions
include links to more information and highlight examples of implementation in Ohio.
Evidence registries

Prioritization criteria

•

•

•
•

What Works for Health (WWFH),
University of Wisconsin
The Community Guide (CG),
Centers for Disease Control
and Prevention (CDC)
6/18 initiative, CDC

•
•
•
•

Strong evidence rating (rated “scientifically supported” or “some evidence” in
context of WWFH; recommended by The Community Guide and/or the 6/18
Initiative)
No increase in disparities (from WWFH)
Evidence of effectiveness for Medicaid-eligible populations and/or applicability
for Medicaid-eligible populations
Relevance to Medicaid providers and/or MCPs
Relevance to working-age adults

Figure 8. Effective healthcare strategies to improve adult health behaviors
Policy or
program (click
link for more
information)

Description

Outcomes

Health behaviors in general and/or multiple health behaviors
Chronic
disease selfmanagement
programs

Programs that support active management of conditions in daily life through
education and behavioral interventions. Programs vary by specific disease but
often focus on self-monitoring and medical management, decision making or
adoption and maintenance of health-promoting behaviors.
The Healthy U Ohio program is an example of this strategy. The program is
implemented through a partnership between the Ohio Department of Aging and
the Ohio Department of Health.

Community
health workers
(CHW)

Workers who provide outreach, education, referral and follow-up, case
management, advocacy and home visiting services. =
In Ohio, certified CHW programs coordinate with MCPs to address social
determinant of health needs, particularly for women with low incomes who are
pregnant. The Ohio Board of Nursing certifies community health workers that
complete an approved training program.

WWFH:
•
Improved health outcomes
•
Increased healthy
behaviors
•
Improved quality of life
•
Increased self-efficacy

WWFH:
•
Increased patient
knowledge
•
Increased access to care
•
Increased healthy
behaviors
•
Increased preventive care

Through a grant program to reduce racial disparities in infant mortality, ODH and
MCPs provided $10.6 million in funding to support CHW programs in nine, mostly
urban, counties.
Nurse-Family
Partnership
(NFP)

Voluntary home visiting program that supports first-time mothers with low incomes
and their babies. Specially trained registered nurses provide support, advice and
education on diverse topics regarding child and maternal health, development
and care. =
In Ohio, NFP is one evidence-based home-visiting model used by the ODH Help
Me Grow program.
The Mom and Baby Bundle program, which is an initiative under development
by ODM as of Jan. 2020, will connect “at-risk” women who are pregnant
with services, such as nurse home visiting services, in an effort to improve birth
outcomes.

WWFH:
•
Improved well-being
•
Improved family functioning
•
Improved child
development
•
Reduced risky health
behaviors
•
Reduced child
maltreatment

Bold = outcomes related to health behaviors
WWFH = What Work for Health; CG = The Community Guide
= = Likely to decrease disparities according to WWFH
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Figure 8. Effective healthcare strategies to improve adult health behaviors (cont.)
Policy or
program (click
link for more
information)

Description

Outcomes

Health behaviors in general and/or multiple health behaviors (cont.)
Text messagebased health
interventions

Method for communicating reminders, education or self-management assistance
for health conditions to patients. This intervention is often integrated into broader
approaches for improving health and managing chronic disease.

WWFH:
•
Improved health outcomes
•
Improved weight outcomes
•
Increased healthy
behaviors
•
Improved chronic disease
management
•
Increased tobacco
cessation
•
Reduced tobacco use
•
Reduced drug and alcohol
use
•
Increased vaccination

Preconception
education
interventions

Strategy for providing information about the risks and benefits of behaviors that
affect a woman’s health before, during and after pregnancy. This intervention
can be administered in clinical and/or community settings by people with varying
degrees of medical training.

WWFH:
•
Increased healthy
behaviors

Tobacco use (youth and adult)
Tobacco/
nicotine
cessation
therapy
affordability

Efforts to increase affordability of tobacco/nicotine cessation therapies. Examples
include eliminating co-payments, limits on duration of treatment, requirements for
prior authorization or annual limits on quit attempts. =
Ohio Medicaid covers all cessation medications and services without copayments.

WWFH:
•
Increased quit rates
•
Increased access to
cessation treatment
•
Increased use of cessation
treatment
See also, the CDC 6/18 Initiative:
Reduce Tobacco Use and
CG: Tobacco

Tobacco quit
lines

Strategy for providing behavioral counseling to tobacco users who want to quit.
Some quit lines provide additional interventions, such as mailed materials, webbased support, text messaging or tobacco cessation medications.

WWFH:
Increased quit rates

In Ohio, ODH manages the Ohio Tobacco Quit Line.
Cell phonebased
tobacco
cessation
interventions

Strategy for providing cessation advice, motivational messages or content to
distract from cravings that can be delivered via text, smartphone applications
or video messages. Some cell phone-based interventions include interactive
features or connect participants to each other virtually for additional support.

WWFH:
Increased quit rates

Healthcare
provider
reminder
systems for
tobacco
cessation

Reminder systems that encourage health professionals to support tobacco
cessation among their patients. Such systems can include provider trainings,
organizational protocols or referral processes, financial remuneration for providers
and materials such as self-help pamphlets and pharmacotherapy. =

WWFH:
Increased quit rates

Bold = outcomes related to health behaviors
WWFH = What Work for Health; CG = The Community Guide
= = Likely to decrease disparities according to WWFH
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Figure 8. Effective healthcare strategies to improve adult health behaviors (cont.)
Policy or
program (click
link for more
information)

Description

Outcomes

Physical activity and nutrition
Exercise
prescriptions

Strategy for primary care physicians and other healthcare providers to give
patients physical activity advice and information. Prescriptions for physical activity
outline an exercise plan that can safely meet a patient’s needs based on their
current physical condition and the recommendations for daily physical activity.

WWFH:
•
Increased physical activity
•
Improved physical fitness
•
Increased mobility

Exercise is Medicine™ is a global initiative with several Ohio health system
participants to make physical activity and exercise a standard part of disease
prevention and treatment.
Digital health
interventions

Strategy to deliver tailored guidance and support through web-based interactive
content (e.g., virtual coaching); telephone sessions with intervention providers
or automated voice messages, text messages and reminders; or apps with goal
setting, activity tracking and reminder functions. Some also include print materials
or feedback devices (e.g., pedometers, accelerometers).

CG:
Increased physical activity

Individually
adapted
physical
activity
programs

Programs that teach behavioral skills, such as goal setting, positive self-talk, selfmonitoring and self-reward systems, to help participants incorporate physical
activity into their daily routines. Programs also include efforts to develop social
support systems and proactive plans to prevent relapse into sedentary behavior.

WWFH:
•
Increased physical activity
•
Improved physical fitness

Multicomponent
obesity
prevention
interventions

Approach that combines educational, environmental and behavioral activities,
and typically addresses both physical activity and nutrition. These interventions
frequently include nutrition education, aerobic or strength training exercise
sessions, training in behavioral techniques and specific dietary prescriptions.

WWFH:
•
Increased physical activity
•
Improved weight status

Combined diet
and physical
activity
promotion
programs to
prevent type
2 diabetes
among people
at increased
risk (e.g.,
the National
Diabetes
Prevention
Program)

Combined diet and physical activity promotion programs, such as the National
Diabetes Prevention Program, aim to prevent type 2 diabetes among people who
are at increased risk of the disease. Programs last for at least three months and
may be administered in clinical and/or community settings in-person or by other
methods. Program sessions may be delivered to groups or individuals, and session
topics may include counseling, coaching, goal setting and ongoing support.

See also, CG, Obesity Task
Force Findings for examples
of multi-component obesity
prevention interventions
CG:
•
Reduced onset of type 2
diabetes
•
Reduced risk factors,
including improved blood
sugar control, fasting blood
sugar and blood pressure

Excessive drinking
Alcohol brief
interventions
(i.e. Screening,
Brief
Intervention
and Referral
to Treatment
[SBIRT])

Strategy for providing information and increasing motivation to change or
prevent problematic alcohol consumption in a short session. Interventions may
be administered by healthcare providers, trained counselors or social workers.
Interventions can also be administered remotely, by telephone or online.
Beginning in 2018, as part of Behavioral Health Redesign, ODM expanded
access to SBIRT by adding some behavioral health providers to the list of provider
types eligible to bill for SBIRT services.40 This expands access to SBIRT services by
increasing the number of providers that can be reimbursed to provide the service.

WWFH:
•
Reduced alcohol use
•
Reduced excessive
drinking
•
Reduced underage
drinking
•
Reduced alcohol-related
harms

The Ohio Department of Mental Health and Addiction Services provides access
to training for providers about SBIRT implementation and other relevant skills,
including motivational interviewing.
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Common approaches for
improving health behaviors through
Medicaid programs
Many state Medicaid programs have ongoing
initiatives to improve the healthcare utilization
behaviors of enrollees, often by using financial
incentives to reward healthy behaviors.

Healthcare utilization behaviors and
adherence to treatment

Behaviors related to when, where and how
people use healthcare services, and whether
they adhere to medical advice and treatment
plans, are often the focus of initiatives led by
healthcare providers and payers, including ODM
and MCPs. Notably, these behaviors directly
affect the revenue and day-to-day operations of
ODM and MCPs.41
The Ohio Comprehensive Primary Care (CPC)
program is an example of an initiative that
emphasizes improved healthcare utilization
and adherence to treatment. Implemented in
2017, the initiative involves public and private
healthcare payers, including ODM and MCPs.
The program tracks primary care provider
performance on activity, efficiency and quality
metrics and rewards providers with bonus
payments for better performance. Many of the
metrics that are tracked for the CPC program
reflect healthcare utilization, such as:
• Well-child visits in the first 15 months of life
• Well-child visits in the 3rd, 4th, 5th and 6th years
of life
• Adolescent well-care visits
• Timeliness of prenatal care
• Postpartum care
A report evaluating the Ohio CPC program
identified improvement on only four measures.42
The extent to which the Ohio CPC program has
impacted health behaviors, such as smoking,
or improved health is unclear.43 For more
information, see the Ohio CPC and Ohio CPC for
Kids program website.44

Financial incentives to promote healthy
behavior change

Many states, including Ohio, use financial
incentive programs to promote healthy
choices among specific groups of Medicaid
beneficiaries, such as women who are pregnant
and people with chronic conditions.45 Emerging
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research suggests that financial incentives are an
effective strategy for improving health behaviors
in commercial health insurance plans.46 Until
recently, however, research on the effectiveness
of financial incentives in the context of Medicaid
was limited.
The federal government created the Medicaid
Incentives for Prevention of Chronic Diseases
(MIPCD) program in 2011 to test whether financial
incentive programs improve health behaviors
among Medicaid beneficiaries.47 This was
important because people receiving Medicaid
have low incomes and often poorer health, and
therefore may respond differently to financial
incentives than people in commercial health
plans.48
While Ohio did not implement an MIPCD
program, findings from the federal program
could inform policymaking in Ohio and other
states. Key evaluation results from MIPCD
programs and other Medicaid financial
incentives include49:
• Medicaid beneficiaries who enrolled in
incentive programs were usually satisfied with
the program.
• Reaching enrollment goals was a challenge in
most states, and administrative problems led to
delayed roll-out of programs in several states.
• Incentive programs focused on smoking
cessation generally showed positive results,
and some states saw increased utilization
of preventive services, such as diabetes
prevention programs, tobacco quit lines and
cessation medications.
• States generally did not see improvements
in health outcomes, including blood sugar
control, blood pressure and weight loss.
• The few evaluations that assessed the impact
of incentives on Medicaid spending found
increased utilization of preventive services in
some states. However, there were no significant
effects on utilization or expenditures for other
Medicaid services.
Some recent policy proposals have considered
using financial disincentives in Medicaid, such as
charging higher co-pays and/or losing Medicaid
coverage, to promote healthier and more costconscious behaviors among Medicaid enrollees.
There is no evidence, however, that restricting
access to health care as a consequence for
unhealthy behaviors leads to positive outcomes,
such as improved health or healthier behaviors.

What can ODM and MCPs do to
improve health behaviors among adult
Medicaid enrollees?
Based on the research summarized in figure 8, there
are many evidence-informed strategies to improve
health behaviors that could be implemented by ODM
and MCPs. This section highlights key findings from
HPIO’s review of the current status of health behavior
improvement in Ohio Medicaid and policy options for
ODM and MCPs.

Current status of evidence-informed health
behavior improvement in Ohio Medicaid

Before developing policy options, HPIO staff reviewed
the following publicly-available documents to assess
the extent to which ODM and MCPs are already
implementing evidence-informed strategies:
• ODM Medicaid Managed Care Quality Strategy
• Documents on ODM’s website related to Ohio’s
Comprehensive Primary Care (CPC) program
• Managed care member handbooks for the five
MCPs that serve all Medicaid members
• Ohio’s existing MCP agreement
• Federal and state statutes (selected sections as
referenced by documents listed above)
HPIO searched these documents using more than
60 terms related to health behaviors, tobacco, diet,
nutrition, physical activity and the strategies listed in
figure 8. HPIO also consulted with representatives from
some MCPs, ODM and other stakeholders throughout
this review to gather contextual information.
Based on the review described above, HPIO identified
two key findings that informed the policy options in this
brief:
1. Improving health behaviors of people with chronic
conditions and women who are pregnant has been
a priority for ODM and MCPs. Learnings from this
work should inform the approach ODM and MCPs
develop to improve health behaviors.
2. There are many opportunities for ODM and MCPs
to expand efforts to improve health behaviors
by advancing evidence-informed strategies. A
comprehensive approach could prevent illness,
improve health and slow the growth of healthcare
spending in Ohio.

Policy options for ODM and MCPs

Encouraging and supporting healthy choices among
Ohio Medicaid beneficiaries will take energy and
investment from multiple sectors, including ODM,
MCPs, healthcare providers and beneficiaries (see
figure 1). The policy options for ODM and MCPs in this
section were developed based on:
• Evidence-informed strategies listed in figure 8
• Consultation with representatives from ODM and
some MCPs
• Key findings from the review of publicly-available
documents from ODM and MCPs

Policy options to improve health behaviors in general
are presented first, followed by options for improving
each of the health behaviors addressed in this brief:
• Tobacco use
• Nutrition
• Physical activity
• Excessive drinking

Policy options to improve general health
behaviors

To improve community conditions that affect health
behaviors, ODM can:
• Partner with ODH and other state agencies to
implement the 2020-2022 State Health Improvement
Plan (SHIP).
• Develop an action plan with broad stakeholder input
for addressing health behaviors. The plan should
reflect the regulatory landscape of Medicaid and
the external factors that impact the health behaviors
of Medicaid beneficiaries (e.g., low incomes, living
in under-resourced neighborhoods). The plan should
align with objectives for health behaviors in the 20202022 SHIP.
To improve community conditions that affect health
behaviors, MCPs can:
• Partner with local health departments and hospital
systems to implement local health plans and to
advance the 2020-2022 SHIP.
• Advocate for community-level policies to support
healthy choices, such as: increased funding for
public spaces for physical activity and healthy
food access programs, tobacco/nicotine product
advertising restrictions and strong enforcement of
minimum-age tobacco/nicotine restrictions.
In addition to the options above, ODM and MCPs can
work together to:
• Develop and implement an evidence-informed
approach to support health behavior change for
beneficiaries. This approach could:
◦ Use information from health risk assessments (HRAs)
to improve health behaviors:
 Provide feedback to members on potentially
unhealthy behaviors.
 Explain that PCPs and other Medicaid-approved
healthcare providers can provide support to
change unhealthy behaviors.
 Establish a procedure for sharing information from
HRAs with each member’s PCP for follow-up.50
◦ Connect members with programs and services
that provide encouragement and reward healthy
behaviors, such as financial incentives and
motivational interviewing.
◦ Establish a procedure for, and dedicate capacity
to, periodically reminding members of available
services.
◦ Establish a procedure for educating provider
networks about billing codes and Medicaid/MCPreimbursed services that support health behavior
change.
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◦ Provide regular communications and technical
assistance to providers regarding health behavior
support services (e.g., learning networks, practice
specific reporting and/or practice comparison
tools, linkages to training, etc.).
◦ Contract with community-based entities to provide
evidence-informed supportive services (examples
are described below).
• Strengthen quality measurement and pay-forperformance programs, such as Ohio CPC, the
Quality Withhold Program and value-based payment
arrangements between MCPs and healthcare
providers by integrating process and outcome
measures related to health behaviors. For example:
◦ Collect data needed to report on certified quality
measures that align with the health behavior
objectives in the 2020-2022 SHIP.
◦ Publicly report MCP and aggregate provider
performance on all measures for which data is
collected. In public reporting, disaggregate data
by race/ethnicity, sex, disability status and other
demographic characteristics.
◦ Advance and expand initiatives to tie performance
improvement to payment for MCPs and healthcare
providers.
• Identify barriers to PCP participation in health
information exchanges and provide technical
assistance, funding and other supports to increase
participation among primary care providers.
• Survey Medicaid beneficiaries about health
behaviors. Survey topics could include:
◦ Prevalence of unhealthy behaviors
◦ Prevalence of desire to adopt healthier behaviors
◦ Barriers to adopting healthy behaviors
◦ Barriers to engaging with supports offered by MCPs
and/or providers
◦ Strategies for engaging Medicaid beneficiaries in
health behavior change
• Require MCPs to partner with community-based
health-messenger programs, including CHWs and
home visitors, to increase the capacity of these
programs through:
◦ Funding
◦ Information sharing
◦ Advertising
◦ Referring members to services, including by
facilitating referral relationships between PCPs and
local CHW and home visiting programs
• Expand and/or develop mobile applications to
connect members with health and health behaviorrelated information:
◦ Allow members to assess their behaviors and set
goals to improve.
◦ Provide tools to connect members with evidencebased services, for example, the Ohio Tobacco
Quit Line phone number and website, an option
to contact their PCP for an appointment and/or
an option to sign up and receive healthy behavior
reminders tailored to the member’s goals.51
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• Develop a crosswalk for providers that explains which
evidence-informed, health behavior-related support
services are billable under Ohio Medicaid, including
codes and any relevant modifiers.

Policy options to reduce tobacco/nicotine
use

To reduce tobacco/nicotine use, ODM and MCPs can:
• Identify beneficiaries who use nicotine in a systematic
way, such as by reviewing the results of HRAs, so
that cessation outreach efforts can be targeted to
people who use nicotine.
• Launch a high-intensity campaign to increase use
of cessation counseling and medication among
members who use tobacco.
• Promote greater use of the Ohio Tobacco Quit Line,
such as by:
◦ Advertising the Ohio Tobacco Quit Line in member
handbooks and other member materials.52
◦ Facilitating a data sharing agreement between
ODH and MCPs so that MCPs can know which
members have used the service.
◦ Covering all nicotine replacement therapy (NRT) for
Quit Line participants receiving NRT via the Quit Line
(rather than relying on ODH funding).
◦ Rewarding MCPs that increase the volume of their
members who enroll in the Quit Line.
• Provide cash and/or voucher incentives to members
who stop using tobacco/nicotine (see this review of
evidence on quit incentives).
• Raise awareness of cessation coverage among
providers and remove any remaining barriers to
using cessation products and services such as prior
authorizations and quit attempt limits.
• Incentivize providers to implement healthcare
provider reminder systems for tobacco/nicotine
cessation.
• Incentivize healthcare providers and/or other
community-based providers to offer, intensive and
tailored cessation services to Ohioans who are at a
higher risk of tobacco/nicotine use and are struggling
to quit, such as enrollees:
◦ With a behavioral health diagnosis (see SAMHSA
guides for SUD treatment settings and mental health
providers)
◦ With a disability (see Ohio Disability and Health fact
sheet)
◦ Who are survivors of trauma

Policy options to improve nutrition and physical
activity

To improve nutrition and physical activity, ODM and
MCPs can:
• Increase utilization of community-based Diabetes
Prevention Programs (DPP), such as programs offered
through partnerships with YMCAs, by:
◦ Reimbursing for DPP following the steps outlined in
CDC’s National DPP Coverage Toolkit.
◦ Provide grant funding to establish DPP in underserved
areas. For Ohio DPP locations, click this link.
◦ Reimburse primary care providers for completing the
American Diabetes Association (ADA) prediabetes
risk assessment and referring people with prediabetes
to DPP.
◦ Encourage providers, particularly PCPs, to:
 Screen all adults for prediabetes using the ADA
prediabetes risk assessment.
 Complete a blood glucose test for adults who
scored 5 or higher on the ADA prediabetes
risk assessment (assign ICD-10 Code R73.03 as
appropriate).
 Refer patients with prediabetes DPP.
• Advocate for the national development and
certification of a prediabetes-focused quality measure.
• Provide Medicaid reimbursement for communitybased Chronic Disease Self-Management Programs
(CDSMPs). For example, provide reimbursement for
HEALTHY U Ohio programs.
• Expand awareness of, and access to, CDSMPs by:
◦ Raising awareness of local programs among
members with chronic disease.
◦ Raising awareness of local programs among
PCPs and helping to facilitate referral relationships
between PCPs and local programs.
◦ Funding programs in underserved areas.
• Add physical activity and nutrition counseling billing
codes to the list of eligible codes for behavioral health
providers.

Policy options to reduce excessive drinking

To reduce excessive drinking, ODM and MCPs can:
• Partner with the Ohio Department of Mental Health and
Addiction Services to increase the number of providers
trained to provide SBIRT and related services, including
motivational interviewing.
• For practices implementing SBIRT, facilitate referral
relationships with local substance abuse treatment
providers and establish a referral feedback loop to
monitor receipt of treatment.53
• Monitor the outcomes of Behavioral Health
Redesign related to excessive alcohol use and SBIRT
implementation.

Conclusion

Given Ohio Medicaid’s role as one of the largest
healthcare payers in the state, ODM and MCPs have
considerable leverage to encourage and incentivize
healthy choices.
Unhealthy behaviors, including tobacco use, excessive
drinking, lack of physical activity and poor nutrition,
contribute to poor health and high healthcare spending.
When compared to other states, Ohio ranks near
the bottom for conditions associated with unhealthy
behaviors, including cardiovascular disease, adult
obesity and type 2 diabetes. These conditions can be
expensive to treat and difficult to manage.
However, improvement is possible and there is
strong evidence that efforts to encourage Medicaid
beneficiaries to take an active role in their health care
improves health outcomes, including health behaviors.54
In order for Medicaid to be successful in improving the
health of its enrollees, a comprehensive approach is
needed to support healthy choices.
Based on HPIO’s review, ODM and MCPs currently do not
have a comprehensive approach to improving health
behaviors. By implementing the evidence-informed
policy options in this brief, ODM and MCPs can improve
health behaviors among Medicaid enrollees. And the
procurement of new managed-care contracts presents
a rare opportunity to strengthen efforts to improve health
behaviors.
It is important to note, however, that improving the health
behaviors of Ohioans is not the sole responsibility of the
healthcare sector. Many factors beyond clinical care
influence health behaviors. Changing health behaviors
will require a coordinated approach across many
sectors, both inside and outside of what is traditionally
considered health care. The State Health Improvement
Plan is a tool to help coordinate and strengthen these
efforts.
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