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Dear colleagues, stakeholders, and Ohio taxpayers:

The time has come to update the DACC Strategic Plan. Events in recent 
years have brought into sharp focus the urgent need to address the 
issues of social injustice and resulting health disparities experienced by 
Black, Asian, Latino, and other ethnic, special population and minority 
communities. 

The State of Ohio Minority Health Strike Force Interim Report and subsequent 
Blueprint sounded a swift and substantial response to these unfortunately 
ongoing circumstances by presenting “actionable recommendations to 
both eliminate racial and ethnic disparities in COVID-19 and other health 
outcomes and improve overall well-being for communities of color in 
Ohio.” Such efforts, in conjunction with OhioMHAS support of improved 

access to behavioral healthcare and cultural competency as priority considerations for all department 
policies, programs, and services, provided both motivation and a framework for these updates. It was 
realized that only through alignment of the plan with the precepts of transformative work occurring through 
the Governor’s Office, RecoveryOhio, and other state agencies could the changes necessary for a more 
culturally informed, equitable system of behavioral healthcare be affected. 

The Office of the Medical Director and Bureau of Cultural Competency and Health Equity were privileged 
to collaborate with the Disparities and Cultural Competency (DACC) Advisory Committee, invited subject 
matter experts from both state agencies and culturally diverse service organizations, and a number of 
highly committed department staff engaged as workgroup liaisons to create the forward-looking goals 
and strategies that constitute this plan update. The process was driven by input from the voices of those 
with lived experience and extensive service work in the communities it will impact. Designation of the 
six strategies, as well as the actions needed to achieve success and the data that will inform the work at 
the community level, represent a coming together of these voices for the betterment of their respective 
communities. 

With this collective investment of time, energy, and expertise in the planning process, and guidance from 
OhioMHAS’ Strategic Plan, we commit to meeting the unique behavioral health needs of groups of Ohioans 
whose access to high-quality, effective, holistic services has been impeded by numerous structural barriers 
for far too long. This document, and its journey to fruition, are truly historic.

Sincerely,

LETTER FROM THE OHIOMHAS 
MEDICAL DIRECTOR

    Sincerely,
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OhioMHAS convened the DACC Advisory Committee to monitor 
and address behavioral health disparities and cultural and linguistic 
competency in Ohio’s behavioral healthcare system, impacting Ohioans 
across the lifespan. The overarching goal of DACC is eliminating health 
disparities and moving towards equal access to healthcare for all. DACC 
is composed of OhioMHAS staff, partner agencies’ staff, and external 
community members. 

DACC initiated development of the OhioMHAS Cultural and Linguistic 
Competency (CLC) Plan and meets regularly to identify opportunities 
for interagency collaboration and alignment of work with key partners. 
DACC’s work is instrumental in identifying barriers and gaps in people’s 
ability to access treatment, recovery, and consumer-driven, person-
centered behavioral health services and working to improve that access 
for the betterment of all of Ohio’s citizens.

2021-2024 CLC Strategic Plan Project Process Priorities            
         •     Aligning objectives with related statewide recommendations   
 and plans (including the OhioMHAS 2021-2024 Strategic   
 Plan, the State of Ohio Minority Health Strike Force Interim   
 Report, The Health Policy Institute of Ohio’s Connections   
 Between Racism and Health brief, and Ohio’s 2020-2022    
 State Health Improvement Plan).
         •  Identifying baseline data sources and gaps in the data needed   
 to explain and quantify behavioral health disparities.
         •  Supporting systemic change that strengthens and broadens   
 leadership to promote better behavioral healthcare access and outcomes for underserved populations.
         •  Increasing awareness on the significance of health disparities in behavioral health, their impact on the state,   
 and the actions necessary to improve behavioral health outcomes for racial, ethnic, and underserved
 populations.
         •  Improving behavioral healthcare outcomes for racial, ethnic, and underserved populations.
         •  Collaborating with health and human service state agencies to achieve better behavioral healthcare access   
 and outcomes.
         •  Improving data availability, coordination and utilization in research and evaluation outcomes.
         •  Improving cultural and linguistic competency and the diversity of the behavioral health workforce.

Key Activities of the 2021-2024 CLC Strategic Plan
         • Identifying appropriate plan goals and strategies.
         • Identifying action drivers (partners) to implement specific strategies.
         • Providing feedback from DACC on the OhioMHAS CLC Plan.  
         • Compiling feedback into a final OhioMHAS CLC Plan report.

OhioMHAS recognizes that organizational cultural competence is a dynamic, ongoing process that begins with 
awareness and commitment and evolves into culturally responsive organizational policies and procedures. This 
journey to improving cultural competence is guided by a strategic plan and the resources needed to successfully 
achieve the goals outlined in the plan. This ongoing process of reassessment and adaptation will reflect evolving 
consumer and community needs. 

EXECUTIVE SUMMARY
“Current research in our field shows the 
roots of behavioral health disparities 
run deep and require a steadfast 
commitment to addressing social 
determinants of health for members of 
Ohio’s underrepresented communities 
and to foster diversity in the behavioral 
health workforce.

Among its top priorities, OhioMHAS 
has chosen to focus on closing these 

gaps and 
ensuring that 
all Ohioans 
enjoy equal 
access to quality 
behavioral 
health care.”   

Lori Criss, 
OhioMHAS 
Director
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The FY2021-2024 CLC Strategic Plan updates the department’s FY2015-2020 CLC Strategic Plan and continues to 
prioritize the reduction of health disparities and the adoption of culturally and linguistically competent service delivery 
in Ohio’s public behavioral healthcare system. The FY2021-2024 CLC Strategic Plan identifies six strategic goal areas 
of focus and recommendations, aligned with the goals in the FY2021-2024 OhioMHAS Strategic Plan, to continuously 
address health disparities and improved cultural and linguistic competencies in Ohio’s behavioral healthcare system:

The CLC strategies draw from the National Partnership for Action’s 2011 National Stakeholder Strategy for Achieving 
Health Equity report.  The CLC approach also aligns with national efforts in multiple state behavioral health systems 
and nationally through the Substance Abuse and Mental Health Services Administration’s (SAMHSA) Office of 
Behavioral Health Equity (OBHE). At the state level, the plan aligns with findings from the State of Ohio’s Minority 
Health Strikeforce, Ohio’s 2020-2022 State Health Improvement Plan, and other health equity-related policy guidance. 

Health Equity, Cultural Competency and Diversity
OhioMHAS values diversity and believes that all policies, programs, and initiatives should be built upon a solid 
foundation of culturally competent service delivery and maximized opportunities for all Ohioans, including those 
in racial, ethnic, and other underserved populations, to achieve optimal health. OhioMHAS works with diverse 
stakeholders, providers, and communities to ensure that the behavioral health system’s personnel, policies, and 
services reflect the unique backgrounds of the populations we serve. In partnership with the alcohol and drug mental 
health (ADAMH) boards and providers, OhioMHAS will continue to integrate the National Standards for Culturally 
and Linguistically Appropriate Services (CLAS) standards into its policies to assure that all persons receiving services 

BACKGROUND

STRATEGIC GOAL 4.1 - Recruit, retain and develop a diverse, 
competent, and engaged workforce.

STRATEGIC GOAL 1.2 - Increase the capacity of youth and 
early childhood prevention, early identification, intervention, 
and treatment services.

STRATEGIC GOAL 1.4 - Promote health equity by addressing 
social determinants of health.

STRATEGIC GOAL 4.3 - Develop a comprehensive data 
collection, analysis, and usage framework. 

STRATEGIC GOAL 3.3 - Emphasize the importance 
of diversity and cultural competency throughout 
departmental activities.

STRATEGIC GOAL 3.1 - Build a big tent for new and existing 
partners.

Leadership Development - Strengthen and broaden diversity in 
leadership at all levels to improve behavioral healthcare access and 
outcomes in populations experiencing disparities.

Access to Care Across the Lifespan and Continuum of Care - Improve 
behavioral healthcare outcomes for racial, ethnic, and underserved 
populations.

A Culturally & Linguistically Competent Workforce - Improve cultural 
and linguistic competency and the diversity of the behavioral 
health workforce.

Data, Research & Evaluation - Improve data availability, coordination 
and utilization in research and evaluation outcomes.

Awareness - Increase awareness of disparities in behavioral health, their impact 
on Ohio residents, and the actions necessary to improve behavioral health 
outcomes for populations experiencing disparate outcomes.

Health & Human Service Systems Transformation - Collaborate 
with health and human service (HHS) state agencies to reduce health 
disparities.

OFY2021-2024 OhioMHAS STRATEGIC PLANFY2021-2024 CLC STRATEGIC PLAN
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in the publicly funded behavioral health system receive fair and just access to 
appropriately administered behavioral healthcare services.

The process of improving health opportunities and cultural competency in 
behavioral health services recognizes how culture affects our relationships 
and interactions, and can directly influence access and utilization of services. 
Understanding how different cultures interact with the behavioral health system is 
critical to improving access to services for minority populations.

DACC workgroups monitor performance indicators, identify gaps in the system 
that need to be addressed to better meet the needs of diverse populations, and 
make recommendations to remedy these issues. OhioMHAS is in the process of 
developing a Behavioral Health Disparities report that will shed light on disparate 
health outcomes and burden across diverse race/ethnicity, special populations to 
inform strategies for addressing them.

Behavioral Health Outcomes and Race, Ethnicity, Gender and Age
Ohio has a total population of about 11.7 million. According to the 2019 U.S. Census estimates, of that number, 
13.1% are Black or African American, 4.0% Hispanic or Latino, 2.6% Asian/Pacific Islander, 0.3% American Indian, and 
2.4% are of two or more races. People who are African American have traditionally been over-represented in Ohio’s 
public behavioral health system. In SFY 2020, they accounted for 22.5% of all consumers in Ohio’s public behavioral 
health system, as per Block Grant reporting and Medicaid client count from Quality Decision Support System (QDSS).  
Minority communities often carry a higher disease burden that other groups; based on the 2019 Ohio Medicaid 
Assessment Survey, the estimated percentage of Ohio adults with unmet mental health care needs among those ages 
19 and older, by race/ethnicity was: 10.2% (CI, 9.1 - 11.3), people who are Black or African American; 13.2% (CI, 10.8 
-15.6), people who are Hispanic; and 7.0% (CI, 4.2 - 9.8), people who are Asian.  

State-level behavioral health data by race/ethnicity for Ohio is lacking, though special studies have tried to fill the gap. 
One research paper on mental health, suicidal ideation, and opioid use disorders among people who are Hispanic/
Latino in Ohio found that of those clients in treatment in public behavioral health system, about 40% reported having 
mental health issues. People who are Asian or Pacific Islander face widespread treatment and service disparities in the 
behavioral health system. A 2014 OhioMHAS study found that almost 21% of people who are Asian or Pacific Islander 
reported a mental health history. People who are Pacific Islander were slightly more likely to report a mental health 
history than people who are Asian (21.1% vs. 20.3% respectively). 

When stratifying mental health history by gender, females were more likely than males to report this history (23.3% 
vs. 19.1% respectively). Differences were also apparent when examining mental health history by age group. Most 
people who are Asian or Pacific Islander (27.4%) reporting a mental health history were ages 45 to 64, while the lowest 
percentage of people who are Asian or Pacific Islander (17.9%) reporting this history were ages 18 to 24.  Aggregated data 
can mask health disparities, particularly for subpopulations. For instance, one study found that people who are Bhutanese 
refugees in Ohio experienced high rates of alcohol and tobacco use, mental health issues and suicide.

BACKGROUND, cont’d.

Studies consistently 
show adverse health 

outcomes are greater for 
racial and ethnic minority 
populations; the causes 

of these disparities 
are multiple and 

overlapping, and affect 
individuals across their 

lifespan.  
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BACKGROUND, cont’d.

African American
In 2019, suicide was the second leading cause of death for people who are African Americans, ages 15 to 24. The 
death rate from suicide for African American men was four times greater than for African American women, in 2018. 
The overall suicide rates for people who are African American was 60% lower than that of the non-Hispanic white 
population, in 2018. African American females, grades 9-12, were 60% more likely to attempt suicide in 2019, as 
compared to non-Hispanic white females of the same age. Poverty level affects mental health status. African American 
people living below the poverty level, as compared to those over twice the poverty level, are twice as likely to report 
serious psychological distress. According to the Health and Human Services Office of Minority Health, African American 
adults in the U.S. are more likely than white adults to report persistent symptoms of emotional distress, such as sadness, 
hopelessness and feeling like everything is an effort. African American adults living below the poverty line are more 
than twice as likely to report serious psychological distress than those with more financial security. Socioeconomic 
factors can make treatment options less available. In 2018, 11.5% of African American adults in the U.S. had no form 
of health insurance. The African American community, like other communities of color, are more likely to experience 
socioeconomic disparities such as exclusion from health, educational, social, and economic resources. These disparities 
may contribute to worse mental health outcomes.

Hispanic/Latino
A myriad of structural barriers places on people who are Hispanic/Latino a disparate burden of behavioral health issues 
and related morbidity and mortality. Low healthcare utilization is an important contributing factor. For instance, only 7.3% 
of Hispanic people in the U.S. utilized mental health services from 2008-2012, compared to 16.6% of people who are white 
and 8.6% of people who are African American; and a meager 5.7% of people who are Hispanic/Latino used prescription 
medicine against the backdrop of 27% reporting high levels of depression. Unaffordability or lack of insurance is another 
critical barrier; over half of people who are Hispanic/Latino (56.2%) cite high costs or inadequate/nonexistent insurance 
coverage as the main reason for not seeking mental health services; 18.0% of Hispanic/Latino Ohioans do not have health 
insurance, a rate significantly higher than people who are white (8.0%) and people who are African-American (13.0%).

Additionally, Hispanic/Latino adults are at a high-risk for mental illness, such as serious psychological distress. Many 
people who are Hispanic/Latino and also who are immigrants or refugees, endure years of trauma prior to their arrival in 
the United States. Others experience negative mental health outcomes during their integration into American culture. 
U.S.-born children in Hispanic/Latino families are often expected to navigate multiple cultures and adopt new social 
norms, and the associated pressure can adversely affect mental health. For individuals living in mixed immigration status 
families, the constant fear of deportation and the trauma of real or anticipated familial separation can be particularly 
damaging. Undocumented immigrants face a climate of mistrust that often leaves them fearful of deportation and unsure 
of eligibility.

Asian and Pacific Islander
People who are Asian and Pacific Islander face widespread treatment and service disparities in the behavioral health 
system. Nationally, an estimated 529,000 of people who are Asian or Pacific Islander needed, but did not receive, specialty 
substance abuse treatment in 2012.1 Of the 1.8 million substance abuse treatment admissions nationally in 2010, 19,000 
(1%) were people who are Asian or Pacific Islander, with 64% naming alcohol as a problem. In 2008, only 5% of Asian 
American adults received mental health treatment or counseling. In 2009, close to 19% Asian and Pacific Islander students 
in grades 9-12 reported suicidal thoughts; the suicide mortality rate was 5.9% for Asian and Pacific Islander adolescents 
(ages 15-19). The age-adjusted death rates for suicide for Asian American people were lower (6.3%) compared to white 
people (14.3%). Research is lacking especially on suicidal ideation and trauma exposure among people who are Asian and 
Pacific Islander in Ohio. 
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Appalachian
Appalachia is a geographic and cultural region in the United States that stretches across 420 counties in 13 states from the 
southern portion of New York State to northern Mississippi. It is home to 25.7 million Americans, 81% of whom are white. 
Thirty-two of Ohio’s 88 counties are located in Appalachia. Although there is some variation in terms of socioeconomic 
level, employment, educational attainment, and other indices, generally speaking, Ohio’s Appalachian counties are 
described as having higher than the U.S. average poverty rate, lower educational attainment, chronic unemployment and 
higher than average disease and mortality, which create multiple, overlapping barriers to behavioral health services. 

The prevalence of depression among fee-for-service Medicare beneficiaries in the Appalachian Region is 16.7%, compared 
to 15.4% for the United States as a whole. The suicide rate for people living in the Appalachian Region is 17% higher than 
the national rate. Six percent of all Medicare prescription claims in the Appalachian Region are for opioids, compared to 
5.3% for the United States as a whole; In 2017, people living in Appalachian counties had an opioid overdose death rate 
that was 72% higher than those living in non-Appalachian counties throughout the country. Nearly 20% of all adults in 
the Appalachian Region report being cigarette smokers, higher than the 16.3% national level. Fewer Appalachian adults 
report excessive drinking (15.2%) than in the nation as a whole (17.7%). However, four of the five Appalachian subregions 
have lower percentages of adults reporting excessive drinking than the nation as a whole. The supply of mental health 
providers in the Appalachian Region is 35% lower than the national average. The percentage of the population under 
age 65 that is uninsured in the Appalachian Region is 15.8%, which is slightly lower (better) than the national average of 
16.8%. 

Behavioral Health Outcomes within Other Groups 
In addition to ethnic groups, statistics show there are various other populations that consistently experience lower 
than average behavioral health outcomes compared to the population at large. This report highlights a few such 
populations but the DACC Advisory Committee tracks others in addition to those presented here.

Veterans
The Ohio Veteran Suicide study (2010 to 2019) demonstrates that Ohio veterans complete suicide at higher rates 
than the general population.  The Ohio Department of Health (ODH) has multi-year evidence that suggests that over 
the past 10 years, Ohio veterans are at an increased risk of completing suicide. The rate of suicide among veterans 
has increased 49% between 2010 to 2019 (30.0 vs. 44.7 deaths per 100,000), while adults 18 and older increased 21% 
(15.8 vs. 19.1 deaths per 100,000). In Ohio during this period, the rate of veteran suicide was more than twice the rate 
among adults aged 18+ (35.1 vs. 17.3 deaths, respectively, per 100,000 population).
 
LGBTQ
“LGBTQ” is used in this document is an acronym for “lesbian, gay, bisexual, transgender, and queer or questioning.” 
Many people who are LGBTQ experience mental health struggles due to discrimination, denial of civil and human 
rights, harassment, and family rejection; the effect can be worsened for individuals with intersecting racial or 
socioeconomic identities. The LGBTQ population is at two to four times the risk for developing a mental illness, as 
compared to the general population. In 2019, nationally, 7.6 million lesbian, gay, and bisexual adults had a mental 
illness and/or substance use disorder.  

BACKGROUND, cont’d.
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Deaf and Hard of Hearing
Several significant factors contribute to a lack of accessibility of mental health treatment and services for the deaf and 
hard of hearing population. One factor is that interventions, techniques, and services that work for hearing clients are 
not equally effective for deaf and hard of hearing clients. Another is the shortage of psychologists and other mental 
health professionals who have the training and experience to provide service to this population. The limited training 
available in Ohio for professionals working with deaf and hard of hearing consumers in behavioral health settings 
is due, in part, to lack of program-specific funding for the deaf and hard of hearing population, as well as a lack of 
awareness that the needs of people who are deaf and hard of hearing differ greatly from other groups. Most providers 
have limited knowledge of this group’s challenges and communication preferences, and are equally uninformed about 
how to provide culturally competent services to them.  

Benefits of Reducing Behavioral Health Disparities and Promoting Cultural Competency
The department recognizes the value of identifying barriers and gaps in programs, practices, policies, and services 
that contribute to disparities and pose formidable challenges to attaining optimal health. It also understands that 
special populations may have vastly differing needs and health outcomes from one another. Therefore, OhioMHAS has 
dedicated itself to supporting county and local community partners in improving access to prevention, treatment, and 
recovery services because cultural and linguistic competence, diversity and inclusion produce numerous benefits.

BACKGROUND, cont’d.

Social Benefits

•Increases mutual respect and 
understanding between patient 
and organization

•Increases trust

•Promotes inclusion of all 
community members

•Increases community health 
awareness

•Assists patients/families in their 
care

•Promotes personal responsibility 
in managing health

Health Benefits

•Improves patient data collection

•Increases preventive care by 
patients

•Reduces care disparities in the 
patient population

•Increases cost savings from 
a reduction in medical errors, 
number of treatments and legal 
costs

•Reduces the number of missed 
medical visits

Business Benefits

•Incorporates different  
perspectives, ideas, and strategies 
into the decision-making process

•Decreases barriers that slow 
progress

•Moves toward meeting legal and 
regulatory guidelines

•Improves efficiency of care  
services

•Increases the market share of the 
organization 
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OHIOMHAS
HEALTH OPPORTUNITIES STATEMENT

OhioMHAS acknowledges that overall health and well-being 
are influenced by several factors which are deeply embedded 
within the social determinants of health.  The Centers for 
Disease Control (CDC) defines the social determinants of 
health as the conditions and places where people live, learn, 
work, and play. These multiple, overlapping factors impact a 
wide range of risks and health outcomes across the lifespan 
and have considerable implications for efforts to improve 
access to quality behavioral healthcare.

Health disparities, resulting from these various social 
disadvantages, are reflected in differences in length of life; 
quality of life; rates of disease, disability, and death; severity 
of disease; and access to treatment. There is significant 
research that shows health outcomes experienced by racial 
and ethnic minorities differ dramatically when compared to 
those of the general population. The COVID-19 pandemic, 
and its subsequent response, exposed the deeply rooted 
health disparities facing communities of color. Racial trauma 
and exclusion, and the social unrest that has resulted from 
them, have affected generations of people of color and 
continue to do so to this day. Removing these disparities is 
an essential component in improving healthcare access and 
outcomes.

Health equity is achieved when every person has the opportunity to 
“attain his or her full health potential” and no one is “disadvantaged 

from achieving this potential because of social position or other socially 
determined circumstances.” Health inequities are reflected in differences 

in length of life; quality of life; rates of disease, disability, and death; 
severity of disease; and access to treatment.

~ Centers for Disease Control and Prevention

It is the aim of OhioMHAS and the DACC Advisory Group 
to promote and use culturally and linguistically competent strategies to transform “one size 

fits all” approaches in behavioral health care to culturally competent systems of care that are 
responsive and appropriate to the diverse needs of all Ohioans, in recognition of their ability, 

disability, age, educational level, race, ethnicity, gender, geographic origin, race, religion, 
sexual orientation, socio-economic status, and other social determinants of health.

“Behavioral Health Equity is the right to 
access quality health care for all populations 
regardless of the individual’s race, ethnicity, 

gender, socioeconomic status, sexual 
orientation, or geographical location. This 

includes access to prevention, treatment, and 
recovery services for mental and substance use 

disorders.

Advancing health equity involves ensuring 
that everyone has a fair and just opportunity 
to be as healthy as possible. This also applies 

to behavioral health. In conjunction with 
quality services, this involves addressing social 

determinants, such as employment and housing 
stability, insurance status, proximity to services, 
culturally responsive care – all of which have an 

impact on behavioral health outcomes.”

~ Substance Abuse and Mental Health 
Services Administration
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STRATEGIC GOAL AREAS
To promote optimal health for all Ohioans with a focus on groups with disparate health outcomes. within the state and 
local systems of care, the OhioMHAS CLC Plan focuses on the following SIX STRATEGIC GOAL AREAS:

Leadership Development - Strengthen and broaden diversity in leadership at all levels to improve 
behavioral healthcare access and outcomes in populations experiencing disparities.

Access to Care Across the Lifespan and Continuum of Care - Improve behavioral healthcare 
outcomes for racial, ethnic, and underserved populations across the lifespan and continuum of care.

A Culturally & Linguistically Competent Workforce - Improve cultural and linguistic competency 
and the diversity of the behavioral health workforce.

Data, Research & Evaluation - Improve data availability, coordination and utilization in research and 
evaluation outcomes.

Awareness - Increase awareness of disparities in behavioral health, their impact on Ohio residents, and 
the actions necessary to improve behavioral health outcomes for racial, ethnic, and other underserved 
populations.

Health & Human Service Systems Transformation - Collaborate with health and human service 
(HHS) state agencies to reduce health disparities.
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STRATEGIC GOAL AREA #1
LEADERSHIP DEVELOPMENT

Goal: Strengthen and broaden diversity in leadership at all levels.

Educate leadership on the causes and types of health disparities and emerging best and promising practices 
in the field to address the disparate behavioral health burden.

1.1 Design a survey that will assess an organization’s commitment to eliminating health disparities  
 among underserved populations.
1.2 Survey OhioMHAS, state regional psychiatric hospitals and ADAMH boards to determine the number  
 of health equity positions in organizational leadership and establish a baseline for organizational  
 capacity. 
1.3 Identify areas for improvement and develop a remediation plan in response to survey findings.
1.4 Maintain requirements for OhioMHAS leadership, ADAMH boards and provider agencies to receive  
 annual training to enhance knowledge of existing behavioral health disparities, as well as training on  
 the necessary steps needed to eliminate them.

STRATEGY 1

ACTION STEPS

Build and promote youth leadership by piloting youth leadership programs in institutions with large 
minority populations to train young people with leadership potential so that they can be capable leaders 
and practitioners in building sustainable infrastructure and drive community solutions in addressing socially 
determined health disparities.

2.1 Identify up to five academic institutions with minority-heavy student composition and  establish  
 collaborative partnership to: (a) recruit graduate minority students in behavioral health sciences; and  
 (b) provide auxiliary support to ensure their successful graduation and accreditation in Ohio.
2.2 Acknowledging the growing increase in Latino demographic composition in Ohio, pilot a youth  
 leadership program in collaboration with a university with a large Spanish-speaking student body to  
 recruit health science professionals to meet Ohio’s growing need for bilingual behavioral health  
 workers.          

STRATEGY 2

ACTION STEPS

Prioritize agencies’ commitment to dismantling health disparities through the development of a sustainable 
infrastructure that includes diversity in staff, leadership support, resources, and funding to drive organizational 
action, accountability, and investment to promote behavioral health equity.

3.1 Expand staffing capacity in the OhioMHAS and the Bureau of Cultural and Linguistic Competency and  
 identify and assign appropriate funding and resources to ensure consistent implementation of these goals.
3.2   Prioritize funding directed towards ending health disparities and addressing social determinants of  health.  

STRATEGY 3

ACTION STEPS
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STRATEGIC GOAL AREA #2
ACCESS TO CARE ACROSS THE LIFESPAN & CONTINUUM OF CARE

Goal: Improve behavioral healthcare outcomes for racial, ethnic, 
and underserved populations across the lifespan and continuum of care.

Partner with community and state agencies to implement specific strategies to improve overall birth 
outcomes; eliminate racial and ethnic disparities in infant mortality and associated behavioral health 
outcomes.

1.1 Assess internal programs to enhance prevention and wellness activities to improve overall birth  
 outcomes and eliminate racial and ethnic disparities in infant mortality; and associated behavioral  
 health outcomes.
1.2 Identify and develop an inventory of culturally specific strategies to address disparate burden of  
 infant mortality rate and/or associated behavioral health issues across diverse race and ethnicity.

STRATEGY 1

ACTION STEPS

Utilize a System of Care Approach to provide appropriate services for multisystem children, youth, and 
young adults, including people with disabilities, in alignment with their cultural health beliefs and practices, 
including preferred languages and communication preferences.

2.1 Utilize the Ohio Family and Children First - 2020 Multi-System Youth Action Plan to drive culturally and  
 linguistically appropriate services.
2.2 Provide related recommendations and technical assistance to the behavioral health field to support  
 culturally appropriate and equitable interventions.
2.3 Encourage behavioral health practitioners’ participation in health and behavioral health education,  
 prevention, and health insurance programs.

STRATEGY 2

ACTION STEPS

Encourage and increase behavioral health providers’ utilization of the Ohio SBIRT (Screening, Brief 
Intervention and Referral to Treatment) protocol.

3.1 Facilitate behavioral health practitioners’ utilization of the SBIRT protocol among diverse populations. 
3.2 Ensure delivery of quality patient intervention and referrals in a culturally and linguistically competent  
 manner.
3.3 Determine the efficacy of program service delivery across various race, ethnic and cultural populations.

STRATEGY 3

ACTION STEPS
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STRATEGIC GOAL AREA #2
ACCESS TO CARE ACROSS THE LIFESPAN & CONTINUUM OF CARE, cont’d.

Goal: Improve behavioral healthcare outcomes for racial, ethnic, 
and underserved populations across the lifespan and continuum of care.

Address the role the social determinants of health (e.g., social, economic, and environmental factors) play in 
behavioral health outcomes among various underserved populations in Ohio across the lifespan.

4.1 Conduct statewide community needs assessments to get a better understanding of key social   
 determinants of health that are placing disparate behavioral health burden.
4.2 Conduct community and ADAMH board trainings to drive awareness among behavioral health field  
 about the impact of the social determinants of health on behavioral health outcomes among diverse  
 race/ethnicity and underserved communities. 

STRATEGY 4

ACTION STEPS
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STRATEGIC GOAL AREA #3
A CULTURALLY & LINGUISTICALLY COMPETENT WORKFORCE

Goal: Improve cultural and linguistic competency 
and the diversity of the behavioral health workforce.

Recruit, train, and retain culturally and linguistically diverse staff at OhioMHAS, ADAMH boards, and provider 
agencies at all professional, programmatic, and administrative levels that are reflective of the population 
served.

1.1 Track employment at OhioMHAS and ADAMH boards to ensure that professionals and administrative  
 staff hired is reflective of populations served.
1.2 Encourage ADAMHS Boards to include in their strategies for addressing health disparities and   
 increasing cultural competency.
1.3  Acknowledge ADAMH Boards who have pursued culturally competent programs and policies. 
1.4  Ensure at least 50% of ADAMHS boards have plans to address health disparities and increase cultural  
 competency.

STRATEGY 1

ACTION STEPS

Ensure existing translated materials are utilized and ensure crucial web-content and materials are translated 
to the maximum extent possible by OhioMHAS and/or local entities (i.e., ADAMH boards and providers) to 
support populations with limited English proficiency.

2.1 Have readily available translated and culturally linguistically appropriate materials in ADAMHS board  
 offices, all licensed/certified provider agencies, state agency sites and six regional hospitals.

STRATEGY 2

ACTION STEP

Support and promote existing evidence-based and promising-practice initiatives through development of a 
resource bank and learning community.

3.1 Expand and promote the current OhioMHAS CLC website resource bank to be more interactive and  
 include updated state and local resources.
3.2  Establish a statewide Behavioral Health Equity Learning Community that provides an opportunity  
 for collaboration/networking between behavioral health professionals that are broadly inclusive and  
 focused on eliminating health disparities and advancing opportunities for all.
3.3  All local ADAMH boards will establish individual Health Equity and Cultural Competency (HECC) Plans  
 that outlines their role in contributing towards the development and growth of the resource bank and  
 Ohio Behavioral Health Equity Learning Community.

STRATEGY 3

ACTION STEPS
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STRATEGIC GOAL AREA #3
Goal: Improve cultural and linguistic competency 

and the diversity of the behavioral health workforce.

A CULTURALLY & LINGUISTICALLY COMPETENT WORKFORCE, cont’d.

Help integrate the National CLAS (Culturally and Linguistically Appropriate Service) Standards into the 
delivery of behavioral health care and develop incentive programs for ADAMH boards and provider agencies 
to fully implement them.

4.1 Help integrate National CLAS Standards into the work at OhioMHAS, the ADAMH Boards and   
 provider agencies.
4.2 Ensure all ADAMH boards have included National CLAS Standards in their Health Disparities and  
 Cultural Competency Plans.
4.3 Collaborate with other partners to institutionalize use of the National CLAS standards.  

STRATEGY 4

ACTION STEPS
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STRATEGIC GOAL AREA #4
DATA RESEARCH & EVALUATION

Goal: Improve data availability, coordination and utilization 
in research and evaluation outcomes.

Increase data, funding, staff, and infrastructure to fully carry out recommended DACC Committee activities.

1.1 Conduct an environmental scan of all relevant OhioMHAS funding lines to determine the availability  
 of funding to eliminate socially determined behavioral health disparities. 
1.2 Develop a workplan with OhioMHAS Human Resource managers to create positions to address health  
 disparities within Ohio’s behavioral health system.  

STRATEGY 1

ACTION STEPS

Enhance efforts throughout the enterprise to collect data based on the Office of Budget and Management 
(OBM) standards on race, ethnicity, language, and disability.

2.1 Complete a review of data systems to determine the extent data that OBM standards on race,   
 ethnicity, language, and disability are collected.
2.2 Collaborate with operations management and information office CIOs and other data stewards to  
 develop a protocol to ensure all new data systems reflect OBM standards on race, ethnicity, language,  
 and disability.
2.3 Conduct annual data collection standards training that includes OBM data collection standards on  
 race, ethnicity, language and disability, for all staff that collect, process or handle data.

STRATEGY 2

ACTION STEPS

Implement creative strategies to (a) improve collection of general and specifically disaggregated racial, ethnic 
and language data that can identify barriers to accessing care (e.g., lack of insurance, fear, social stigma, lack 
of appropriate services); and (b) increase minority group participation in data collection activities.

3.1 Develop, with guidance from subject matter experts, a set of indicators and metrics (as opposed to  
 disparity reduction efforts) that will help to generate useful behavioral health statistics, especially for  
 underserved populations.
3.2 Develop statewide social marketing campaigns to encourage minority groups to self-identify (e.g.,  
 race, ethnicity, language, disability, gender identity, etc.) in data collection activities.

STRATEGY 3

ACTION STEPS
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STRATEGIC GOAL AREA #5
AWARENESS

Goal: Increase awareness of disparities in behavioral health, 
their impact on Ohio residents, and the actions necessary to improve 

behavioral health outcomes for racial, ethnic, and other underserved populations.

Ensure that ending behavioral health disparities is a priority in ADAMH board community plans and 
OhioMHAS’ strategic plan.

1.1 Require a disparities impact statement, which includes strategies focused on eliminating health  
 disparities, in all state, ADAMH board, and provider RFPs, mental health, addiction and prevention  
 processes, and in all grants submitted by OhioMHAS to SAMHSA.

STRATEGY 1

ACTION STEP

Ensure all OhioMHAS initiatives adequately include the elimination of socially determined behavioral health 
disparities as a priority.

2.1 Utilize relevant resources and data identified by the DACC Advisory Committee and CLC Bureau  
 to include in their systems of implementing and monitoring strategies to improve behavioral health  
 access and outcomes and cultural competency.

STRATEGY 2

ACTION STEP

Align OhioMHAS prevention strategies to reduce behavioral health disparities across all population groups, 
promoting the attainment of optimal health and wellness for all.

3.1 Ensure ongoing alignment with the OhioMHAS Strategic Plan goals, objectives, and metrics.
3.2 Develop and launch a statewide, culturally sensitive marketing campaign and communication
 plan with creative messaging targeted to specific audiences of interest.
3.3 Utilize user-friendly branding materials through various communication outlets to promote the
 awareness of identified racial/health disparities in behavioral health.
3.4 Encourage specific yet significant engagement, action, and accountability from ADAMH boards,
 agencies, faith-based, and community organizations.

STRATEGY 3

ACTION STEPS
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STRATEGIC GOAL AREA #5
AWARENESS, cont’d.

Goal: Increase awareness of disparities in behavioral health, 
their impact on Ohio residents, and the actions necessary to improve 

behavioral health outcomes for racial, ethnic, and other underserved populations.

Provide disparities statistics and a strong business case to the field.

4.1  Adopt the federal definition for health disparities per the Minority Health and Health Disparities
 Research and Education Act, United States Public Law 106-525 (2000) p. 2498 and modify to include
 “behavioral health” as a component.
4.2 Adopt the State of Ohio cultural competence definition. Implement a workforce development/
 training plan inclusive of the federal health disparities and Ohio cultural competency definition.
4.3 Require mandatory training of OhioMHAS employees, ADAMH board employees, vendors, partners,
 and other stakeholders, through various virtual communication platforms, in the use of the federal
 health disparities definition, Ohio cultural competency definition, the National CLAS Standards, and
 in the implementation of the OhioMHAS CLC Strategic Plan.

STRATEGY 4

ACTION STEP



21

STRATEGIC GOAL AREA #6
HEALTH & HUMAN SERVICE SYSTEMS TRANSFORMATION

Goal: Collaborate with health and human service (HHS) state agencies 
to reduce health disparities.

Recruit Ohio HHS agencies to participate in eliminating socially determined behavioral health disparities.

1.1 Identify strategies to recruit HHS agencies that are not currently participating. 

1.3 Collaborate with participating HHS agencies to ensure that:
 A. All OhioMHAS staff and operating divisions will review their strategic plans, communications,  
  programs, and regulations to assure that the goals, strategies, and actions address health  
  disparities to the fullest extent possible. 
 B. All staff and operating divisions will assess current and future capacity to support a   
  Disparities Action Plan and will align resources to meet these goals.

STRATEGY 1

ACTION STEPS

Educate and train HHS state agency partners on the impact of socially determined behavioral health 
disparities.

2.1 Conduct appropriate, effective behavioral health disparities and cultural competency training.
2.2 Provide technical assistance to HHS partners.
2.3 Perform knowledge assessments at the end of all trainings and technical assistance.
2.4 Track number of trainings and complete summary/findings from knowledge assessments.

STRATEGY 2

ACTION STEPS

Update HHS state agency partners on the status of OhioMHAS programs and initiatives implemented through  
its CLC 2020 Strategic Vision.

3.1 Provide a timely update on the status of OhioMHAS programs and initiatives implemented through its  
 CLC 2020 Strategic Vision via a report, presentation/webinar, or memo.

STRATEGY 3

ACTION STEP
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RESOURCES
This table provides information on the topics of cultural competency, health disparities, the social determinants of 
health, and racism. After studying this information, readers should have a better understanding of how working to 
reduce the impact of health disparities disproportionately effecting communities of color and other underserved 
groups will contribute to helping every Ohioan attain his or her full health potential and lead to a healthier Ohio.

Resources listed as Foundational are highly recommended. Resources listed as Supplemental are encouraged for those 
wanting to take a deeper dive into the respective topic areas.

Chronic Disease Profiles
Ohio Department of Health
Foundational

Ohio data on chronic diseases and risk factors by sex, 
race/ethnicity, age, income, and education.

State Health Improvement Plan (SHIP)
Ohio Department of Health
Foundational

A tool to strengthen state and local efforts to improve 
health, well-being, and economic vitality in Ohio. The 
SHIP’s main components are: 1. Six priorities including 
three factors and three health outcomes; 2. Thirty-seven 
measurable objectives; 3. A menu of evidence-informed 
strategies; and 4. An evaluation plan to track and report 
progress.

Health Disparities and Inequalities Fact Sheet
Centers for Disease Control (CDC)
Supplemental

National data on inequities in causes of death and 
illness, risk factors, health care access, and other social 
characteristics.

Interactivity: YoYo Health
Unnatural Causes
Supplemental

Interactivity from the documentary “Unnatural Causes” 
explaining how the U.S. compares with other countries 
on a few measures and what that means for health and 
health attainment.

Ohio State Health Assessment (SHA)
Ohio Department of Health
Health Policy Institute of Ohio
Supplemental

Ohio data on health outcomes, risk factors, and the 
influence of adverse childhood experiences (ACEs). Many 
of the reported findings include data disaggregated by 
race/ethnicity, income, and education status to identify 
disparities.

States in Detail
Trust for America’s Health
Supplemental

State-specific data including key health, public health, 
and preparedness indicators.

Health Disparities
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RESOURCES, cont’d.

Social Determinants of Health
Healthy People 2020
Foundational

Website providing an overview of the social 
determinants of health, why they are important, and a 
list of examples from different sectors. 

Reaching for a Healthier Life—Facts on Socioeconomic 
Status and Health in the U.S.
John D. and Catherine T. MacArthur Foundation 
Supplemental

Report outlining how social and economic factors 
influence health.

Video: Social Determinants of Health
Let’s Learn Public Health Series
Supplemental

Video describing what the social determinants of health 
are, how they impact health, and a framework developed 
by the World Health Organization.

Social Determinants of Health

Race & Health

Ten Things Everyone Should Know About Race
Race—the Power of an Illusion
Foundational

One-page fact sheet about race.

Video: Allegories on Race and Racism
Camara Jones
Foundational

TEDx talk discussing concepts of race as a social 
construct, power, privilege, the three levels of racism, 
and opportunities to address racism.

Black Lives Matter: A Commentary on Racism and Public 
Health
Jennifer Jee-Lyn Garcia & Mienah Zulfacar Sharif
Foundational

Article describing why racism is a public health concern.

Levels of Racism: A Theoretic Framework and a 
Gardener’s Tale
Camara Jones
Supplemental

Article presenting a theoretical framework 
for understanding the three levels of racism: 
institutionalized, personally mediated, and internalized.

Interactivity: Accumulating Advantage
Unnatural Causes
Supplemental

Interactivity from the documentary “Unnatural Causes” 
explaining how health is impacted by race and class.

The Business Case for Racial Equity a Strategy for Growth
W.K. Kellogg Foundation
Supplemental

Outlines how advancing racial equity has potential 
for profound positive economic growth. This updated 
report was created to connect the dots between current 
policies and practices, human capital constraints, 
untapped markets, and lost revenues.
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RESOURCES, cont’d.

Video: The Danger of a Single Story
Chimamanda Ngozi Adichie
Foundational

TED Talk which warns against generalizing about other 
people and cultures.

Understanding Implicit Bias
Kirwan Institute
Foundational

Four training modules that provide insight to how 
our minds operate and explain the origins of implicit 
associations. The modules help uncover personal biases 
and offer strategies to address them.

Video Series: #RaceAnd
Race Forward
Supplemental

Video series on intersectionality, which explores how 
race intersects with gender, class, religion, disability, 
sexuality, and other identities.

Interactivity: Implicit Association Test
Harvard University
Supplemental

Series of tests one can take to become aware of one’s 
own implicit biases.

Diversity & Inclusion

Statewide Plans/Recommendations to Promote Fair and Just Opportunities,
Support Cultural Competency and Improve Health

State Health Improvement Plan (SHIP)
Ohio Department of Health
Foundational

A tool to strengthen state and local efforts to improve 
health, well-being, and economic vitality in Ohio. The 
plan is designed to be implemented by a wide range of 
public and private partners.

COVID-19 Minority Health Strike Force Blueprint
Report was developed by Governor DeWine’s COVID-19 
Minority Health Strike Force with input from many 
community members around the state.
Foundational

34 recommendations on dismantling racism, removing 
public health obstacles, improving the social/economic 
and physical environments, and strengthening data 
collection to better track disparities.

Connections Between Racism and Health: Taking Action 
to Eliminate Racism and Advance Equity
Health Policy Institute of Ohio
Foundational

Action steps that can be taken to eliminate racism and 
reduce health disparities.

National Stakeholder Strategy for Achieving Health
Equity
U.S. Department of Health and Human Services
Foundational

Historical context and 20 strategies for improving health 
outcomes of several underserved U.S. ethnic populations
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RESOURCES, cont’d.

National CLAS Standards

National Standards for Culturally and Linguistically 
Appropriate Services (CLAS)
Office of Minority Health
Foundational 

Fact sheet outlining the 15 standards for health 
and healthcare sectors; they are applicable for any 
organization wishing to provide services that are 
culturally and linguistically appropriate.

CLAS Training Session 1: Introduction to CLAS Standards
Foundational

E-learning module (30 minutes) ideal for staff at any level 
of an organization or agency that serves a culturally and 
linguistically diverse population.

CLAS Training Session 2: Governance, Leadership, 
Workforce
Supplemental

E-learning module (30 minutes) ideal for supervisors and 
hiring managers.

CLAS Training Session 3: Communication and Language 
Assistance
Supplemental

E-learning module (30 minutes) ideal for staff who 
provide direct services to diverse populations.

CLAS Training Session 4: Engagement, Continuous 
Improvement, and Accountability
Supplemental

E-learning module (30 minutes) ideal for staff at any level 
of an organization or agency that serves a culturally and 
linguistically diverse population.

Think Cultural Health
US Department of Health and Human Services
Supplemental

Website featuring information, continuing education 
opportunities, and resources on the CLAS standards.

Government’s Role in Promoting Optimal Health for All

Why Government?
Government Alliance on Race and Equity
Foundational

Description of how and why government should play a 
role in ending health disparities.

Ohio’s Executive Response: A Plan of Action to Advance 
Equity
Governor’s Office
Foundational

Governor DeWine’s Executive Plan of Action in response 
to the COVID-19 Ohio Minority Health Strike Force 
Blueprint Recommendations. The actions outlined 
are to ensure that “all Ohioans — regardless of race, 
background, gender, or religion — have the opportunity 
to live up to their full potential.”

Tools and Resources
Government Alliance on Race and Equity
Supplemental

Website with resource guides and issue papers with 
guidance on ending health disparities.
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RESOURCES, cont’d.

Communicating about Diversity and Improved Access for All

Race Reporting Guide
Race Forward
Foundational (Key Terms & Concepts start on page 25)

A reference designed for media, which includes a 
glossary of key terms and concepts.

Gender Identity and Sexual Orientation Glossary of Terms
Human Rights Campaign
Foundational

Web resource with definitions for gender identity and 
sexual orientation terms.

Communicating with and About People with Disabilities
Centers for Disease Control and Prevention
Foundational

One-page fact sheet with suggestions on how to 
communicate about disability status.

A New Way to Talk About the Social Determinants of 
Health
Robert Wood Johnson Foundation
Supplemental

Guidance for how to talk about the social determinants 
of health in a way that people can understand and is 
meaningful.

Pronouns: What They Are and Why They Matter
Kirwan Institute
Supplemental

This session provides an overview of related topics such 
as de-mystifying gender neutral pronouns (ex: they/
them); how to incorporate pronoun-sharing into both in-
person and virtual platforms; gender-inclusive language 
beyond pronouns; additional considerations for gender 
inclusivity; and additional resources.

What Does It Mean to Be Anti-Racist?
Kirwan Institute
Supplemental

Teaches the principles of anti-racism to advocates of all 
types and provides strategies for living them out in big 
and small ways in our own spheres of influence.
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DEFINITIONS
CULTURAL COMPETENCE
A continuous learning process that builds knowledge, awareness, skills, and capacity to identify, understand, and 
respect the unique beliefs, values, customs, languages, abilities, and traditions of all Ohioans in order to develop 
policies to promote effective programs and services.

CULTURE
A system of collectively held values, beliefs, and practices of a group which guides decisions and actions in patterned 
ways.

DISPARITIES
The first attempt at an official definition for “health disparities” was developed in September 1999, in response to a 
White House initiative. The National Institutes of Health (NIH), under the direction of thendirector Dr. Harold Varmus, 
convened a NIH-wide working group charged with developing a strategic plan for reducing health disparities. That 
group developed the first NIH definition of health disparities:
“Health disparities are differences in the incidence, prevalence, mortality, and burden of diseases and other adverse 
health conditions that exist among specific population groups in the United States.”
In 2000, United States Public Law 106-525, also known as the “Minority Health and Health Disparities Research and 
Education Act,” which authorized the National Center for Minority Health and Health Disparities, provided a legal 
definition of health disparities:
“A population is a health disparity population if there is a significant disparity in the overall rate of disease incidence, 
prevalence, morbidity, mortality or survival rates in the population as compared to the health status of the general 
population.”
 
HEALTH EQUITY
Equity can be defined as equal opportunity for all population groups to be healthy.  Equity is the absence of socially 
unjust or unfair disparities in access to services, quality of services, and health and behavioral health outcomes.

ETHNICITY
Refers to a common heritage (e.g., history, language, rituals, food) shared by a particular group.

LINGUISTIC COMPETENCE
Linguistic competence is the capacity of an organization and its personnel to communicate effectively, and convey 
information in a manner that is easily understood by diverse audiences including persons of limited English 
proficiency, those who have low literacy skills or are not literate, individuals with disabilities, and those who are deaf 
or hard of hearing.  Linguistic competency requires organizational and provider capacity to respond effectively to the 
health and behavioral health literacy needs of populations served. The organization must have policies, structures, 
practices, and dedicated resources to support this capacity. This may include, but is not limited to, the use of:
         • bilingual/bicultural or multilingual/multicultural staff;
         • cross-cultural communication approaches;
         • cultural brokers;
         • foreign language interpretation services including distance technologies;
         • sign language interpretation services;
         • multilingual telecommunication systems;
         • videoconferencing, telehealth, and other assistive technology devices;
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         • Communication Access Realtime Translation (CART) or Viable Realtime Transcriptions (VRT);
         • print materials in easy to read, low literacy, picture and symbol formats;
         • materials in alternative formats (e.g., audiotape, Braille, enlarged print);
         • varied approaches to share information with individuals who experience cognitive disabilities; 
         •  materials developed and tested for specific cultural, ethnic and linguistic groups; and
         • translation services including those of:
         • legally binding documents (e.g., consent forms, confidentiality and patient-rights statements, release   
  of information, applications)
         • signage
         • health education materials
         • public awareness materials and campaigns
         • ethnic media in languages other than English (e.g., television, radio, Internet, newspapers, periodicals).

RACE
Race is a social construct that describes people with shared physical characteristics. It is often thought to be based on 
genetic traits (e.g., skin color). But there is no reliable means of identifying race based on genetic information.

DEFINITIONS


