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ABOUT
Voices for Ohio’s Children is a nonprofit, nonpartisan advocacy organization dedicated to keeping Ohio children safe 
and healthy; educated in quality programs from preschool through high school; connected to their families, friends, and 
communities; and employable by ensuring their access to afterschool programming and work opportunities. 

Voices does exactly what it sounds like—we give Ohio kids a voice in the public policy process. We do this by 
providing proactive leadership on our policy priorities—which are based on need, trends, and community feedback—
and by partnering with national and state advocates, service providers, and government offices. Voices is also an 
experienced convener and facilitator of diverse stakeholder groups. 

Voices offers regular public education opportunities on a variety of children’s issues. Join our Policy Team each month 
for our Public Policy Partner webinar series. You can also get involved in Voices’ work by becoming a member of the 
Public Policy Partners Advisory Committee. Visit our website at RaiseYourVoiceForKids.org to learn more and to sign 
up for our weekly e-newsletter and upcoming events.

OUR MISSION 
Voices for Ohio’s Children advocates for public policy that improves the well-being of Ohio’s children and their families.
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INTRODUCTION
Behavioral health issues are on the rise among today’s children 
and youth. According to the National Alliance on Mental Illness, 
approximately one in five youth between the ages of 13 and 
18 now experience a severe mental health disorder at some 
point during adolescence.1 Over the last decade, the emergency 
department at Columbus, Ohio’s Nationwide Children’s Hospital 
has seen 300 percent more children presenting with non-physical 
health concerns like suicidal behavior, aggression and extreme 
anxiety.2 The causes of this increase are up for debate, with the 
national opiate epidemic and trends in diet and parental age likely 
playing roles. Another contributing factor is a recent positive 
trend of increased awareness and recognition of behavioral health 
conditions, which has led to increased diagnoses. 

As children learn, play, and grow, they are developing important 
coping skills and social emotional skills through a cognitive 
process that will shape and mold who they are and who they 
become as individuals. Too often, discussions about a child’s 
health and development have been limited to measures like 
weight, height, motor skills, or school grades. Behavioral health-
-which includes the prevention and treatment of both mental 
health and substance use disorders—is frequently overlooked. 
Physical health and behavioral health occur together - but the 
latter has long been a second thought because of a general lack of 
awareness of symptoms as well as prevalence. Misunderstandings 
surrounding the root causes of behavioral health conditions 
and perceived links to “abnormal” and even violent behavior 
can make kids and their families feel ashamed and isolated.3 In 
addition, the stigma related to having a mental illness or substance 
use disorder has been reinforced by our bifurcated health care 
industry of physical health and behavioral health. As children and 
youth have continued to experience behavioral health disorders at 
rising rates, it becomes increasingly important for families, service 
providers, advocates, and government officials to bridge the gap 
that has grown between supports and resources available for 
addressing physical health and behavioral health issues. 

Throughout childhood, both physical and behavioral health 
are profoundly influenced by environmental factors, including 
socioeconomic status, family stability, neighborhood safety, access 
to high-quality education, and food security. Emerging research on 
the impact of traumatic experiences—such as child neglect and 
abuse, domestic violence, bullying, parental addiction—also shows 
how trauma can manifest physically. Children who grow up with 
chronic stress are at-risk for recurrent physical complaints, such 
as headaches and stomachaches, abnormalities in their bodies’ 
immune and stress response systems, and the development of 
chronic physical conditions.4 As we learn more about the links 
between behavioral and physical health, there is a bigger push for 
integration of the two. 

The purpose of this policy brief is to inform policy makers, 
advocates, and others who are interested in learning about 
children’s behavioral health. The brief will explore the prevalence 
of mental health and substance use disorders; its   impact on 
families; and Ohio’s responses—particularly, the Behavioral Health 
Redesign, which will align the behavioral health system with the 
healthcare industry; along with other policy recommendations. 
Children’s behavioral health is a public health issue and must be 
at the forefront as Ohio considers health care policies, funding 
initiatives, and the well-being of our children. As we continue to 
shine a light on behavioral health awareness and what can be done 
to help children become healthy adults, we address the needs of 
more youth and help them conquer the challenges they meet on a 
day-to-day basis. 

BEHAVIORAL HEALTH PROBLEMS ARE ON THE RISE AMONG 

CHILDREN AND YOUTH IN OHIO AND ACROSS THE 

NATION, IMPACTING FAMILIES AND DRIVING THE NEED 

FOR INNOVATIVE RESPONSES.
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PREVALENCE 

Mental Health
MENTAL HEALTH PROBLEMS 

ARE GROWING AMONG 

AMERICAN YOUTH. 

In 2014, the National Institute of Mental 
Health estimated that more than 13 
percent of children age 8 to 15 lived with 
a diagnosable mental disorder within the 
prior year.5 One of the most alarming 
trends is the 40 percent increase in 
adolescent suicide rates across the country 
since 2008.6 Likely contributing to this 
trend is the fact that as many as 6 out of 
10 young people with major depression do 
not receive any mental health treatment.7 

The National Alliance on Mental Illness 
reported the these national statistics on 
prevalence on children and teen mental 
health.8  >>

Here in Ohio, the outlook is not much 
better. In a recent report by Mental Health 
America that examines mental health 
services in all 50 states, Ohio ranks 21st 
in the category that measures prevalence 
of mental illness in youth and their access 
to care. According to the report, 95,000 
or 10.3 percent of Ohio’s youth age 12-17 
experienced a Major Depressive Episode 
(MDE) in 2015. A MDE, is inescapable 
feelings of sadness and the inability to 
engage in normal activities for more than 
two weeks. Many children do not receive 
treatment for depression and are left to 
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deal with their mental illness alone. The report states 
that 56,000 or 64 percent of Ohio’s children who 
had major depression reported not receiving any 
treatment services. In 2015, The Columbus Dispatch 
series “Silent Suffering,” examined the effects of 
a public health crisis spawned in part by a broken 
mental health system. The series found that in Ohio, 
suicide has claimed the lives of more than 1,100 teens 
since 2000. In 2014, the rate exceeded 11 suicides per 
100,000 teens.9

In 2015, there were approximately 1.5 million 
children enrolled in Medicaid and of those, almost 
300,000 received treatment for mental health, 
substance use, or both services according to the Ohio 
Department of Medicaid (ODM).10 That means one 
out of every five children enrolled in Medicaid in 2015 
received a behavioral health treatment service during 
the year. 

That same year, 150,339 mental health services were 
delivered to children and youth in the publicly funded 
behavioral health treatment system according to 
the Ohio Department of Mental Health & Addiction 
Services (OhioMHAS) in 2015. Since 2010, there have 
been more mental health treatment services provided 
every year in every diagnosis category including: 
childhood disorder; adjustment disorder; conduct 
disorder; major affective; non-psychotic; psychosis; 
other; personality disorder; and schizophrenia. Over 
the last five years, there was a 25 percent increase in 
mental health services provided by the publicly funded 
behavioral health treatment system. 

IN 2015, THERE WERE APPROXIMATELY  

1.5 MILLION CHILDREN ENROLLED IN 

MEDICAID AND OF THOSE, ALMOST 300,000 

RECEIVED TREATMENT FOR MENTAL HEALTH, 

SUBSTANCE USE, OR BOTH SERVICES. 
ACCORDING TO THE OHIO DEPARTMENT OF MEDICAID (ODM). 10

PREVALENCE
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Substance Abuse
MANY OF OHIO’S ADOLESCENTS BEGIN 

EXPERIMENTING WITH SUBSTANCE USE  

AT A YOUNG AGE AND THIS MAY LEAD  

TO ADDICTION DISORDERS.

According to the recent Behavioral Health Barometer for 
Ohio that pulls information from the 2015 National Survey 
on Drug Use and Health (NSDUH),  many adolescents 
reported using illicit drugs such as marijuana, cocaine, 
hallucinogens, and others (for a full list of illicit drugs see 
Resources), smoking cigarettes, binge drinking alcoholic 
beverages, and using pain relievers for nonmedical 
purposes. The survey shows that Ohio’s youth are 
reporting higher than national rates of substance use  
in almost every category.

This table is a snapshot of substance usage by youth 
between the ages of 12-20 in both Ohio and the United 
States. The Substance Abuse and Mental Health Services 
Administration’s (SAMHSA) Behavioral Health Barometer: 
Ohio 2015 uses data collection from the National Survey 
on Drug Use and Health (NSDUH). 

2013-2014 PERCENTAGE OF SUBSTANCE USE  

AMONG YOUTH IN OHIO AND THE UNITED STATES 

PREVALENCE
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8.3% ILLICIT DRUG USE 
ACCORDING TO THE BAROMETER, ABOUT 76,000 ADOLESCENTS AGED 12–17 (8.3% 
OF ALL ADOLESCENTS) PER YEAR IN 2013–2014 REPORTED USING ILLICIT DRUGS 
WITHIN THE MONTH PRIOR TO THE SURVEY.

6.4% CIGARETTE USE 
OHIO’S ADOLESCENT CIGARETTE USE OF 6.4% WAS HIGHER THAN THE NATIONAL 
PERCENTAGE OF 5.2%. ABOUT 59,000 YOUTH REPORTED SMOKING CIGARETTES THE 
SURVEY FOUND.

15.3% BINGE ALCOHOL USE 
SURVEYED YOUTH BETWEEN THE AGES OF 12-20 REPORTED THAT IN OHIO 15.3%, 
OR ABOUT 217,000 INDIVIDUALS IN THIS AGE GROUP, BINGE DRANK ALCOHOL 
WITHIN THE PRIOR MONTH OF TAKING THE SURVEY. THE NATIONAL PERCENTAGE 
WAS LOWER AT 14.0%.

4.9% NONMEDICAL USE OF PAIN RELIEVERS  
ABOUT 45,000 OR 4.9% OF ADOLESCENTS, AGED 12-17 IN OHIO, REPORTED USING 
PAIN RELIEVERS FOR NONMEDICAL PURPOSES. THE NATIONAL PERCENTAGE WAS 
SIMILAR AT 4.7%.

In 2013 and 2014 combined, there were 16,650 substance abuse services delivered to children under the age  
of eighteen in Ohio’s publicly funded behavioral health treatment system according to the Ohio Department of 
Mental Health & Addiction Services (OhioMHAS). According to SAMHSA, the percentages for each substance use 
category, referenced in the above chart, decreased from years 2010-2011 to 2013-2014. In Ohio, there has been  
a 19.4 percent decrease in substance use disorder treatment services delivered to children between 2010-2015. 

OHIO ADOLESCENTS’ SUBSTANCE ABUSE:

PREVALENCE
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CHILDHOOD DEATHS RELATED TO 
BEHAVIORAL HEALTH DISORDERS 

REVIEW OF CHILDHOOD SUICIDE 
THE AMERICAN FOUNDATION FOR SUICIDE PREVENTION FOUND THAT SUICIDE IS THE 

LEADING CAUSE OF DEATH FOR OHIO CHILDREN BETWEEN 10 – 14 YEARS OLD AND 

THE SECOND LEADING CAUSE OF DEATH FOR THOSE AGED 15 – 34. 15

The Ohio Child Fatality Review program,16 created by the 
General Assembly in 2000, examines the causes of a child’s 
death in order to prevent future deaths of Ohio’s children. 
The 15th Annual Report includes data from 2009-2013 
and preliminary data of year 2014 deaths. According to 
the findings from 2009-2013, reviews of 7,671 child deaths 
were completed leaving about three percent outstanding 
because of ongoing investigations in the criminal justice 
system, out-of-state deaths reported late, and deaths 
occurring at the end of the year not yet processed by vital 
statistics offices. 

The reviews of the 7,671 child deaths found that 228 
resulted from suicide. Suicides represent 18 percent of all 
reviews for children ages 10-17 with a much higher rate 
for those between the ages of 15-17. Suicide deaths among 
boys (68 percent) were disproportionately higher than 
their representation in the general population (51 percent). 
Thirty-seven percent (84) of the suicide deaths show that 
the child had received prior mental health services. Only 
61 children who committed suicide were receiving mental 
health services at the time of the incident and 48 were 
prescribed medications for mental health conditions. 

REVIEW OF SUICIDES  

2009–2013, N=228

Chart from the 
Ohio Child Fatality 
Review Fifteenth 
Annual Report
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REVIEW OF CHILDHOOD POISONING DEATHS 
THE CHILD FATALITY REVIEW REPORT SHOWS THAT THERE WERE  

72 POISONING DEATHS OF ALL 7,671 DEATHS.

Sixty-nine percent (50) of poisoning deaths involved 
children 10 to 17 years old. Of these deaths, 46 were 
accidental while seven were suicides. Poisonings death 
agents included opiates, prescription medications, anti-
depressants, methadone, and illicit drugs. There were 

22 children younger than 10 years of age who died from 
poisoning. The deaths that were accidental may have truly 
been an accident or were from illicit drug use that resulted 
in an overdose. 

REVIEW OF POISON DEATHS 

2009–2013, N=72

Chart from the 
Ohio Child Fatality 
Review Fifteenth 
Annual Report
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FAMILY &  
COMMUNITY IMPACT 

ALL PARENTS WANT THEIR CHILDREN TO BE HEALTHY INSIDE AND OUT. THE REVELATION 

THAT SOMETHING IS WRONG WITH A CHILD—ESPECIALLY SOMETHING THAT IS NOT EASILY 

VISIBLE AND TREATABLE—CREATES A LOT OF STRESS FOR A FAMILY. 

Children and youth with behavioral health conditions 
experience more difficulty in the classroom, in social 
interactions with peers and family members, and—as we 
have seen—are at risk for suicidal thoughts.17 Adolescent 
emotional and behavioral problems are also linked with 
higher levels of parental stress and parent-child conflict 
and lower levels of perceived family support, so family 
environment and the availability or lack of support 
services influences a child’s behavioral health outcomes, 
too.18 Though, children placed in state care under the 
child welfare or juvenile justice system also have trouble 
accessing care. Nationally, the majority of kids with 
mental health conditions in state custody do not receive 
needed services and they are less likely to be placed in a 
permanent home.19 In 2015, Ohio’s Department of Youth 
Services reported that about half of boys and nearly 90 
percent of girls under supervision have been diagnosed 
with a mental health condition. 20 DYS strives to meet 
their behavioral health needs, but obviously these facilities 
are designed for containment—not treatment. Access to 
care is limited and piecemeal. 

As with many social issues, disparities in behavioral health 
prevalence and treatment persist based on socioeconomic 
measures, like family income and race. One in five low-
income children ages 6 to 17 have experienced mental 
health problems. Latino children commit suicide at a 
higher rate, but they are less likely to be identified by a 
primary care physician as having a mental disorder. Young 
African Americans experiencing behavioral health issues 
are more likely to be sent to the juvenile justice system 
than placed in psychiatric care.21

Children and youth with behavioral health problems are 
also at a disadvantage in school. They tend to miss more 
classes and can have more trouble making up the work, 
especially if they need special instructions. Preschool 
children are three times more likely to be expelled than 
older children, often for behavioral and emotional needs. 
Teenagers will mental health problems are more likely to 
receive failing grades and to drop out of school entirely.22

Predictive factors of mental health conditions can be 
caught early in childhood. But, in order for a child to 
receive a diagnosis and treatment, parents need to know 
what symptoms to watch for and report to a healthcare 
provider and the family needs to have access to quality, 
affordable behavioral health services. Families whose 
children need intensive care frequently run into barriers 
based on availability, cost, and location. Local facilities 
that accept children and adolescents tend to fill up 
quickly, meaning some families have to resort to placing 
their children in another city or even out-of-state. Care 
is also very expensive—families use up their savings 
and refinance their homes to get treatment. Many of 
these kids would benefit from residential care, but since 
insurance—including Medicaid—does not cover room and 
board at these facilities, care ends up being prohibitively 
expensive. This has led to a disturbing trend in Ohio: 
parents give up custody of their kids to access care. About 
1 in 3 multi-system youth (those involved in the child 
welfare, behavioral health, and/or juvenile justice systems) 
in Ohio child protective custody came into custody 
through custody relinquishment.23

10
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STATE RESPONSE

WE APPLAUD THE EFFORTS OF OUR MANY PARTNERS AND ALLIES ACROSS THE STATE WHO 

HAVE COMMITTED THEMSELVES TO IMPROVING OUR BEHAVIORAL HEALTH SYSTEMS FOR 

OHIO’S FAMILIES. FOLLOWING ARE JUST A FEW OF THESE EFFORTS, WHICH VOICES WILL BE 

MONITORING OVER THE NEXT YEAR. 

                  

Behavioral Health Redesign
The The Behavioral Health Redesign is the process of 
modernizing the publicly funded behavioral health system. 
The Office of Health Transformation (OHT) outlined goals 
to rebuild community behavioral health system capacity 
by integrating physical and behavioral health care and by 
modernizing the system and moving it to private Medicaid 
Managed Care. The Kasich Administration announced 
plans in the initial stages of the 2016-2017 state operating 
budget to carve in Medicaid behavioral health services into 
managed care. The final version of the budget included a 
provision implementing the carve-in of behavioral health 
no later than Jan. 1, 2018. In collaboration OHT, ODM, 
and OhioMHAS began the Behavioral Health Redesign. 
The Redesign is wide ranging and touches every aspect of 
the behavioral health system. The key components of the 
Behavioral Health Redesign include: 

• Aligning billing codes with the National Correct 
Coding Initiative, 

• Re-pricing reimbursement rates for treatment 
services, and 

• Updating the menu of Medicaid covered services 

OHT, ODM, and OhioMHAS brought together 91 provider 
agencies and advocacy groups and 51 county boards as 
stakeholders to work together to redesign the behavioral 
health system. The stakeholder workgroup began actively 
meeting and discussing the proposed changes in March 2015. 
Stakeholders have provided an abundance of feedback and 

recommendations at every step to ensure the State is aware 
of the impact of each proposal on the system. 

There is now a clearer picture of how the system’s new 
structure will look under the Redesign. The proposed 
billing codes and rates may be challenging for some 
providers because of the current workforce and service 
delivery models employed today. Under the Redesign, 
lower rates for nursing, group counseling, crisis services, 
changes to mental health partial hospitalization, and 

IT IS IMPORTANT TO 

ENSURE THE WORK ON THE 

PROPOSED BILLING CODES 

AND FEE SCHEDULES WILL 

NOT DISRUPT SERVICES FOR 

CHILDREN AND WILL OFFER 

THE BEST OPPORTUNITY FOR 

ENSURING SUSTAINABILITY 

OF THE TREATMENT SYSTEM.
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lower reimbursement for today’s unlicensed staff will 
negatively affect service delivery. Each of the changes to 
these services and rates will deepen workforce shortages 
that exist in today’s behavioral health field. Providers are 
reviewing their current service utilization and comparing 
it to the Redesign proposals and some find that their 
workforce will yield lower reimbursement rates, which 
will lead to loss in revenue, layoffs, and less productivity 
that will dramatically reduce capacity of the already 
strained behavioral health system. It is important to 
ensure the work on the proposed billing codes and fee 
schedules will not disrupt services for children and will 
offer the best opportunity for ensuring both short and 
long-term sustainability of the treatment system. 

The current system is already fragile and would be 
sensitive to any change that does not build upon the 
existing structure. Many providers share concerns 
about the impact to workforce, capacity, and access to 
care. The Redesign changes are many and complex to 
the degree that the current system may not be able to 
withstand such vast organizational change within a short 
implementation timeframe. In order to sustain mental 
health and addiction treatment service capacity, the 
Redesign should include a temporary stop loss measure 
during the transition period.

Redesign policy decisions that include new reimbursement 
rates and coding changes, slated to go into effect July 
2017, create a new publicly funded behavioral health 
system in Ohio. Redesigning the behavioral health system 
requires providers to consider changes to their menu of 
treatment services, understand new billing codes, and 
work with new reimbursement rates. As the Redesign 

process is moving towards the transition phase, providers 
will have to deconstruct and rebuild the way they deliver 
care, evaluate and determine workforce needs, train 
staff, upgrade IT systems, and manage how to continue 
to deliver services before July. As a result, every provider 
must make complete transformations of their business 
models within their agency. Additionally, more education, 
training, and resources are much-needed tools to ensure  
a successful transition.

Among many treatment service revisions, one of 
the Medicaid benefits added to the menu of services 
for children is Intensive Home Based Treatment for 
individuals up to age 21. It is a mental health service 
designed to meet the needs of youth with serious 
emotional disturbances. The Redesign includes additional 
funding in the budget model, additional covered services, 
and new challenges related to workforce, capacity, 
and access to care. Although the state is investing in 
the system, there is a disconnection between service 
utilization today, versus under the proposed redesigned 
system. Many community behavioral health providers 
have determined losses of millions of dollars. New 
challenges will arise as provider’s transition during 
the implementation phase and beyond. The Redesign 
implementation period will be a heavy lift for providers. 
ODM should identify specific, designated ODM staff 
positions to provide technical implementation assistance 
to providers. Will children continue to receive the same 
care and services? Will their provider change? How 
will managed care work with families and providers to 
coordinate care? What are new opportunities?

STATE RESPONSE

ONE OF THE MEDICAID BENEFITS ADDED TO THE MENU 

OF SERVICES FOR CHILDREN IS INTENSIVE HOME-BASED 

TREATMENT FOR INDIVIDUALS UP TO AGE 21.
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STATE RESPONSE

Moving to Managed Care
The state operating budget permits ODM to contract with 
five statewide managed care plans for behavioral health 
services and to enroll individuals needing those services 
into one of the plans by January 1, 2018. All providers 
that bill Medicaid must enter into contract with one of 
five managed care plans: CareSource, United Healthcare, 
Molina Healthcare, Paramount, and Buckeye Health Plan 
for payment of services. Managed care will provide a 
valuable piece of care coordination by ensuring consumers 
are receiving both physical and behavioral health care 
services for better patient outcomes. This is a major goal 
of the Redesign, the integration of physical and behavioral 
health care.

The desired outcome of integrating physical and behavioral 
health services is improved health outcomes for children 
and families, increased coordination, and decreased 
utilization of the most expensive services in the Medicaid 
benefit package. Behavioral health clients are often the 
costliest in the Medicaid system due to a high utilization of 
high intensity services. An anticipated outcome of managed 
care’s collaboration with behavioral health care providers 
is cost savings associated with decreased utilization of high 
intensity services. The providers of care and the managed 
care plans should share the anticipated cost savings 
generated through these joint efforts. 

As the Administration works to update the substance 
use disorder and mental health Medicaid benefit and 
coding alignment for children with high intensity service 
and support needs, they must also continue to maintain 
treatment services for lower need populations. It is critical 
to provide children with the right level of care coordination 
that they need, in the amount that they need it, and at the 
time they need it. When behavioral health practitioners are 
already providing care coordination that is reimbursed by 
Medicaid, managed care organizations should ensure that 
established client – provider relationships remain in place. 
The most effective way to maintain these relationships is  
to continue provider-based case management for children 
and families.

As managed care and behavioral health providers begin 
working together, the state should incentivize the 
development of a uniform system of referrals, admissions, 
authorizations, benefit limits, billing, and payment 
for managed care organizations. If all plans utilize the 
same administrative requirements, this will improve 
communications between providers and the plans and 
likely between plans and the state. It will also reduce 
burdensome administrative costs that will act as barriers  
to treatment services. 

THE DESIRED OUTCOME 

OF INTEGRATING PHYSICAL 

AND BEHAVIORAL HEALTH 

SERVICES IS IMPROVED 

HEALTH OUTCOMES FOR 

CHILDREN AND FAMILIES, 

INCREASED COORDINATION, 

AND DECREASED 

UTILIZATION OF THE MOST 

EXPENSIVE SERVICES IN THE 

MEDICAID BENEFIT PACKAGE.
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STATE RESPONSE

Suicide & Substance Abuse Prevention Efforts in Ohio
Preventing suicide is directly related to access to 
treatment. There is a need for more crisis services, 
psychiatric beds, and overall system capacity that will 
prevent more children from continuing down a path that 
leads to suicidal thoughts and actions. Crisis stabilization 
services are critical access point for individuals, families, 
and children who experience crisis. Funding crisis services 
keeps families together, prevents out-of-home placement 
of children, and keeps children out of emergency rooms 
and connected to community treatment.

In the 2016-2017 state operating budget cycle, OhioMHAS 
allocated $2 million for suicide prevention funding. The 
funding allows more local community stakeholders who 
share the same goal of preventing suicide to work together 
to reduce stigma and bring more awareness of the signs of 
suicide and how to get help. A new crisis text line became 
available statewide in the fall of 2016. This new tool 
provides a means for an individual experiencing intense and 
emotional stress to text with a crisis counselor for vital and 
life-saving services. According to OhioMHAS, Ohio is one 
of five states to provide funding for suicide prevention. 

Another important development is the recent passage of 
legislation requiring Ohio’s public colleges and universities 
to advise students and staff on suicide prevention. Despite 
the alarming rates of adolescent suicide in Ohio, the state’s 
K-12 schools were not included in the new requirements. 
Though, advocates remain hopeful for the integration of 
behavioral health content into general health education.

State law, however, does require age-appropriate opiate 
curriculum in school health class. Though, implementation 
across all school districts is not enforced. Many districts do 
work with addiction providers to determine what is best 
to reach children in the most effective way in their local 
community. The development of substance use prevention 
must fit the needs of each of Ohio’s schools. Prevention 
also does not have to be only about drug education; it 
can focus on positive lifestyles and attitudes that lead to 
healthier lives. Lawmakers and the Administration have 
been exploring how to promote and support more age-
appropriate prevention programs. 

ADVOCATES REMAIN 

HOPEFUL FOR THE 

INTEGRATION OF 

BEHAVIORAL HEALTH 

CONTENT INTO  

GENERAL HEALTH 

EDUCATION.
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Joint Legislative Committee for Multi-System Youth 24

In January 2016, the Ohio General Assembly convened 
a Joint Legislative Committee for Multi-System Youth 
to respond to the growing trend of parents of multi-
system youth relinquishing custody to the state. Over 
six months of hearings, the Committee heard from 
advocates, families, young people and state officials 
about the problems affecting youth served by child 
welfare and juvenile justice systems, behavioral health 

authorities, and the department of developmental 
disabilities. In June 2016, the Committee released 
seven recommendations outlining proposals to 
better coordinate services, to provide both financial 
and community support for families, and to create 
a permanent legislative oversight committee. The 
Committee’s recommendations are expected to be 
included in separate bills and in the next budget.

Student-Focused Absence Interventions
In December 2016, the Ohio General Assembly passed 
HB 410. Under the bill, schools are prohibited from 
suspending students for truancy and are required to 
create absence intervention teams for students who 
are habitually truant to identify reasons behind their 
absences. This individualized approach that engages 

both parents and school staff members who know the 
student will ensure that kids whose behavioral health 
conditions interfere with regular attendance receive 
the guidance, support, and tools they need to succeed 
in school. 

STATE RESPONSE

UNDER HB 410, SCHOOLS ARE NOW PROHIBITED FROM 

SUSPENDING STUDENTS FOR TRUANCY —AND INSTEAD 

WORK TO IDENTIFY REASONS BEHIND THEIR ABSENCES.

CHILDREN’S BEHAVIORAL HEALTH • A PUBLIC HEALTH ISSUE
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POLICY RECOMMENDATIONS

We recommend the creation of a stop loss measure that 
would hold providers harmless if the Redesign negatively 
affects their ability to sustain treatment services and provide 
access to quality care. There should be a mandatory review 
period post Redesign implementation and require ODM to 
give an assessment on expenditures, workforce, and access 
to care.

The Redesign incentivizes the utilization of more 
independently licensed staff, however, competition among 
employers and low job retention has made hiring and 
keeping these clinicians a challenge. State support for 
workforce development through tuition reimbursement, 
loan forgiveness, and training expenses should be provided 
to help with current and future workforce shortages.

The Redesign implementation period will be a heavy lift 
for providers. ODM should identify specific, designated 
ODM staff positions to provide technical implementation 
assistance to providers.

OhioMHAS should continue to fund and promote 
prevention programming for children and adolescents 
on both suicide and substance use disorders through the 
educational system.

Preventing suicide directly relates to access to treatment 
and there is a need for more crisis services, psychiatric beds, 
and overall system capacity. Crisis stabilization services are 
critical access point for individuals, families, and children 
who experience crisis. Funding should be provided for 
more access to crisis services to keep families together and 
prevent out-of-home placement of children.

Integration of behavioral health services with physical health 
services through managed care will ensure children are 
connected to care as they grow into adults. As behavioral 
health providers and managed care begin working together, 
the state should incentivize the development of a uniform 
system of referrals, admissions, prior authorizations, benefit 
limits, billing, and payment policies for managed care 
organizations. Better care coordination between systems 
will achieve better results for these youth and savings should 
be shared with behavioral health providers. 

1 5

4

2 6

3
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AS REPORTED, CHILDREN ARE EXPERIENCING MENTAL ILLNESS AT HIGHER RATES  

AND ARE IN NEED OF MORE TREATMENT SERVICES. 

CHILDREN IN OHIO ARE REPORTING HIGHER OR NEAR THE NATIONAL AVERAGE OF 

USING ILLICIT SUBSTANCES, SMOKING CIGARETTES, BINGE DRINKING, AND USING  

PAIN RELIEVERS FOR NONMEDICAL PURPOSES. 

CHILDREN EXPERIENCE MENTAL ILLNESS AND DATA SHOWS THEY ARE NOT RECEIVING 

TREATMENT. SUICIDE IS PREVENTABLE, YET 228 CHILDREN HAVE TAKEN THEIR OWN  

LIVES IN RECENT YEARS. 

The Redesign may strain the current behavioral health 
system because of the new reimbursement policies for 
services and the implementation timeframe. 

Building capacity of the behavioral health system 
to increase access to care for children with mental 
health and/or substance use disorders will remain 
challenging. The proposed Redesign reimbursement 
rates will affect workforce, capacity, and access to 
care. The reimbursement rates need to align with the 
current fee schedules to sustain community behavioral 
health services.  For nearly 20 years, the community 
Medicaid rates remain frozen. Any new treatment 
services replacing today’s core behavioral health 
Medicaid services must meet the needs of children while 
continuing to allow current practitioners to provide 

care with adequate rates. Children are increasingly 
experiencing behavioral health disorders and the state 
should do everything they can to strengthen the system 
through the Redesign and beyond so children and 
families can access the care they need.  As the state 
continues to work with stakeholders, such as Voices 
for Ohio’s Children and the Mental Health & Addiction 
Advocacy Coalition, we will continue to support 
behavioral health treatment services that meet the needs 
of children and adolescents to promote positive and 
healthy development while ensuring adequate funding is 
provided in the Behavioral Health System. 

CONCLUSIONS
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