
Ohio Children’s Behavioral Health Prevention Network Stakeholder Group  Final Report 1



 Ohio Children’s Behavioral Health Prevention Network Stakeholder Group  Final Report Ohio Children’s Behavioral Health Prevention Network Stakeholder Group  Final Report2 3

Contents

Stakeholder Group Members ........................................................................................................4

Background .......................................................................................................................................4

House Bill 12 Requirements ...........................................................................................................5

Introduction .......................................................................................................................................6

Meeting Details .................................................................................................................................6

Ohio’s Children .................................................................................................................................8

State Agencies’ Prevention Efforts .............................................................................................10

        Ohio Department of Health ..................................................................................................10

        Ohio Department of Medicaid .............................................................................................11

        Ohio Department of Job and Family Services ..................................................................12

        Ohio Department of Developmental Disabilites ...............................................................14

        Ohio Department Education.................................................................................................15

        Ohio Department of Mental Health and Addiction Services ..........................................15

HB 12 Recommendations .............................................................................................................16

        Data & Metrics ........................................................................................................................17

        Access ......................................................................................................................................18

        Workforce ................................................................................................................................18

        Suporting Caregivers ............................................................................................................19

        Community Infrastructure & Best Practices ......................................................................20

Dear Ohioans,

Every child deserves to feel safe -- to enjoy being a 
kid, to not worry about where they’re going to sleep 
that night or where their next meal is coming from.  
Tragically, too many kids in Ohio experience great 
hardships that impact every aspect of their young lives.

Ohio ranks 13th highest in the nation for the percent 
of children who have been exposed to two or more 
adverse childhood experiences, known as ACES.  These 
experiences often can have a negative effect on a child’s 
health and wellbeing throughout their lives.     

As Governor, making early investments in children 
has been one of my key priorities because a strong 
start in life is the essential building block for a brighter 
future.  For example, Help Me Grow Home Visiting 
is an evidence-based parent support program that 
encourages early pre-natal and well-baby care.  In 
addition, Ohio’s Early Childhood Mental Health 
Consultation services connect specially trained 
consultants with child care teachers and staff to build 
protective factors in the children they serve and 
increase a parent’s care-taking knowledge and skills. 

In December of 2019, I signed House Bill 12, a bipartisan 
law that coordinates a comprehensive learning network 
(Children’s Behavioral Health Prevention Workgroup) 
to support young children in social, emotional, and 
behavioral development. Even in the midst of the 
COVID-19 pandemic, members of this network were 
able to collaborate and develop recommendations to 
help set Ohio’s children and families up for a bright, 
healthy future. 

I am grateful to the members of the Children’s 
Behavioral Health Prevention Workgroup for their time, 
expertise, and tireless efforts to provide insights that will 
make a positive impact on children for years to come.  
This work will change lives and help all Ohio children 
live up to their God-given potential.

Very Respectfully Yours,

Mike DeWine

Messege from the 
Governor
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Establish governance and steering teams related to 
the learning network.

Develop common aims and goals for the Stakeholder 
Group. 

Establish a list of agencies and partners to participate 
in a prevention pilot program of the learning network. 

Develop prevention protypes to be tested by 
participants in the prevention pilot program, including 
prototypes that are culturally and linguistically 
appropriate. 

Establish a peer leader group to lead in the 
identification of key resources and partners for early 
testing.

Conduct a baseline assessment of existing protocols 
and best practices for developing a comprehensive 
learning network to support children’s social, 
emotional, and behavioral development. 

Review current data systems and behavioral health 
prevention funding mechanisms. 

In late 2019, Governor DeWine signed House 
Bill 12, which created the Children’s Behavioral 
Health Prevention Network Group. This 
legislation was made possible because of 
Representative Thomas West and the late 
Representative Don Manning, who were 
strong advocates. Members were tasked with 
coordinating and planning a comprehensive 
learning network that will support young 
children in their social, emotional, and 
behavioral development and reduce behavioral 
health disparities.

The Director of Children’s Initiatives is charged 
with determining the scope, implementation, 
and details of the Stakeholder Groups work, 
and must coordinate the efforts of its members. 
Under the Director’s leadership, the act requires 
the Group to implement the requirements on 
the following page.

ABOVE: Mike DeWine signs House Bill 12 at the Behavioral 
Health Center of Akron Children’s Hospital in Boardman.  

Collect aggregate data, with a focus on outcome 
based data. 

Collect disaggregated data, with a focus on race, 
ethnicity, parental income and education, and type of 
health insurance.

Identify prevention protypes aligned with chosen 
metrics.

Identify behavioral health prevention funding streams.

Establish a peer leader group to lead local prevention 
programming; identify local partners to participate in 
a prevention pilot program.

Ensure data is collected. 

Develop a user-friendly list of best practices for 
developing a comprehensive learning network to 
support children’s social, emotional, and behavioral 
development. 

Bobbie Boyer, Deputy Director, Office of Prevention 
Services, Ohio Department of Mental Health and 
Addiction Services 

LeeAnne Cornyn , Director, Governor’s Children’s Initiative

 
Amy Elboar, Program Administrator, Commission on 
Minority Health 
 
 
Patti Fetzer, Prevention Director, Stark County ESC 
 
 
Jerry Freewalt, Executive Director, Catholic Conference 
of Ohio 
 
 
Habeebah Grimes, Executive Director, PEP Cleveland 
 
 
Robin Harris, Director, Gallia, Jackson, Meigs ADAMH 
Board 
 
 
Rich Johnson, Executive Vice President, ViaQuest

 
Ben Kearney, Ph.D., Executive Vice President, Ohio 
Guidestone 
 
 
Teresa Kobelt, Strategy, Innovation, and Forecasting, 
OCALI 
 
 
Dr. Kate Krueck, M.D., Chief Medical Officer, Pediatric 
Associates 
 
 
Nick Lashutka, President, CEO, Ohio Children’s Hospital 
Association 
 
 
Terry Russell, Executive Director, NAMI Ohio 
 
 
Stephanie Siddens, Senior Executive Director, Center 
for Student Supports, Ohio Department of Education 
 
 
Dyane Gogan Turner, Chief, Bureau of Maternal, Child, 
and Family Health, Ohio Department of Health 
 
 
Marisa Weisel, Director, Strategic Initiatives, Ohio 
Department of Medicaid 
 
 
Kent Youngman, M.D., CEO, Rockinghorse FQHC

Stakeholder Group Members
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In order to align with House Bill 12 legislation 
guidelines, the Kids Behavioral Health 
Prevention Stakeholder  Workgroup began 
meeting in May 2020. Due to the COVID-19 
Pandemic, the workgroup met virtually for all 
of their meetings until September 2021.

The Children’s Behavioral Health Prevention 
Network Group was made up of 16 individuals 
with diverse backgrounds in professions 
including:

pediatrics          mental health 
education          prevention

From May 2020 to October 2021, members 
met eight times. Some members were also 
on a Peer Leader Subcommittee that met 
once. The following is a summary of each  
full-committee meeting. 

May 18, 2020 September 15, 2021January 8, 2021

March 12, 2021

May 14, 2021

July 29, 2020 

October 8, 2021 

October 23, 2020  

#1 #4 #7

#5

#6

#8

#2

#3

Members reviewed requirements and tasks outlined 
in House Bill 12. They were told that within the next 
18 months, the workgroup will need to report their 
findings. Additionally, members would be looking into 
best practices, existing protocols, and baseline data. The 
meeting was concluded by thanking everyone for their 
willingness to participate in work that is critical for Ohio’s 
kids and families.   

Members discussed goals and deliverables, along with 
data and metrics needed to finalize the report. LeanOhio 
then facilitated the meeting and divided members 
into smaller groups in order to receive feedback in the 
following recommendation areas: Data/Metrics, Access, 
Workforce, Supporting Caregivers, and Community 
Infrastructure/Best Practices. The groups debriefed on 
their discussions and as a whole, the workgroup decided 
on 16 draft recommendations across five core action 
areas.

Staff members from the Ohio Department of Medicaid, 
Ohio Department of Education, Ohio Department of 
Health, and Ohio Department of Mental Health and 
Addiction Services shared the types of data each 
department could provide to members. Additional 
presentations on prevention were given by the Division 
of Child and Adolescent Psychiatry at Cincinnati 
Children’s Hospital, Stark County Educational Service 
Center, and the Montgomery County Educational 
Service Center.   

Members reviewed presentations by I PROMISE School, 
Hopewell Health, and Joyful Together. Members also 
received an overview of the Peer Leader Subcommittee’s 
meeting that was held prior to the workgroup’s meeting. 

The meeting began with an overview of the proposed 
budget; specifically, areas of the budget involving 
children. Members reviewed the requirements and 
tasks outlined in House Bill 12 and determnined 
outstanding items to be completed. This included 
what the workgroup has already accomplished and 
outstanding items they have.     

Members were given an overview of a variety of 
statewide efforts that align with the group’s work. They 
first heard from the Ohio Department of Mental Health 
and Addiction Services on “The Science of Prevention.” 
Members then heard presentations on the Family First 
Prevention Services Act, CARA and Plans of Safe Care,  
Medicaid procurement, and InnovateOhio. Members 
decided to focus their work on ages zero to nine years 
old. The meeting concluded with a discussion on 
potential metrics.  

Members reviewed the 16 draft recommendations and 
provided feedback. The meeting concluded as members 
were told the executive summary and the final report 
would be available in the coming months.

Members discussed the importance of prevention and 
intervention in order to positively impact children’s 
long-term health outcomes and what efforts are being 
implemented. Adverse childhood experiences (ACEs) 
were explained, including the increased likelihood of 
Ohio children being impacted by multiple adverse 
experiences. Following that, Cincinnati Children’s 
Hospital and Hocking County ADAMH Board staff 
provided an overview of their prevention work. 
Members were then given an overview of state 
prevention efforts from the following agencies: Ohio 
Department of Health, Ohio Department of Mental 
Health and Addiction Services, and the Ohio Department 
of Education. Members learned the metrics that would 
measure their work, as determined by a member 
survey.
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Source: Data from the 2015 Behavioral Risk Factor Surveillance System was
provided by the Ohio Department of Health’s Division of Health Improvement
and Wellness. Analysis by Ohio University, Voinovich School of
Leadership and Public Affairs.

 
 Prevalence of ACEs

by number of ACEs, Ohio 2015

39%
No ACEs

25%
One ACE

36%
Two or more  

ACEs

Source: Data from the 2015 Behavioral Risk Factor Surveillance System was
provided by the Ohio Department of Health’s Division of Health Improvement
and Wellness. Analysis by Ohio University, Voinovich School of
Leadership and Public Affairs.

Source: Data from the 2015 Behavioral Risk Factor Surveillance System was
provided by the Ohio Department of Health’s Division of Health Improvement
and Wellness. Analysis by Ohio University, Voinovich School of
Leadership and Public Affairs.

 
 Prevalence of specific ACEs 

among adults who report at least one 
ACE, by type, Ohio, 2015

Prevalence of two or more ACEs

by race and ethnicity,
Ohio, 2015

by income, Ohio, 2015

Substance abuse by a household 
member

41%

Divorce/separation of parents 36%
Domestic violence 26%
Mental illness of a household 
member

25%

Incarcerated household member 14%

Emotional abuse 57%
Physical abuse 26%
Sexual abuse 18%
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Source: Behavioral Risk Factor Survelliance System, Centers for 
Disease Control and Prevention

1 Shern, David L., Andrea K. Blanch and Sarah M. Steverman. The 
Impact of Toxic Stress on Individuals and Communities: A Review 
of the Literature. Mental Health America, 2014; see also McEwen, 
Bruce S. “Stressed or stressed out: What is the difference?” Journal 
of Psychiatry and Neuroscience 30, no. 5 (2005): 315-318. http://jpn.
ca/vol30-issue5/30-5-315/ 

2 Bucci, Monica et al. “Toxic Stress in Children and Adolescents.” 
Advanced Pediatrics 63, no. 1 (2016): 403- 428. doi: 10.1016/j.
yapd.2016.04.002

Adverse childhood experiences (ACEs) are potentially 
traumatic events that occur during childhood  
(ages 0-17). ACEs are generally grouped into three 
categories: abuse, household challenges, and neglect. 

ACEs impact children’s health and development 
through a physiological reaction to toxic stress. Also 
referred to as chronic or persistent stress, toxic stress 
results from prolonged activation of the body’s fight-
or-flight stress response system. Children experiencing 
prolonged or severe adversity are more susceptible to 
experiencing allostatic overload resulting in changes to 
their nervous, endocrine and immune systems.1 Over 
time, this “wear and tear” effect contributes to poor 
health outcomes, including cardiovascular disease, 
inflammatory diseases, and autoimmune diseases, as 
well as cognitive, mental and behavioral disorders.2

Abuse Neglect
Household
Challenges

• Emotional
  abuse

• Intimate partner
  violence

• Substance use in
  the household

• Mental illness in
  the household

• Parental seperation
  or divorce

• Incarcerated member
  of the household

• Physical
  abuse

Source: Behavioral Risk Factor Survelliance System, Centers for Disease Control and Prevention

• Emotional
  neglect

• Physical
  neglect

• Sexual abuse

 
 

 

 

 

 
 

What are included as adverse
childhood experiences?

Ohio ranks 13th highest in the nation for the 
percent of children who have been exposed to 
two or more adverse childhood experiences, 
known as ACE’s.
Source: National Survey of Children’s Health, Health Resources and 
Services Administration, Maternal and Child Health Bureau (2017-2018)

In order to improve Ohioans’ overall health and 
wellbeing, it is crucial that there is collaboration 
on prevention efforts across the national, state, 
and local levels.
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Early Childhood Home Visiting

Lead Prevention

OhioRISE

Ohio Department of Health

Ohio Department of Medicaid

Home Visiting is an in-person, evidence-based program 
that provides pregnant women and families, particularly 
those considered at-risk, necessary resources and skills 
to raise children who are physically, socially, and 
emotionally healthy, and ready to learn. Early Childhood 
Home Visiting is now in all of Ohio’s 88 counties and  
was able to serve 7,772 children in 2021.

Early Childhood Home Visiting Models Funded by ODH

While lead poisoning can affect individuals of all ages, 
children are at greatest risk. Children’s bodies absorb 
lead more efficiently than adults, and they are less able 
than adults to detoxify their bodies of lead.

In the fall of 2019, Governor Mike DeWine created the 
Governor’s Lead Advisory Committee and tasked the 
group with developing recommendations to further 
address lead exposure in Ohio. The advisory committee 
included 29 individuals with diverse backgrounds and 
professions, including medicine, housing and real estate, 
construction trades, state and local government, and 
others. Members met five times to:

•    Review the most common sources of lead exposure                                                                      
     in Ohio. 
•    Review local, state, and national best practices to 
     prevent lead exposure and abate or remediate sources  
     of contamination. 
•    Develop recommendations for Ohio’s response to lead 
     exposure that build upon existing investments. 

The committee issued 21 recommendations that can be 
divided under four domains, Education and Outreach, 
Data Collection and Sharing, Lead Hazard Control, 
and Lead Workforce Development. ODH and partner 
agencies are committed to implementation of these 
recommendations over fiscal years 22/23 or pursuing 
needed legislative authorization for implementation.

OhioRISE is a specialized managed care program for 
youth with complex behavioral health needs. Aetna 
Better Health of Ohio was selected to partner with 
the state, providers, and community organizations 
to better serve multi-system youth and to prevent 
custody relinquishment. The aim of the program is 
to grow capacity and new access to in-home and 
community-based services, keeping families together. 

By building OhioRISE through a shared governance 
model and with partners that represent local child-
serving systems, Aetna Better Health of Ohio and 
the Child and Adolescent Behavioral Health Center 
of Excellence (the state’s new training entity to 
support the implementation of OhioRISE) will drive 
improvements and help ensure that OhioRISE serves 
youth with complex behavioral health needs and 
prevents custody relinquishment. 

Enrolled in Medicaid (managed care or fee for service) 
Aged 0-20 at the time of enrollment 
In need of significant behavioral health services 
Meet functional need critieria as assessed by the Child and 
Adolescent Needs and Strengths (CANS) 
Estimate 55-60,000 children & youth by end of the first year

All existing behavioral health services - with a few limited 
exceptions (ex: BH emergency dept.) 
Intensive Care Coordination 
    •  Consistant with priciples of High-Fidelity  Wraparound 
    •  Delivered by a regional “Care Management Entity” 
Intensive home-based treatment (HBT) 
Psychiatric residential treatment facility (PRTF) 
New 1915(c) waiver that runs through OhioRISE 
    •  Unique waiver services & eligibility 
Mobile response and stabilization service(MRSS) 
    •  Also covered outside of OhioRISE (MCO and FFS) 
Behavioral health respite

A specialized managed care organization (MCO) with expertise in 
providing services for the most complex multi-system youth

Shared Governance 
OhioRISEfeatures multi -agency governance to drive toward improving 

cross-system outcomes – we all serve many of the same kids and families.

Specialized MCO 
ODM will procure a special type of MCO – a prepaid inpatient health plan 

(PIHP) – to ensure financial incentives and risks are in place to drive 
appropriate use of high quality behavioral health services. 

Prevent Custody Relinquishment 
OhioRISEwill utilize a new 1915c waiver to target the most in need and 

vulnerable families and children to prevent custody relinquishment. 

Coordinated and Integrated Care & Services 
OhioRISEbrings together local entities, schools, providers, health plans, & 
families as a part of our approach for improving care for enrolled youth. 

OhioRISE Enrollment

OhioRISE Services

Moms & Babies First

Nurse Family Partnership
Healthy Families America
Parents As Teachers

Williams Fulton
Lucas

WoodHenryDefiance

Ottawa

Sandusky
Erie

Paulding

Putnam Hancock

Seneca Huron

Van Wert

Allen Hardin

Wyandot
Crawford

Richland

Mercer Auglaize
Marion

Darke

Shelby

Miami

Logan

Champaign

Clark Madison

Union

Delaware

Franklin

Morrow

Preble Montgomery

Greene

Fayette

Pickaway

Butler Warren Clinton

Highland

Ross

Pike

Scioto
Adams

Brown

Clermont

Hamilton

Fairfield Perry
Morgan

Noble
Monroe

Washington

Athens

Hocking

Vinton

Meigs

Gallia

Jackson

Lawrence

Knox

Licking

Muskingum
Guernsey Belmont

HarrisonCoshocton

Holmes

Tuscarawas

Carroll

Jefferson

Stark Columbiana

Mahoning

Trumbull

AshtabulaLake

Geauga

Portage
Summit

Medina

WayneAshland

Lorain
Cuyahoga
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Family First Prevention Services Act – Prevention     
Summary

Ohio Family and Children First

Phased Approach for Evidence Based Practices 

Family-Centered Supports and Services (FCSS) 
Funding

Early Intervention

Multi-System Youth Custody Relinquishment 
Prevention Funds

Plans of Safe Care

Ohio Department of Job and 
Family Services 

The federal Family First Prevention Services Act (Family 
First) was signed into law on February 9, 2018 and was 
implemented nationwide on October 1, 2021. Family 
First has three main goals: Help children remain safely 
at home with their families whenever possible; ensure 
that children who must come into care are in the most 
family-like and least restrictive setting possible; and set 
the expectation of high standards of care and services 
for our children and families.

For the first time, Family First allows states to use federal 
matching funds for prevention services (mental health, 
substance abuse, in-home parent skill-based programs 
training) to help keep at-risk children safely in their 
homes and to prevent removal, agency custody, and 
placement in foster care.

Ohio Family and Children First (OFCF) is a partnership 
of state and local government, communities, and 
families that enhance the well-being of Ohio’s children 
by 1.) Engaging and Empowering Families, 2.) Building 
Community Capacity, 3.) Coordinating Systems and 
Services, and 4.) Shared Accountability.  Through these 4 
core functions, prevention efforts are realized for Ohio’s 
children.  OFCF’s vision is for every child and family to 
thrive and succeed within healthy communities.              

The goal of prevention services is to keep more children 
safely at home with their families through the provision 
of evidence based practices. As more children and 
families receive these services, the expected outcome is 
that fewer children will enter care and that families will 
not re-enter the children services system. This is expected 
to lower the cost of placement and decrease the burden 
on caseworkers. The state and federally funded EBP 
services are expected to lower overall county costs. 

During the planning process, the Family First Planning 
and Implementation Workgroups chose to take a 
phased approach to prevention services. This approach 
allows the state and counties to build capacity for 
evidence-based practices, build infrastructure for 
prevention services casework practice, create Ohio 
Statewide Automated Child Welfare Information System 
functionality, and adjust throughout implementation as 
needed. Family First Prevention Services will continue to 
be one piece of the overall prevention continuum in Ohio 
and in local communities.

Phase one is being implemented with pilot counties and 
other counties will be able to utilize these services as they 
are ready. Ohio is in the beginning stages of planning 
for Phase two implementation with pilot counties 
and stakeholder feedback. Prevention services will 
continue to evolve as more counties implement the new 
prevention services case category and utilize EBPs with 
families. Title IV-E reimbursement drawn down by the 
state for prevention services will also assist in ongoing 
sustainability and capacity building efforts for EBPs.

The Ohio Family and Children First (OFCF) allocation 
for family-centered services and supports (FCSS), 
which is comprised of funds from the Ohio Department 
of Job and Family Services (ODJFS), Ohio Mental 
Health and Addiction Services (OMHAS), and Ohio 
Department of Developmental Disabilities (ODODD), 
allows provision of non-clinical services and supports to 
achieve optimal outcomes for youth and families, with 
the goal of maintaining youth safely in their own homes 
and communities.  Youth ages 0-21 and their families 
are served through these funds, while also receiving 
service coordination through their county Family and 
Children First Council.  Youth and their families can 
access a myriad of services, including, but not limited 
to: mentoring, non-clinical parent/child coaching, 
non-clinical parent support groups, respite, social/
recreational supports, and youth/young adult  
peer support, and more.

Through a grant agreement with Ohio Early Intervention 
and partnerships with local providers, county Family 
and Children First Councils (FCFCs) oversee the local 
early intervention systems that provide coordinated 
services to parents of infants and toddlers with 
disabilities or developmental delays.

County Family and Children First Councils (FCFCs), 
via a grant agreement with the Ohio Department 
of Medicaid (ODM), may seek multi-system youth 
custody relinquishment funding. Funding must only be 
requested to support youth who are at risk for custody 
relinquishment or whose custody has been relinquished 
and they need services and/or supports to transition to 
community and/or non-custody settings.

The Comprehensive Addiction & Recovery Act of 
2016, is the first comprehensive addiction legislation 
the federal govenment has passed in 40 years. It 
modified the Child Abuse Prevention and Treatment 
Act and Plans of Safe Care for substance exposed 
infants. This act requires the state to develop plans. 
Plans should address the health and substance use 
disorder treatment needs of the infant and affected 
family or caregiver.

The State of Ohio Plans of Safe Care team hosted 
their kick-off event in June 2021. The team is now 
hosting both quarterly and monthly meetings to 
provide guidance for communities interested in 
implementing this work.

PHASE  1

• MH: Multisystemic Therapy (MST) Functional Family Therapy (FFT)
• SU: OhioSTART
• PP: Parents as Teachers (PAT), Healthy Families America (HFA)

PHASE  2

• MH: Hi-Fi Wrap, Triple P, Incredible Years
• SU: 7 challenges, motivational interviewing

PHASE  3

• MH: trauma-focused cognative behavioral therapy, brief strategic
family therapy, child parent psychotherapy, parent-child interaction therapy
• PP: nurse family partnership

Engaging and
Empowering Families

Shared
Accountability

Building
Community

Capacity

Coordinating
Systems and

Services

92% of youth who received family-centered 
services and supports (FCSS) were able to 
remain in their homes and not enter out-of-home 
placement.
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Early Intervention  

Social and Emotional Learning Standards   

K-12 Prevention Education   

Student Wellness and Success Funding   

Ohio Department of Develop-
mental Disabilities  

Ohio Department of Education   

Early intervention (EI) is a statewide system that 
provides coordinated early intervention services to 
parents of eligible children under the age of three with 
developmental delays or disabilities. EI is grounded 
in the philosophy that young children learn best from 
familiar people in familiar settings.

Key Principles

Infants and toddlers learn best through everyday 
experiences and interactions with familiar people in 
familiar contexts.

Social-emotional 
learning is the 
process through 
which children and 
adults acquire and 
effectively apply the 
knowledge, attitudes 
and skills necessary 
to understand and 
manage emotions, 
set and achieve 
positive goals, 
feel and show 
empathy for others, 

establish and maintain positive relationships and make 
responsible decisions. Research demonstrates that 
students who receive support for social and emotional 
learning in schools do better academically, socially and 
behaviorally. Social-emotional learning has also been 
shown to positively impact economic mobility and 
mental health outcomes. Developing these skills in our 
students is an important part of meeting the needs of  
the whole child. 

In the 2020-2021 State Operate Budget, Ohio invested 
$18 million in prevention education dollars for schools. 
OhioMHAS used that opportunity to build relationships 
between local ADAMH boards and school districts. 
Ninety percent of Ohio’s school districts completed a 
self-assessment process to identify their organizational 
strengths and needs related to improving prevention 
services for students. Eighty-six percent of those 
districts developed and submitted plans of action to 
enhance prevention services in their schools.

During his first state budget, Governor DeWine 
invested $675 million in budget funding to student 
wellness and success. The funding stream, which 
is allocated to schools and based on poverty level, 
provides schools with resources to address the social 
and emotional needs of their students. Schools have 
eleven eligible categories of uses, including: 

Mental health services; 
Services for homeless youth; 
Services for youth involved in child welfare; 
Community liaisons; 
Physical health care services; 
Mentoring programs; 
Family engagement and support services; 
City Connects programming; 
Professional development regarding the provision of 
trauma-informed care; and 
Before and after-school programming. 

All families, with the necessary supports and 
resources, can enhance their children’s learning 
and development.

The primary role of a service provider in early 
intervention is to work with and support family 
members and caregivers in children’s lives.

The early intervention process, from initial 
contacts through transition, must be dynamic 
and individualized to reflect the child’s and family 
members’ preferences, learning styles and cultural 
beliefs.

Individualized Family Service Plan (IFSP) outcomes 
must be functional and based on children’s and 
families’ needs and family-identified priorities.

The family’s priorities, needs and interests are 
addressed most appropriately by a primary 
provider who represents and receives team and 
community support.

Interventions with young children and family 
members must be based on explicit principles, 
validated practices, best available research, and 
relevant laws and regulations.
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Children Served

70% of Ohio schools are engaging students 
in prevention programming

Ohio Infant Mental Health Credential   

Ohio Department of Mental 
Health and Addiction Services  

appropriate and are anchored in relationship-based 
practices that support the needs of infants and 
caregivers to reach their greatest wellness. 

Each early childhood system partner including 
providers of child care, early learning and education, 
home visiting, early intervention, maternal health, 
and infant and early childhood mental health play 
a key role in the achievement of good infant – 
caregiver outcomes.  

Ohio recognizes the need for early childhood system 
professionals to have specialized skills and training 
for working with Ohio’s pregnant women, infants, 
and toddlers. Toward this goal, the Ohio Infant 
Mental Health Credential is accessible to all Ohio 
early childhood professionals, and are leveled to 
the right scope of practice for each service delivery 
system partner. 

The goal of the Ohio Infant Mental Health Credential 
is to implement a set of nationally recognized skills 
and core competencies that are developmentally
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The Children’s Behavioral Health Prevention Network Group has prioritized the  
following 16 recommendations. 

These recommendations align with five core action areas identified by group members.

The Early Childhood Mental Health Consultation  

The Early Childhood Mental Health Consultation 
(ECMHC) Program’s objectives are to build protective 
factors in young children, increase skills of parents and 
promote the competencies of early childhood providers, 
especially for children ages birth to six years who are at 
risk for abuse, neglect and poor social and emotional 
health. ECMHC targets the healthy social and emotional 
development of all young children in Ohio to ensure 
they thrive and are ready for school.

ECMH consultants team with early childhood 
providers to help them understand and problem-
solve challenging child behaviors, both in and out of 
the classroom. Services include on-site child/family-
focused technical assistance to parents, teachers and 
staff, resources for parents, including art therapy, 
play therapy or physical health referrals and training 
and professional development. Consultants offer 
interventions for children and respond to the providers’ 
programming needs, which include providing family 
enrichment activities and modeling helpful interactions 
with children.

Ohio is a national leader in IECMH investments - 
$15.7M per biennium

Ohio is still one of 2 states (w/Arkansas) to have a 
statewide hotline to prevent expulsion from early 
care & learning centers

Ohio has funded 121 full time equivalent IECMH 
Consultants/Counselors w/7 Master Trainers.

Centers of Excellence (COE)  

Optimal results come from a workforce that’s supported 
in providing quality care. Two new COE’s are underway 
in Ohio:

The Child and Adolescent Behavioral Health COE 
at Case Western provides technical assistance, 
coaching, evaluation, and fidelity monitoring to 
build capacity for evidence based services such 
as assessment, Mobile Response Stabilization 
Services, High Fidelity Wrap Around, and more.

The Ohio COE for BH Prevention and Promotion 
at Ohio University diffuses prevention science 
to local partners through developmental 
evaluation, community of practice, and study 
group approaches. The result will be a centralized, 
consistent, culturally relevant approach to building 
prevention workforce and capacity in communities 
across Ohio.
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Medical Community

K-12

Early Education

Use a core set of 
cross-agency metrics 
to monitor the social, 
emotional, behavioral, 
and physical health 
needs of Ohio’s 
children across the 
following domains:

a.  Medical Community 
b.  Early Education 
c.  K-12 Schools  

Ensure the identified 
prevention metrics for 
children are utilized 
and evaluated to 
inform state and local 
funding and policy 
decisions to support 
healthier families and 
communities.    

Establish and 
communicate 
common cross-
system benchmarks 
to inform and 
improve the design, 
implementation, and 
access to coordinated 
prevention strategies 
and programming.   

1.

3.

2.

Institute a core set of 
statewide metrics in these 
three domains to monitor 
the integrated health 
needs of Ohio’s children. 
Establishing common 
metrics for communities 
across the state will 
provide opportunities to 
monitor and inform long-
term outcomes for priority 
prevention strategies and 
programming.    

Analyze and communicate 
metrics and outcomes to 
inform needed policy and 
funding priorities for Ohio’s 
children, families, and 
communities.     

Cross-system benchmarks 
should be used as 
incremental targets to 
demonstrate progress 
and continuous quality 
improvements. These 
targets should be 
established with input 
from communities and 
aligned with national data 
comparisons and best 
practices.     

Data & Metrics

ODM: Claims Information: Well-Child Visits 
 
ODM: Claims Information: Screenings 
(Depression and Developmental) 
 
ODM: Claims Information: Follow-Up Care for 
Children Prescribed Psychotropic Medications

ODM: Claims Information: Location of Service 
(Primary Care, Specialist, School, Etc.) 

ODE: Student Demographic Information 
 
ODE: Student Discipline Data 
 
ODE: Attendance/Chronic Absenteeism Rate

ODE: Suspension and Expulsion

OMHAS: Increase school-based mental health 
services and enhance the quality of services 
by implementing evidence-based therapies, 
programs, and practices for mental health that 
span birth - 9 years of age 

ODE: Kindergarten Readiness Assessment 
 
OJFS: Children In Out-Of-Home Placements 
 
OMHAS: Increase self-regulation and other 
social emotional learning skills in children 

Coordinate and 
accelerate state 
efforts and best 
practices to ensure 
that all child-serving 
professionals 
have the training 
necessary to utilize 
trauma-informed 
practices, with 
fidelity, within 
their systems and 
programs.        

9. Expand efforts to equip 
the child-serving workforce 
with training and 
competencies to better 
serve the many children in 
our child-serving programs 
who have experienced 
trauma and dysfunction. It 
is crucial that child-serving 
professionals, in all child 
programming, are trauma 
informed and resiliency 
minded.     

Create a statewide 
strategy to recruit, 
train, and retain a 
skilled and diverse 
integrated health and 
prevention workforce 
for children.   

8. Establish strategies that 
prioritize a dedicated 
prevention workforce to 
better meet the social, 
emotional, behavioral, and 
physical health needs of 
children.  An intentional 
focus on resources, 
recruitment, training, 
and supports for a more 
robust integrated health 
and prevention workforce 
for children is essential to 
best meet the needs of 
families and to strengthen 
communities.      

Workforce

Promote a statewide 
vision and measurable 
goals for communities 
that expand access 
to coordinated 
children’s prevention 
and integrated health 
strategies, regardless 
of where a child lives.  

4. Strengthen collaboration 
with cross-system 
resources throughout 
the state, including 
school districts and 
local organizations, to 
promote a common vision, 
measurable goals, and 
joint planning for access 
to coordinated children’s 
prevention and integrated 
health strategies.    

Access

Expand and more 
broadly develop a 
statewide integrated 
health care and crisis 
response system that 
includes assistance 
beyond children and 
youth served by 
Medicaid.    

Develop and 
implement targeted 
prevention strategies 
to better serve 
the special needs 
of students with 
disabilities.     

Identify and support 
demonstration 
projects and 
evaluations 
that involve an 
integrated, whole 
child approach to 
health and learning 
and that measures 
program efficacy and 
the elimination of 
disparities.       

5.

6.

7.

Establish key strategies 
to support Ohio’s vision 
for a sustainable crisis 
response system that 
supports collaboration and 
innovative approaches 
across agencies, boards, 
private foundations, 
associations, and family 
members. Coordination 
with law enforcement, 
hospitals, community 
providers, families, justice 
systems, ADAMH Boards, 
and others will advance 
Ohio’s ability to sustain a 
visible and accessible crisis 
continuum that serves all 
children and their families 
throughout the state.      

Develop key prevention 
strategies, programming, 
training, and supports that 
target the unique needs of 
families and their children 
with disabilities.        

Evaluate whole child 
framework implementation 
efforts and replication 
strategies in communities 
throughout the state.  
The incorporation of best 
practices that support 
integrated health and 
supportive learning 
environments should 
be prioritized by school 
districts to meet the 
holistic and diverse needs 
of children and their 
families.         
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Expand the Early 
Childhood Mental 
Health Consultation 
(ECMH) program 
as part of a 
comprehensive 
school readiness 
strategy.          

10. Expand statewide 
capacity of Ohio’s ECMH 
program to provide 
more teachers in school 
districts throughout Ohio 
with early childhood 
program consultants for 
professional development, 
subject matter expertise, 
strategies, guidance, and 
supports to better serve 
their children and families.      

Ensure the voices 
and advocacy 
of parents and 
caregivers are 
included in 
the design, 
implementation, 
and evaluation of 
behavioral health 
and prevention 
programming 
for children and 
parents.         

Expand prevention 
peer models, 
strategies, 
and learning 
opportunities 
to encourage 
and empower 
parents to provide 
meaningful peer 
to peer education, 
communication, and 
engagement within 
communities.            

12.

13.

Parents and caregivers 
know their children best 
and must inform the 
prevention programming 
and strategies that 
directly impact them.  
Instituting routine 
opportunities to involve 
parents and caregivers 
in the establishment and 
monitoring of prevention 
efforts that are child-
centered, developmentally 
responsive, and culturally 
supportive is imperative.     

Expand and sustain peer-
to-peer opportunities that 
empower parents and 
caregivers to communicate 
and disseminate 
meaningful information 
and resources to others. 
This includes supporting 
strategies for train-the-
trainer approaches that 
encourage and model 
parent participation in 
learning and expanding 
evidence-based prevention 
programming for parents 
and teachers.      

Develop effective 
community-based 
strategies to 
engage parents 
and caregivers as 
partners, supporting 
their important 
role in whole-child 
development, 
learning, and 
growth.   

11. Parents and caregivers 
play a critical role in 
whole-child development, 
learning, and growth. 
Unfortunately, many 
parents and caregivers are 
not aware of information 
and resources available 
to better their children’s 
needs. Community-
based efforts and 
strategies to strengthen 
the engagement of 
parents and caregivers 
as collaborative partners 
should be prioritized 
so every child has an 
opportunity to be well  
and succeed.          

Supporting Caregivers

Expand prevention 
community 
coalition models 
across the state 
that standardize 
a common 
framework and 
core metrics, while 
still targeting 
primary prevention 
strategies to local 
needs and priorities.            

Leverage 
opportunities 
to establish a 
statewide learning 
and improvement 
network that 
informs, evaluates, 
supports, and 
coordinates 
regional and local 
prevention efforts.             

15.

16.

Promote community 
collaboration that 
prioritizes primary 
prevention strategies and 
programming for children 
through locally designed 
peer leader groups, needs 
assessments, and cross-
system partnerships.        

Collaborate with existing 
statewide networks and 
centers of excellence 
to bolster community 
prevention efforts and 
planning. Culturally 
responsive and research 
informed strategies that 
focus on the targeted 
needs of children in 
communities throughout 
the state will provide 
opportunities for more 
comprehensive planning 
and development for  
the future.       

Identify and support 
community- and 
school-based 
demonstration 
projects to test 
and implement 
identified 
primary care and 
early childhood 
prevention 
priorities, 
prototypes, and 
metrics.   

14. Develop and coordinate 
community- and school-
based projects to 
implement and evaluate 
prevention strategies 
and programs. These 
local projects are critical 
to inform statewide 
priorities that create 
better outcomes and 
accountability across 
communities.        

Community Infrastructure 
& Best Practices
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