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The Oklahoma Academy for State Goals is a statewide nonprofit, nonpartisan, mem-
bership organization founded by Governor Henry Bellmon to bring public attention 
to policy issues, provide objective, thorough research and act as a catalyst for positive 
change. 

After his first term as governor, Bellmon knew there was a need for open, nonpartisan 
dialogue in the young state. He sought to create a public policy organization that was 
independent, nonpartisan and inclusive. The purpose of which was to provide citizens 
the opportunity to participate in a truly democratic process designed to shape the future 
of Oklahoma. To this day, The Oklahoma Academy upholds Bellmon’s vision and the 
organization’s long-standing reputation as the state’s premier citizen-based organiza-
tion for nonpartisan public policy development. 

From its inception in 1967 to its revitalization in 1985 to its adoption of the Town 
Hall process in 2001, The Oklahoma Academy has maintained its relevance in raising 
awareness and creating public policy for a better Oklahoma. Despite its small staff 
and limited resources, The Oklahoma Academy generates and manages an impressive 
amount of public policy information, engages the citizens of Oklahoma in discussing 
and developing policy recommendations and works ardently with the community lead-
ers and policymakers to implement the resulting ideas through community and legisla-
tive action. To date more than 77 pieces of legislation passed since the adoption of the 
Town Hall process in 2001. 

The Academy Process identifies areas of need and problems facing Oklahoma, con-
ducts research on identified critical issues, and develops long range goals, consensus 
recommendations, and agendas for action.

Through the Town Hall conference process, citizens are given the opportunity to 
honestly and openly discuss the issues, determine the solutions, and collaborate to 
develop public policies that they believe will achieve the greatest good. Then, the 
attendees are empowered to lobby their legislators and other policy makers about the 
proposed policies.

The Academy has covered a wide range of topics, including education, small business 
development, government structure, crime, technology and the future, and the state’s 
constitution. 

Building Awareness, Developing Policies, Inspiring Oklahomans to Move Ideas Into Action!
The Oklahoma Academy, P.O. Box 968, Norman, OK 73070
Phone: (405) 307-0986           Email: lynn@okacademy.org

www.okacademy.org

© The Oklahoma Academy for State Goals



Academy President and CEO
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Hello 2021 Town Hall Member Participant!

The 2021 Town Hall focus on mental health and improving our mental wellness could not be better timed.  
Oklahoma’s prevalence of mental illness is disappointingly high, and while Oklahoma has implemented 
a number of innovative programs that have generated positive outcomes,  our roadblock to improving our 
rankings continues to be scalability.  We must direct more resources – financial, human, and physical – to 
evidence-based programs that have demonstrated positive outcomes.  

By accepting the invitation to participate, you have promised to be prepared and ready for open, honest 
discussion and deliberation. This resource book has been developed to help you do that. It is important that 
you read the document.  Several of you work directly or indirectly in the mental health field or closely related 
fields, and therefore may feel you know all there is to know on addressing mental health and improving mental 
wellness. You may, but you still need to be willing to listen and learn.  Others participating know that mental 
health is important to our lives,but don’t necessarily know all of the specific aspects to be considered in making 
sure how best Oklahoma promotes healthy communities and provides the highest quality care to enhance the 
well-being of all our citizens.  The Background Resource Document is developed to provide many different 
sides of the issue. If you do not read the document, you will not be prepared, and you will stifle your group’s discussion.  

You have also accepted the responsibility to represent others in your geographic, demographic, and vocational areas as you discuss and 
deliberate the discussion questions at Town Hall. You’ll be sharing what you learned and Information on the Findings and Recommendations 
you helped create.  It is critical to be prepared.  The success of any Town Hall is dependent upon the preparedness of its participants.  As a Town 
Hall member your voice can be heard, should you choose it to be.

Throughout January and May, we held community “listening sessions” on the topic of mental health.  By “listening session” we mean an 
opportunity to hear from citizens on their thoughts and concerns about mental health in Oklahoma. Due to the ongoing coronavirus pandemic, 
our 2021 listening sessions were conducted via Zoom. Overall we conducted 23 sessions spread out over 8 regions of the state. Many thanks 
to Michael Gordon, Martie Oyler, Rachel Hutchings, Lana Reynolds, Amy Loftis-Walton, Craig Stephenson, Larry Rice, John McArthur, John 
Feaver, Mita Bates, JaHannah Jamelarin, Sara Jane Smallwood-Cocke, and Jodi Lewis  for their help in organizing sessions in their parts of the 
state!

Your Assignment and Role…
Take advantage of your unique opportunity. Be prepared. Listen actively, share your thoughts and ideas, and importantly, be willing to learn. 
The work of the Town Hall is much easier, more satisfying, better done, and more fun to those who have prepared themselves appropriately 
for the discussions. While there are some plenary session speakers who share information with us during the Town Hall, the real speaker and 
developer of what comes out of a Town Hall is YOU.  The better prepared you are, the richer the discussions and the better the consensus 
recommendations and solutions.  

So, I say again, Be Prepared!

I’m looking forward to seeing you at Town Hall 2021!

Many thanks to our two Town Hall Planning Co-Chairs, Anne Roberts and Richard Wansley. They have collaboratively participated in 
the work of the research committee in developing the details and specifics of this Town Hall.  And huge thanks to the Planning Committee 
members and to Craig Knutson, Research Committee Chair.

Recognition must be given to staff member, Lynn Thompson, Communications & Development Director, for the design and production of 
the Background Resource Document; and Recognition must be given to April Maddry, Membership & Programs Manager, for her work in 
maintaining excellent contact with those interested in participating or observing this Town Hall as well as working with the Town Hall facility 
to ensure all is set up properly. 

JULIE KNUTSON
President and CEO



ODMHSAS Commissioner

© The Oklahoma Academy for State Goals II

In 2008, the Oklahoma Academy first looked at behavioral health challenges through the lens 
of criminal justice. The resulting report initiated further dialogue about the relationship between 
under-addressed mental health and addiction issues and the criminal justice system. We have 
made significant changes to the statewide behavioral health treatment system since then, creating 
a network of services and supports that looks far beyond what was envisioned at that time. 

Today, the presence of Oklahoma’s mental health champions is greater now than it has ever been 
and includes executive level endorsement from Governor Stitt and the First Lady. We are grate-
ful for the momentum that builds every day and believe this is what it will take to get Oklahoma 
to the next level. Together, we will reduce our rates of suicide and decrease substance abuse by 
ensuring services are within reach of every Oklahoman.   

This year, the Oklahoma legislature made a historic investment in the Oklahoma Department of 
Mental Health and Substance Abuse Services, prioritizing the development of a comprehensive crisis response continuum. 
This system includes a statewide crisis call center, mobile response teams, integrated technology between law enforce-
ment and mental health providers, and additional urgent recovery care and crisis treatment centers. The return on this 
investment will not only save lives, but change the trajectory of many Oklahomans, keeping us engaged with our families 
and being productive members of our communities.   

While we are making incredible progress, it is important to acknowledge that there is still so much more for us to do. We 
have a tremendous opportunity right now to create the most advanced approaches that prevent, treat, and help Oklaho-
mans recover from mental health and addiction challenges. Oklahoma is fast becoming the model that other states will 
measure against and we will be a Top Ten state for mental health. That is the goal, and it will take continued effort and 
collaboration among multiple partners to get us there.

I am grateful that the Oklahoma Academy for hosting a Town Hall event dedicated to addressing mental health issues. It is 
vital that we all recognize what we have achieved and build on these accomplishments to help set a successful vision for 
the future. There is no ceiling on what we can accomplish, together.

Carrie Slatton-Hodges 
Commissioner, Oklahoma Department of Mental Health and Substance Abuse Services
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2021 Town Hall Leadership
It is my honor and privilege to serve as Chairman of the Board for The Oklahoma Academy for 
2021.  As such, I also get to serve as your Chairman for this 2021 Town Hall: “Addressing Men-
tal Health – Improving Mental Wellness”.

This topic was chosen as the subject for our 2020 Town Hall which had to be canceled because 
of Covid.  It is therefore somewhat ironic that because of what many experienced during the 
shutdowns and other actions taken to stop the spread of the Covid pandemic, that the topic of 
mental illness and what we can do about it in Oklahoma seems even more timely.

At this Town Hall you will be asked to consider many, but certainly not all, of the issues of deal-
ing with the mental health of our populous.  From children’s issues to police training to making 
adequate professionals and resources available, we will ask you to help those in the field and our 
legislators with new ideas to address this chronic problem.

While you will be shown some actions specific communities are taking to alleviate the problems presented by mental 
health issues, one of the main tasks of any Town Hall is to develop recommendations that can be adopted by our legisla-
ture.  Our goal is always to develop strong policy recommendations that the Academy, with your help, can strive to get 
into legislation.

In closing, I want to thank you for your commitment to this process.  Your willingness to give three+ days to this effort is 
greatly appreciated.  And I know it will be worth it!  So, let’s get to work – and it’s okay if you have a little fun along the 
way!

Howard Barnett
Town Hall Chair
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This Town Hall was two+ years in the making.  In June of 2019, the board of directors met at 
our annual retreat to deliberate what the 2020 Town Hall topic would be.  That was pre-COVID.  
Almost thirty months later, we are fighting the second variant of COVID (Delta), while research-
ers have identified another MUtation (Mu variant) in S. America.

Oklahoma was already suffering mental health issues and illnesses in 2019; those issues have 
only multiplied since then and will no doubt be reflected in reports like those listed on page 1 
of this document for years to come. For those who call Oklahoma home, low socio-economic 
rankings are, sadly, a given.

The table lists four significant reports, all utilizing multiple measures/metrics, to compare the 
mental health status in all fifty states.  Despite the goal of Oklahoma becoming a Top Ten State, 
the data and research paints a starkly different picture. 

The Mental Health Association’s 2021 Rankings, reflecting 2019 data, show Oklahoma ranked 45th in the country, where 
1st is best.  Utilizing 15 distinct measures, under three major categories, only Arkansas and Colorado fared worse than we 
did in our region.  The three WalletHub reports, covering similar but different aspects of mental health well-being, reveal 
very similar rankings and trends.

What we’ve seen through the development of our background resource document (BRD) and heard from the 694 respons-
es, during the 23 listening sessions conducted in January through May (Listening Session Report can be found on the 
following four pages)  of this year is a long-term, upstream preference for PREVENTION, balanced against the imme-
diate, short-term needs of TREATMENT.  Given our rankings, the operative word is BALANCED.  We need to address 
the problems of mental health and substance abuse we encounter on a daily basis WHILE implementing evidence-based 
preventive strategies/programs to slow the growth of those maladies.

According to a book by Faust and Menzel entitled Prevention vs. Treatment: What’s the Right Balance? “most prevention 
is cost-effective, but no more so than treatment, and little prevention is cost-saving.”  So, what sounds like a no-brainer for 
the future (Prevention) is somewhat offset by the realities of the present (Treatment).  But on the behavioral health contin-
uum, both show up, side by side, interventions that reduce the risk of problems AND services for those already diagnosed 
with a disorder.

I’ll close with a shout out to the Vermont Department of Mental Health.  Vermont topped the ranking in the MHA report 
and has consistently performed well over time.  They have a Prevention and Promotion section at their website that talks 
about the 7 Steps to Whole Health, their activities in Building Flourishing Communities and Managing Trauma, an exten-
sive Mental Health Public Information and Deconstructing Stigma section, and their two research-informed programs to 
reduce the incidence of child abuse (Strengthening Families) and nourishing youth resilience (Youth Thrive).  Talk about 
being balanced!!  There’s a reason they are ranked at the top.  
 
( https://mentalhealth.vermont.gov/promotion-and-prevention )

Craig Knutson
Town Hall Research Chair
President/CEO of Potts Family Foundation
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Thoughts from our Town Hall Research Chair...



Listening Session Report
Steven Kappen, Summer 2021 Oklahoma Academy Intern

Due to the ongoing coronavirus pandemic, our 2021 listening sessions were conducted via Zoom. Overall we conducted 
23 sessions spread out over 8 regions, and the results contain the data from 694 responses to the surveys presented during 
these Zoom sessions. We greatly appreciate all those who volunteered to come to a session in their region.

We split our topics and subtopics into 2 rounds of sessions, a first round and second round was held for each region. The 
topics were consistent for each round of sessions. Each session received the same topics in the first round,each session 
received the same topics in the second round. We attempted to split some regions into smaller ‘subregions’ for the first 
round of sessions, but the results are aggregated and presented by region.

The two topics covered in the first round of sessions were ‘Children and Youth’ and ‘Community Response’, the topics 
covered in the second were ‘Resource Management’ and ‘State Level Engagement’. Within each topic there were four 
subtopics. Participants were presented with information and data explaining the broad issue, then were asked to vote for 
which subtopic they found most important. They then voted for what they found second most important within each topic 
heading.

This report provides a brief overview of the data we collected.
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The 23 Listening Sessions yielded valuable discussion and data that we will provide to the Town Hall Participants, the 
Academy membership, and the general public. The following summarizes the results of the prioritization of the subtopics 
of the major areas that will be discussed at the Town Hall on Mental Health. We will share the overall prioritization of 
“most important” subtopic and “second most important”subtopic under each major area, then how each individual region 
prioritized.

Overall, from all the Listening Sessions, the respondents chose:

CHILDREN AND YOUTH
• ‘Prevention/Early Treatment’ as the most important subtopic, followed by 
• ’Trauma Informed Response’ as the second most important

COMMUNITY RESPONSE
• ‘Mental Health Training for Educators’ as the most important subtopic, and 
• ’Mental Health Training for Law Enforcement’ as the second most important

RESOURCE MANAGEMENT
• ‘Shortage of Mental Health Professionals’ was selected as the most important, and 
• ‘Shortage of Mental Health Professionals’ was also chosen as the second most important

STATE LEVEL ENGAGEMENT
• ‘Funding for Prevention/Treatment Services’ was the most important, followed by  
• ‘Mental Health Courts & Drug Courts’ as the second most important

Regionally, there was a common set of four subtopics between the Metro OKC, Metro Tulsa, South Central, and Southwest 
regions. The common set of most important subtopics was: ‘Prevention/Early Treatment’, ‘Mental Health Training for Ed-
ucators’,’Access to Appropriate Evidence-Based Care’, and ‘Funding for Prevention/Treatment Services’.

The North Central region diverged from the common set by selecting: ‘Mental Health Training for Law Enforcement’ in-
stead of ‘Mental Health Training for Educators’.

The Northwest region diverged from the common set by selecting (in a tie): ‘Adverse Childhood Experiences’ and ‘Trauma 
Informed Treatment/Resilience Training’ instead of ‘Prevention/Early treatment’.

The Northeast region diverged from the common set by selecting (in a tie): ‘Funding for Prevention/Treatment Services’ and 
‘Mental Health Courts & Drug Courts’.

The Southeast region diverged from the common set by selecting: ‘Mental Health Training for Law Enforcement’ instead 
of ‘Mental Health Training for Educators’.They additionally had a tie between ‘Funding for Treatment/Prevention Services’ 
and ‘Mental Health Courts & Drug Courts’.

Thank you to all our Regional team leaders and attendees for participating in our listening sessions. The listening sessions 
are an integral part of the Town Hall process, and we appreciate everyone who joined a Zoom to provide their opinion!
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Town Hall  Contributing  Authors

Tessa Chesher, D.O.

Dr. Tessa Chesher is a member of the psychiatry faculty at the OSU School of Community Medicine and is board certified in 
general psychiatry and child and adolescent psychiatry. She completed her general psychiatry training at the University Of 
Oklahoma School Of Community Medicine, and her child and adolescent psychiatry training at Tulane University School of 
Medicine.  She completed a Harris Fellowship in Infant and Early Childhood Psychiatry at Tulane University School of Medi-
cine. She was on faculty at Tulane in the departments of child and adolescent psychiatry and pediatrics. She is now an associate 
professor in the department of psychiatry at Oklahoma State University Center for Health Sciences. Dr. Chesher’s professional 
interests include infant and early childhood mental health and pediatric consultation-liaison psychiatry.

Nathan Billy, MEd, LPC

Nathan Billy is a tribal member of the Choctaw Nation of Oklahoma and serves as the Deputy Director of Behavioral Health.  He has 
also served the Nation as a substance abuse and mental health therapist in their men’s residential Recovery Center. He co-directs the 
SAMHSA Tribal Opioid Response grant that addresses the opioid epidemic among tribal populations and is a member of the CDC’s 
Opioid Technical Advisory Group. He also oversees Integrated Behavioral Health services within the Choctaw Nation Health Services 
Authority (CNHSA) and was the recipient of the 2019 National Indian Health Board Local Impact Award for his work in integrated 
care. He is currently writing his PhD dissertation, which focuses on Choctaw cultural identity as a source of strength and resilience in 
recovery from substance use disorders

Jason Beaman D.O., M.S., M.P.H., FAPA
Dr. Jason Beaman graduated medical school from Oklahoma State University Center for Health Sciences. He then completed two 
simultaneous residencies in Psychiatry and Family Medicine. After residency, Dr. Beaman completed a fellowship in Forensic 
Psychiatry at Case Western Reserve University in Cleveland, Ohio. He holds board certifications in Family Medicine, Psychiatry, 
Forensic Psychiatry, and Addiction Medicine. After Fellowship, Dr. Beaman completed a Master’s Degree in Pharmacology with 
an emphasis in Forensics at the University of Florida. He also obtained a Master’s in Public Health from Johns Hopkins Univer-
sity. Dr. Beaman currently serves as the Chair of Psychiatry and Behavioral Sciences at Oklahoma State University Center for 
Health Sciences, as well as the Executive Director of Training and Education for the National Center for Wellness & Recovery 
at OSU Medicine. 

Sara Coffey, D.O.

Dr. Sara Coffey is an Assistant Clinical Professor of Psychiatry and Behavioral Sciences at Oklahoma State University Center for Health 
Sciences (OSUCHS). Dr. Coffey completed her adult psychiatry residency at the University of Chicago and her child and adolescent psy-
chiatry fellowship at Harvard Medical School’s Cambridge Health Alliance. During her adult psychiatry training, Dr. Coffey served as the 
chair of the Public Health Committee for the American Medical Association’s Resident’s Committee. She served as a public psychiatry 
fellow for the American Psychiatric Association for two years during her psychiatry training. Dr. Coffey has extensive experience work-
ing within the public-school system in both Cambridge, Massachusetts and Tulsa Area Public Schools. Dr. Coffey is a regionally known 
speaker on the effects of trauma in the classroom and integrated care. Dr. Coffey is currently contracted with the Department of Mental 
Health to provide technical assistance in the implementation of Oklahoma Health Homes.
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Kirk L. Coverstone, Ph.D.

In 2003, Dr. Coverstone founded Stonebridge Behavioral Health, an organization providing mental health services to foster children and 
their parents in over 20 Texas cities.  In 2015, Stonebridge received the Champions for Children Award for its services to foster children. 
From 1992-1999, he practiced psychology independently and served as Director of Psychology for The Pain Care Center.  From 1999-
2001, he was an industrial psychology consultant for Jeanneret and Associates.  From 2001-2002, he served as Vice President of Behav-
ioral Healthcare Associates, developing rehabilitation programs. Prior to 1992, Dr. Coverstone served as Psychologist with Psychiatric 
Associates of Houston.  There, he evaluated and treated children, adolescents, and adults.  He completed post-graduate training at the 
Milton Erickson Institute and family systems therapy from Dr. Carl Whitaker.  



Shelly Ellis, Ph.D.
 
Shelly Ellis diverse educational career provides her a wide perspective of the education profession. Prior to her Deputy Super-
intendent role at the State Department of Education, she served the Oklahoma State Department of Education as the Executive 
Director of School Support and Improvement and the Executive Director of Counseling. Dr. Ellis  earned her PhD in Education-
al Administration, Curriculum and Supervision from the University of Oklahoma, her MEd in School Counseling and BS degree 
in Biology from East Central University. Dr. Ellis enjoys working with schools on Multi -Tiered Systems of Support, compre-
hensive school counseling programs, ICAP, college & career readiness and trauma informed schools, just to name a few. Her 
favorite days of the year are those spent helping schools in any way they need. 

Mark A. Davis, LCSW

Mark began his social work career in 1996 working as a Rehabilitative Specialist at an area Psychiatric Community Mental 
Health Center, where he provided supportive counseling and group rehab to individuals entering an In-patient setting. After 
receiving his Master’s degree in social work from the University of Oklahoma in 2005, he continued his unyielding promotion 
of hope and recovery for people impacted by mental illness, homelessness, trauma, debilitating poverty, and those facing chal-
lenges as a result of involvement with the criminal justice system. Ultimately, his drive to assist at-risk populations along with a 
more global goal of improving the social service system(s) across the community led to his current position as Chief Programs 
Officer for the Mental Health Association Oklahoma.

Mark Kinders, Ed.D.

Mark Kinders retired in 2020 as the Vice President for Public Affairs at the University of Central Oklahoma, after 35 years in public 
higher education. Mark is a U.S. Marine Corps veteran, and is engaged in numerous advocacy associations to increase health care 
access for veterans in Oklahoma. He remains a Visiting Scholar at UCO to coordinate the institution’s varied projects to reduce veteran 
ideation and suicide. Mark holds a bachelor’s degree from the Medill School of Journalism at Northwestern University, a master’s 
in history from the University of Wisconsin-River Falls, a master’s in public affairs through the Executive Program at the Humphrey 
School of the University of Minnesota, and a doctorate in higher education administration from the University of Arkansas.

Misty Anne Jobe, M.A., BHCM II

Captain Misty Anne Jobe served for almost 11 years with the Oklahoma Army National Guard as a Medical Service Corps Offi-
cer, with almost 5 years of those on Active Duty, retiring as a Captain from the Army. She is the mother of twin daughters who 
are recent college graduates. She is passionate about veteran advocacy and educating anyone who will listen on veteran-related 
issues. 

Sherry Fair

Sherry Fair is the Executive Director of Parent Promise/Prevent Child Abuse Oklahoma, an organization working to strengthen 
Oklahoma families through the delivery of home-based parent education and family support programs that promote positive 
health and developmental outcomes for children, as well as school readiness. Parent Promise delivers the Parents As Teachers 
and Healthy Families America programs to expectant families or those with a child 5 or under. With a background in public 
relations, issue campaigns and nonprofit management, Sherry has championed the causes of children throughout her career at 
Oklahoma City Public Schools, Oklahoma Contemporary, the Oklahoma State Department of Education and the MAPS for Kids 
campaign. She has a bachelor’s degree in public relations from Purdue University.

Desiree Doherty, MS

Desiree Doherty is the Executive Director of The Parent Child Center of Tulsa. She has led the organization to become national-
ly accredited and grow to reach over 53,000 children and adults annually. At PCCT, she has been active in collaborative efforts 
to launch Project East Tulsa (a co-location of PCCT with Emergency Infant Services), Tulsa Area United Way’s “nexTulsa” 
leadership training program, Tulsa’s Anti-Bullying Coalition, Family Safety Center of Tulsa’s Child Advocacy Partnership, and 
Tulsa County’s Safe Babies Court Team pilot project with Zero To Three. She holds a Bachelor’s degree in Social Work from 
Oral Roberts University, a Master’s degree in Adult Education/Human Resource Development from Oklahoma State Universi-
ty. Her professional experience is primarily in nonprofit leadership, program development, management training, fund raising, 
donor engagement and board development.
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Jessica Hawkins, MAAL

Jessica Hawkins is the Senior Director of Prevention Services for the Oklahoma Department of Mental Health and Substance Abuse Ser-
vices.  She oversees the state’s federal substance abuse block grant for primary prevention as well as other initiatives for the prevention of 
substance use, suicide, overdose, and mental health promotion.  Prior to joining the Department in 2006, she served as Mission Integra-
tion Manager with the California Division of the American Cancer Society (ACS).  She serves as the First Vice President of the National 
Prevention Network (NPN), an affiliate group of the National Association of State Alcohol and Drug Directors. She received her Master 
of Arts in Administrative Leadership from the University of Oklahoma and BA in Sociology from California State University.



Cheryl McGee, MHR, LPC, LADC/MH

Cheryl McGee is the Program Manager of Project AWARE for the Oklahoma State Department of Education. Cheryl graduated 
from the University of Oklahoma where she earned a Masters in Human Relations. Cheryl holds two professional licensures 
one as a Licensed Professional Counselor and the second as a Licensed Alcohol and Drug Counselor. For the past ten years, 
Cheryl serves the Oklahoma metro area by operating a personal private therapy practice. Her career background of fifteen years 
included serving individuals of all ages by providing counseling services in inpatient psychiatric facilities. Prior to working for 
the State Department of Education Cheryl spent several years as a school counselor within Norman Public Schools. Reaching 
students and educators through a trauma focused lens is her passion and enhances her current role as the Program Manager for 
Project AWARE. 

Karen Orsi

Karen Orsi has been the Director of the Oklahoma Mental Health and Aging Coalition for over 10 years, focusing on older adult be-
havioral health and wellness, the integration of physical and mental health and the integration of the networks that provide services to 
older adults.  She provides older adult behavioral health and wellness advocacy, education and trainings throughout the State. She is an 
Executive Committee Member and State Coalition Representative for the National Coalition on Mental Health and Aging, the immediate 
Past Chair and current Vice Chair of the Planning and Advisory Council to ODMHSAS.  She serves on the Behavioral Health Advisory 
Council, Telligen’s Beneficiary and Family Advisory Council, Telligen’s Governing Body and NewView Low Vision Services  Advisory 
Council. Karen developed the Oklahoma Older Adult Behavioral Health State Plan, the Reducing Depression initiative and the Older 
Adult Peer Support Specialty for Peer Recovery Support Specialists certified by ODMHSAS. She is a certified trainer for QPR, Healthy 
IDEAS, Mental Health First Aid and Mental Health First Aid for Older Adults.  

Sean McDaniel, Ed.D.

With more than three decades of experience in education, Dr. Sean McDaniel was named Superintendent of Schools for Oklaho-
ma City Public Schools in July 2018. McDaniel began his career in education as a language arts instructor at Denver’s Highland 
High School from 1986-1988. He has served in several teaching, coaching and administrative capacities in both Colorado and 
Oklahoma. A proud graduate of Northeastern State University in Tahlequah, Dr. McDaniel went on to earn his master’s degree 
in educational administration from NSU and his doctorate in educational leadership from Oklahoma State University. This year 
marks his 35th year in education and his 19th as a district superintendent. Dr. McDaniel is highly respected by his peers across 
the state and was named 2018 Oklahoma Superintendent of the Year by CCOSA. His knowledge and expertise are recognized at 
the state level, where he has served on the governor’s education advisory board, the state superintendent’s advisory council and 
on the Oklahoma Secondary Schools Activities Association’s board of directors.

Linda Manaugh, M.Ed

Linda Manaugh is a retired educator having taught children with learning disabilities in Moore and Oklahoma City Public 
Schools and serving as an administrator at Metro Technology Centers. She also worked in OKCPS Curriculum and Instruction 
Department as a technology trainer, gifted education coordinator and grant writer. At Metro Tech, Linda served as the admin-
istrator over a dropout recovery, supervised two different instructional campuses, managed the school’s foundation and served 
as grants and federal programs administrator. She is a graduate of Oklahoma State University and the University of Central 
Oklahoma.

Michael Lapolla

Michael Lapolla was the Clinic Manager for the Tulsa Medical College. He helped to establish clinics around the state of Okla-
homa for the University of Oklahoma College of Medicine. Later, he was employed by OU-Tulsa as lecturer in the Department 
of Public Health. Lapolla, who retired from OU in 2010, has been involved in state health care services, medical education and 
health policy research for 35 years. 
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Craig Knutson

Craig Knutson serves as President/CEO of the Potts Family Foundation. He has held professional/executive positions in Tulsa 
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Cheryl has extensive knowledge regarding ACEs. She displays expertise when presenting and training agencies’ staff about 
developmental trauma and its effects on the brains and behaviors of children and family systems. Cheryl brings real world 
experience and stories to her training from her 17 years experience working in public schools as a counselor.  She is certified 
in Traumatic Stress Studies by The Trauma Center and Trauma Research Center, is certified in ARC (Attachment, Regulation, 
Competency) Trauma Treatment for Children and Adolescents, and has completed training with Laura Porter and Dr. Rob Anda 
of ACE Interface to become a NEAR (Neurobiology, Epigenetics, ACEs, Resilience)Science trainer in Oklahoma.  She is a Li-
censed Professional Counselor and a Nationally Board Certified Counselor and School Counselor.  She holds a Master’s Degree 
in Counselor Education from Syracuse University.

Zack Stoycoff, MPA

Zack has more than a decade of experience researching, analyzing and advancing public policy in Oklahoma. At Healthy Minds, 
he manages a full-time staff and works with a team of consultants analyzing data trends, examining best practices and evaluating 
community needs to inform state and local policy conversations around mental health and substance use disorder. Zack previously 
served as Vice President of Government Affairs for the Tulsa Regional Chamber, where he managed state policy priorities around 
health insurance, public health, education and criminal justice. He has a background in journalism and worked as a government 
and crime reporter for the Tulsa World and several local newspapers. He serves on the leadership team of Tulsa’s Young Profes-
sionals and the boards of directors for several Tulsa-area nonprofits in the areas of health care and education. Zack has a Master of 
Public Administration from the University of Oklahoma and a bachelor’s degree in liberal arts from Rogers State University.

Elizabeth Suddath, MPH

Elizabeth Suddath is the Executive Director of Prevention Services & School Climate Transformation Grant Project Director at the 
Oklahoma State Department of Education, where she oversees programs to prevent dating violence, sexual violence, bullying, sub-
stance abuse, and suicide in Oklahoma schools. Elizabeth is also the Project Director of the U.S. Department of Education’s School 
Climate Transformation grant. The School Climate Transformation Grant (OKTransform) has a team of School Climate Special-
ists across the state who provide schools training on the implementation of positive behavior systems and prevention programs. 
Previously, in other positions, Elizabeth worked directly with youth providing behavior restoration practices, health promotion, and 
violence prevention programs. 

Carrie Slatton-Hodges, LPC

Carrie Slatton-Hodges is the Commissioner for the Oklahoma Department of Mental Health and Substance Abuse Services. 
Prior to her current role, Carrie served 12 years as the Deputy Commissioner for ODMHSAS, overseeing treatment and recovery 
services through state operated and contracted treatment providers statewide. In this role, Carrie managed budgets, oversaw 
contracts, streamlined policy, developed cutting-edge programs, cultivated the workforce, expanded partnerships and integrated 
evidence based practices across the State. Carrie has a Bachelor’s degree from Southern Nazarene University and a Master’s in 
Applied Psychology from Southwestern Oklahoma State University. As a Licensed Professional Counselor for 29 years, Carrie 
has hands-on experience in the field of mental health, holding a variety of clinical and administrative positions, in both the public 
and private sectors, delivering and managing all aspects of behavioral health services in rural and urban settings including the 
role of Chief Operating Officer at Oklahoma’s largest Community Mental Health Center.

Gregory A. Shinn, MSW

Greg Shinn began his social work career in 1988 on the Bowery in Manhattan, where he worked in homeless shelters and per-
formed street outreach in subways, parks, and flophouses. He received his master’s degree in clinical social work from New York 
University in 1993. Since then, Greg has worked in a variety of settings, including state psychiatric hospitals, outpatient clinics, 
and home-based programs. From 1993 to 2001, Greg served as the Director of Social Services for the John Heuss House, a shel-
ter in lower Manhattan’s financial district. In 2001, Greg relocated to Oklahoma to join Mental Health Association Oklahoma and 
serve as Associate Director because, as he said, “I moved here to get in on the ground floor of this vision the Association had to 
develop a portfolio of affordable housing, and we’ve never stopped growing.”

Richard Wansley, Ph.D.

Dr. Richard Wansley received his Ph.D. in biological psychology and completed fellowships in public health policy and healthcare 
delivery sciences. He has served in academic medicine as a professor, department director, associate dean, and vice-president. For 
nearly 15 years, Dr. Wansley was the founding executive director and lobbyist for a Chicago nonprofit associated with the medical 
and health professions schools in Illinois and included. Following Dr. Wansley’s retirement from Oklahoma State University’s Cen-
ter for Health Sciences, he began a consulting career, serving as the public policy advisor and lobbyist for Mental Health Association 
Oklahoma. As a research professor at the University of Tulsa, he was a member of the team which constructed a mental health plan 
for Tulsa. Dr. Wansley is a proud member of the Oklahoma Academy’s Board of Directors’ Executive Committee and serves as the 
co-chair of the 2021 Town Hall Planning Committee.
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Nisha Wilson serves as the Chief Clinical Strategy Officer for the Oklahoma Department of Mental Health and Substance Abuse 
Services (ODMHSAS). In this role, Nisha is responsible for the development and implementation of comprehensive approaches to 
clinical services across the statewide continuum of care. Nisha has served in a variety of roles at ODMHSAS in both the provision 
of direct care services and program administration, including the oversight of criminal justice initiatives and the operations of 
state-operated Community Mental Health Centers. She is passionate about bridging the gap between research and practice and is 
focused on outcomes that deliver quality care and treatment. Nisha received a Bachelor’s Degree from Southwestern Oklahoma 
State University and Master’s Degree in Counseling Psychology from Northeastern State University. Nisha is a Licensed Profes-
sional Counselor, served as a board member for the Oklahoma State Board of Behavioral Health Licensure from 2014-2020 and is 
a volunteer with Scouts BSA. 
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Beth Whittle is the Executive Director of Counseling at OSDE. She is also the Project Director of two Department of Justice grants (one 
providing OSDE and districts across the state with a crisis response team and the other a Bullying Prevention Specialist). Beth also helps 
advise the work of the Project AWARE grant as previous to her current position she served as the Project AWARE Program Manager. As 
the Executive Director of Counseling, Beth oversees the efforts of OSDE in relation to increasing school based mental health supports for 
students. She also informs Social Emotional Learning efforts of schools in Oklahoma. Previous to her work at OSDE, Beth was a high 
school and middle school counselor. Beth’s areas of expertise include bereavement and mental health counseling as well as crisis response 
and comprehensive guidance and counseling programs. Beth was a previously nominated OSCA School Counselor of the Year finalist and is 
currently working with veteran counselors throughout the state on a new Comprehensive Guidance and Counseling Model for Oklahoma as 
well as a Comprehensive School Based Mental Health Plan for Oklahoma. 

“Anything that’s human is mentionable, and anything that 
is mentionable can be more manageable. When we can 
talk about our feelings, they become less overwhelming, 
less upsetting, and less scary.” — Fred Rogers

David Wright, Ph.D.

David Wright serves as Director of Decision Support Services for the Oklahoma Department of Mental Health and Substance 
Abuse Services. The responsibilities of this position involve performing research, statistical analysis, and evaluation supporting 
treatment programs for justice-involved individuals. Dr. Wright oversees the evaluation of Adult and Juvenile Drug Courts, DUI 
Courts, Mental Health Courts, Diversion Programs, Prison Re-Entry Programs, and the Substance Abuse Mental Health Services 
Administration’s Mental Health Transformation State Incentive Grant. Prior to this position, Dr. Wright served as the Director of 
the Oklahoma Statistical Analysis Center and Director of Research at the Oklahoma Criminal Justice Resource Center. He has 
received numerous awards and honors for his research publications. Dr. Wright received his Ph.D. in political science from the 
University of Houston, after receiving his Masters degree at Oklahoma State University and his Bachelors degree at Southwestern 
Oklahoma State University.
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• MHA Overall Rankings 2020 (15 measures; under three categories – Youth, Adult, and Workforce 
Availability; OK = 41st, where 1st is best)); WalletHub -  Best and Worst States for Children’s Health Care 
(33 metrics, three categories – Kids Health and access to care; Kids nutrition, physical activity and obesity; and 
Kids oral health; OK = 50th); WH – Happiest State in America (31 metrics, three categories – Emotional/
Physical Well-being, Workplace environment, and Community environmental rank; OK = 43rd); WH – Most 
and Least Stressed States (40 metrics, four categories – Work-related stress, money-related stress, family-re-
lated stress, and health and safety-related stress; OK = 10th where 1 is the MOST stressed state). 

Where Do We Rank
Craig Knutson, Town Hall Research Chair, July 15, 2021

Regional States Mental Health Wallet Hub: Wallet Hub: Wallet Hub:
Association(1) Child Health Care(2) Happiest States(3) Most/Least Stressed(4)

Arkansas 42nd 47 49 11
Colorado 47 8 23 31
Kansas 29 38 33 41
Missouri 38 31 40 40
New Mexico 34 32 39 3
Oklahoma 45 49 48 6
Texas 27 50 25 10
Highest/Best Vermont Hawaii Hawaii Nevada 
Lowest/Worst Nevada Texas West Virginia South Dakota

(1)  Mental Health Association's Overall Rankings 2021:  15 Measures, under three categories -- Youth,
Adult, and Workforce Availability; Oklahoma = 45th, where 1st is best.

(2) WalletHub - Best and Worst States for Children's Health Care (4.13.21): 35 metrics, under three
categories -- Kids Health and Access to Care (55%), Kids Nutrition, Physical Activity, and Obesity (40%), and 
Kids' Oral Health (5%); Oklahoma = 49th, where 1st is best.

(3) WalletHub - Happiest States in America (9.22.20): 32 metrics, under three categories -- Emotional/Physical
Wellbeing (50%), Work-Place Environment (25%), and Community Environmental Rank (25%); Oklahoma = 48th,
where 1st is best.

(4) WalletHub - Most and Least Stressed States (3.29.21): 41 metrics, under four categories -- Work-related Stress (25%),
Money-related Stress (25%), Family-related Stress (25%), and Health/Safety-related Stress (25%); Oklahoma = 6th,
where 1st is the MOST STRESSED.

(1) Mental Health Association’s Overall Rankings 2021: 15 Measures, under three categories -- Youth,
Adult, and Workforce Availability; Oklahoma = 45th, where 1st is best.

(2) WalletHub - Best and Worst States for Children’s Health Care (4.13.21): 35 metrics, under three
categories -- Kids Health and Access to Care (55%), Kids Nutrition, Physical Activity, and Obesity (40%), and
Kids’ Oral Health (5%); Oklahoma = 49th, where 1st is best.

(3) WalletHub - Happiest States in America (9.22.20): 32 metrics, under three categories -- Emotional/Physical
Wellbeing (50%), Work-Place Environment (25%), and Community Environmental Rank (25%); Oklahoma = 
48th, where 1st is best.

(4) WalletHub - Most and Least Stressed States (3.29.21): 41 metrics, under four categories -- Work-related Stress 
(25%), Money-related Stress (25%), Family-related Stress (25%), and Health/Safety-related Stress (25%); Oklaho-
ma = 6th, where 1st is the MOST STRESSED.
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IN BRIEF: Connecting The Brain To The Rest Of The Body
Center on the Developing Child, Harvard University

A growing understanding of how responsive relationships 
and language rich experiences for young children help 
build a strong foundation for later success in school has 
driven increased investment and sparked innovation in 
early learning around the world. The rapidly advancing 
frontiers of 21st century biological sciences now provide 
compelling evidence that the foundations of lifelong health 
are also built early, with increasing evidence of the impor-
tance of the prenatal period and first few years after birth.

A child who is living in an environment with supportive 
relationships and consistent routines is more likely to de-
velop well-functioning biological systems, including brain 
circuits, that promote positive development and lifelong 
health. Children who feel threatened or unsafe may devel-
op physiological responses and coping behaviors that are 
attuned to the harsh conditions they are experiencing at 
the time, at the long-term expense of physical and mental 
well-being, self-regulation, and effective learning. Policy-
makers, leaders of human services systems, intervention 
developers, and practitioners can all use this knowledge to 
create innovative solutions to reduce preventable diseases 
and premature deaths and lower the high costs of health 
care for chronic illnesses.

1.  All biological systems in the body interact with 
each other and adapt to the contexts in which a child 
is developing — for better or for worse. The brain and 
all other organs and systems in the body are like a team of 
highly skilled athletes, each with a specialized capability 
that complements the others and all of whom are dedicated 
to a common goal. Systems relating to brain development, 
heart and lung function, digestion, energy production, fight-
ing infection, and physical growth are all interconnected 
and influence each other’s development and function. Each 
system “reads” the environment, prepares to respond, and 
shares that information with the others. Each system then 
“signals back” to the others through feedback loops that are 
already functioning at birth. Therefore, the environments 
we create and the experiences we provide for young chil-
dren and their families affect not just the developing brain,
but also many other physiological systems, including car-
diovascular function, immune responsiveness, and metabol-
ic regulation. All of these systems are responsible for our 
lifelong health and well-being.

2.  Excessive and persistent adversity early in life can 
overload biological systems and lead to long-term con-
sequences. When stress responses are activated frequently, 
intensively, and persistently during early childhood, they 
can become set on permanent high alert—they may activate 
more easily and quickly and may not turn off as readily as 
they should. From a biological perspective, this is essential 
for survival. If the world is a dangerous place, the inter-

nal systems designed to protect us need to develop in a 
way that anticipates frequent threats. Yet over time, these 
repeated activations lead to greater risk for stress-associ-
ated diseases well into the adult years—conditions such as 
cardiovascular disease, obesity, type 2 diabetes, respiratory 
and immunological disorders, and a range of mental health 
problems. That’s the trade-off of adapting to significant 
early adversity.

Physiological systems typically work most effectively 
when they operate within a well regulated range—and sig-
nificant deviations beyond either end of that range can lead 
to problems in physical and mental health. For example, an 
immune system that doesn’t react at a sufficiently high lev-
el will be unable to fight off serious infection, but one that 
is hyper-reactive could flood the body with disease-caus-
ing inflammation. There are many opportunities to build 
resilience in the face of significant adversity—poor health 
outcomes are not inevitable, but they are more likely if we 
do not adequately support children and families experienc-
ing persistent hardships or threats, particularly in the face 
of structural inequities that impose enormous challenges.

3.  The brain’s developing circuits are highly sensitive 
to the disruptive effects of elevated stress activation. 
Three brain systems are particularly susceptible: (1) emo-
tion regulation, where circuitry for fear and threat devel-
ops early in life; (2) memory systems, where circuitry for 
memory and simple learning begins early and continues 
into later childhood; and (3) executive function systems, 
where circuitry for focused attention, impulse control, and 
higher-level cognitive skills develop in the preschool period 
and become more refined well into the adult years.

4.  Early, frequent activation of the immune system, 
which defends the body against infection and a variety 
of toxic substances, can result in a “double hit” against 
lifelong health. One of the most important components of 
the immune system’s response is inflammation, a physio-
logical function that attacks invading bacteria or viruses, 
clears out the tissue destruction they cause, and begins the 
repair process. Our bodies need this for survival, but over 
time it can put powerful inflammatory substances used 
to kill microbes in constant contact with multiple organs, 
which can eventually damage them (the first “hit”). At the 
same time, a constant state of activation can also make the 
immune system less efficient in its fight against microbes 
(a second “hit”). This may explain why children living in 
adverse environments are more susceptible to recurrent 
infection and more prone to develop chronic inflammatory 
conditions across the lifespan, including heart disease, dia-
betes, depression, arthritis, gastrointestinal disorders, auto-
immune disorders, multiple types of cancer, and dementia, 
among many others.
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5.  The combination of stress and inflammation is espe-
cially threatening to health and well-being through its 
effects on the cardiometabolic system. Extensive research 
has documented increased obesity and elevated blood 
pressure in children experiencing the stresses of poverty, 
racism, unsupportive caregiving, overstimulation from 
excessive noise and overcrowding, and sedentary behavior 
from living in a violent neighborhood with no safe space 
for playing outdoors. There is also growing evidence that 
inflammation contributes to that risk, and that excessive 
amounts of stress hormones such as cortisol, combined with 
chronic inflammation, can result in insulin resistance—a 
physiological disruption that can lead to metabolic syn-
drome, obesity, diabetes, and cardiovascular disease, as 
well as brain changes and cognitive impairment.

Implications for Policy and Practice
• Efforts to prevent many chronic illnesses in adults 
need to begin in the early childhood years. The experi-
ences we have early in life are at least as important for the 
biological foundations of physical and mental health as 
the lifestyle choices we make as adults. Three of the most 
common and costly examples of chronic health impair-
ments—cardiovascular disease, diabetes, and depression—
alone account for more than $600 billion in direct health 
care expenditures in the United States annually (above and 
beyond their indirect costs, such as lost productivity). All 
three share a common association with elevated inflamma-
tion, which can be traced to recurrent hardships or threats 
in early childhood.

• Three science-based principles should be used to 
inform more effective policies and programs across sec-
tors to protect the developing brain and other biological 
systems from the disruptive effects of early adversity. 
These principles can guide interventions that go beyond 
providing learning experiences for children and informa-
tion for parents and other caregivers to create conditions 
that will strengthen the early childhood foundations of both 
learning and health.

◊ Support responsive relationships: Reliable “serve-
and-return” interactions between young children and 
the adults who care for them help to reduce the physi-
ological disruptions of excessive stress activation and 
protect developing biological systems, especially in 
the earliest years. Adult caregivers also need support-
ive relationships to reduce stress, solve problems, and 
share ideas.

◊ Reduce sources of stress: Policies and programs that 
lessen economic and psychosocial burdens on fam-
ilies with young children pay off in two ways. First, 
they reduce chronic activation of stress systems in 
both adults and children. Second, they enhance adult 
capacity for providing responsive caregiving that 
facilitates healthy child development.

◊ Strengthen core life skills: In order to provide a 
well-regulated caregiving environment, adults must 
be able to set and meet goals, manage their own be-
havior and emotions, establish daily routines, and fa-
cilitate social-emotional development and skill-build-
ing in young children. Well-matched programs can 
help both children and adults build and apply these 
skills through modeling, coaching, and practice.

• Primary health care offers a key delivery channel for 
reaching the largest number of children at the earliest 
possible ages in a non-stigmatizing context. Team-based 
care provided through culturally and linguistically respon-
sive, trusted relationships offers a promising model for 
individualized approaches to building resilience and pre-
venting, reducing, or mitigating the consequences of early 
adversity. Reducing disparities in child health outcomes 
at a population level, however, will require a substantial 
shift in professional training, current practice, and payment 
systems to address the following challenges. 

• There is an urgent need for more effective strategies to 
support young children by confronting poverty, racism, 
violence, housing instability, food insecurity, and oth-
er sources of chronic adversity that impose significant 
stresses on their families. Services and supports must 
move beyond a sole focus on children and parents to an 
intentional, “upstream” focus on macro-level policies that 
systematically threaten the health and wellbeing of families 
affected by structural inequities and systemic racism. Sci-
ence-informed thinking combined with on-the-ground ex-
pertise and the lived experiences of families raising young 
children under a wide variety of conditions (many of whom 
are typically marginalized) can be a powerful catalyst of 
new ideas.

• All policies and delivery systems serving young chil-
dren and families across sectors (including but not 
limited to medical care and early care and education) 
can and must measure their success by improved child 
outcomes in both health and learning. Persistent attempts 
to increase access to services, reduce fragmentation, build 
integrated delivery systems, and secure sustainable fund-
ing remain important objectives. But these efforts will not 
produce greater impacts until the measurement of their 
success moves beyond serving more children and enhanc-
ing inter-agency collaboration and begins to focus more 
explicitly on key child outcomes.

For the full paper on which this brief is based, see Con-
necting the Brain to the Rest of the Body: Early Childhood
Development and Lifelong Health Are Deeply Intertwined
Working Paper 15. https:// developingchild. harvard.edu/
resources/
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Preventing mental health problems: what can we do?
Josefien Breedvelt, The Mental Elf, May 15, 2018

It’s time to take action to prevent mental health problems 
from occurring. Science has come to a stage where we are 
starting to uncover what we can do to prevent, for whom 
and when.

In 2015, rapid review (landscaping paper) conducted by 
the Mental Health Foundation looked at the current state of 
the evidence and showed that there are still gaps for cer-
tain population groups and at certain stages during the life 
course (Mental Health Foundation, 2015). The next step is 
to improve our understanding of these at-risk groups and 
look at indicated prevention strategies.

There are various stakeholders and academic fields of ex-
pertise (i.e. public health, psychology, sociology, psychia-
try) aiming to further understand prevention. A new review 
published yesterday in The Lancet Psychiatry explores the 
role that psychiatry can play in improving our understand-
ing of how best to prevent mental health conditions (Aran-
go et al, 2018).

The paper summarizes and reviews the current state of the 
art on prevention of mental health problems. The authors 
start by highlighting the implementation challenge and sug-
gest there is still a gap between our knowledge about risk 
factors and how we have thus far been able to translate this 
to clinical practice.

What is prevention?
The review focuses on the current state of the art on pre-
vention and starts with a definition and overview:

“Prevention in mental health aims to reduce the incidence, 
prevalence, and recurrence of mental health disorders and 
their associated disability. Preventive interventions are 
based on modifying risk exposure and strengthening the 
coping mechanisms of the individual.”

What are likely risk factors for developing a 
mental health problem?
The article discusses the risk factors for developing mental 
health problems including genetic, environmental (pre- and 
post-natal), social risks, trauma, insufficient stimulation, 
general adversity and stressful life events, and drug abuse. 
The list for risk factors given did not aim to cover all risk 
related to developing mental health problems and highlight-
ed that such factors are often related and can create syner-
gistic effects.

What can we do to move the field forward?
The authors present their key prevention messages. They 
provide an overview of the current challenges for preven-
tion as well as recommendations for future practice and 
research.
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The authors recommend investing during critical periods of 
development (the prenatal period, childhood, and adoles-
cence through early adulthood) and to focus on building 
resilience.

All key messages for prevention are:

1.  Translate scientific evidence for cost-effective 
preventive interventions into public health initiatives, 
clinical practice, and service delivery systems

2.  Increase social, professional, and political aware-
ness of advancements and the importance of mental 
health prevention and promotion

3.  Move clinical practice toward at-risk-oriented 
detection and intervention

4. Provide interventions designed for each develop-
mental stage aimed at minimizing the impact of risk 
factors

5.  Promote interventions with a multidisciplinary 
and multilevel (psychological, social, familial, and legal) 
approach

6.  Promote healthy lifestyles including nutrition and 
exercise

7.  Encourage school-based interventions (targeting 
children, parents, and education professionals).

Limitations
The authors provide a comprehensive overview of risk fac-
tors but could also focus on the increased risk that people 
in later life have and other stressful transition points where 
people are at higher risk. We need to be careful not to only 
focus on the perinatal period, children and young adults 
and lose sight of the number of people who are currently in 
adulthood or later life at risk of development. The focus on 

prevention needs to occur across the life course and at key 
transition points.

Further, individual biological and psychological changes 
highlighted in the piece are important factors. However, the 
emphasis on social connection and the interaction between 
the social environment and certain biological change 
would, in my view, also be a recommendation on its own. 
Whilst challenging to evaluate in randomised controlled 
trials, strengthening communities and social connection 
may be promising avenues for future interventions and 
approaches.

Conclusions
The authors provide an overview of the literature on pre-
vention with many recommendations for practice, research 
and policy. I found it helpful that the role of mental health 
professionals was discussed and how they can play a part 
in identifying risk, early intervention and raising awareness 
for prevention with other professional disciplines.

These papers always leave one wondering: what is the key 
take-home message? For me, it’s looking at collaboration 
between scientific disciplines, professional groups, policy 
makers and most importantly involving the public through-
out; in the end it’s an issue we have to tackle together.

Links

Primary paper
Arango C, Díaz-Caneja CM, McGorry PD, Rapoport J, 
Sommer IE, Vorstman JA, McDaid D, Marín O, Serra-
no-Drozdowskyj E, Freedman R, Carpenter W. (2018) 
Preventive strategies for mental health. The Lancet 
Psychiatry Published Online May 14, 2018

Other references
Mental Health Foundation (2015) Prevention review: 
landscape paper. Mental Health Foundation, Nov 2015.
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“The consequences of  unaddressed mental health problems 
manifest themselves in behavior problems, bullying, absentee-
ism, academic difficulties, dropping out,  violence, and crises.”  
— Professor Pearrow, UMass-Boston



ADVERSE CHILDHOOD EXPERIENCES (ACEs)
National Child Abuse Prevention Month 2020, The Children’s Bureau

What Are ACEs?
Adverse childhood experiences (ACEs) are traumatic 
events occurring before age 18. ACEs include all types of 
abuse and neglect as well as parental mental illness, sub-
stance use, divorce, incarceration, and domestic violence. A 
landmark study in the 1990s found a significant relationship 
between the number of ACEs a person experienced and a 
variety of negative outcomes in adulthood, including poor 
physical and mental health, substance abuse, and risky 
behaviors. The more ACEs experienced, the greater the risk 
for these outcomes. By definition, children in the child wel-
fare system have suffered at least one ACE. Recent studies 
have shown that, in comparison to the general population, 
these children are far more likely to have experienced at 
least four ACEs (42 percent vs. 12.5 percent).

How Can This Information Help Children?
Research about the lifelong impact of ACEs underscores 
the urgency of prevention activities to protect children from 
these and other early traumas. When children do experience 
trauma, understanding the impact of ACEs can lead to more 
trauma-informed interventions that help to mitigate nega-
tive outcomes. Many communities are now exploring how 
a focus on reducing ACEs can help prevent child maltreat-
ment, produce healthier outcomes for children and families, 
and save costs down the road.

Resources
About Adverse Childhood Experiences
Centers for Disease Control and Prevention
Provides an overview of adverse childhood experiences. 
(https://www.cdc.gov/violenceprevention/childabuseand-
neglect/acestudy/about.html)

Adverse Childhood Experiences: Looking at How ACEs 
Affect Our Lives & Society [Infographic]
Centers for Disease Control and Prevention
Discusses the types of ACEs, their prevalence, their effects 
on physical and mental health and society, and strategies 
to address them. (https://vetoviolence.cdc.gov/apps/phl/re-
source_center_infographic.html)

Essentials for Childhood Framework: Steps to Create 
Safe, Stable, Nurturing Relationships and Environ-
ments for All Children
Centers for Disease Control and Prevention (2019)
Explains a strategic approach to building strong commu-
nities that support positive child and family development. 
The goals of the approach include raising awareness, mak-
ing data-driven decisions, promoting positive norms, and 
assessing policies that impact families. (https://www.cdc.
gov/violenceprevention/childabuseandneglect/essentials.
html)

Preventing Adverse Childhood Experiences
Center for Disease Control and Prevention
Provides two learning modules to help participants under-
stand, recognize, and prevent adverse childhood experienc-
es (ACES). This training is available to anyone interested 
in learning more about ACES regardless of profession or 
educational attainment. (https://vetoviolence.cdc.gov/apps/
aces-training/#/#top)

Preventing Child Abuse and Neglect: A Technical 
Package for Policy, Norm, and Programmatic Activities
Fortson, Klevens, Merrick, Gilbert, & Alexander (2016)
Centers for Disease Control and Prevention
Presents specific strategies to prevent child abuse from 
occurring and approaches to reduce the immediate and 
long-term effects of child abuse and neglect. The package 
offers information to inform policies at the community and 
state levels. (https://www.cdc.gov/violenceprevention/pdf/
can-prevention-technical-package.pdf)

Research Review: New Data on ACES
Prevent Child Abuse America (2019)
Explores emerging research on adverse childhood expe-
riences (ACEs), including interventions to address the 
consequences of ACEs, and examines key areas of limita-
tion associated with the current ACEs framework. (https://
preventchildabuse.org/latest-activity/research-review-aces/)

Responding to ACEs With HOPE: Health Outcomes 
From Positive Experiences
Sege & Browne (2017)
Frameworks and Measurement, 17
Presents the HOPE: Health Outcomes From Positive Ex-
periences framework, which promotes positive childhood 
experiences for healthy development and well-being as a 
mitigator for adverse childhood experiences. (https://www.
academicpedsjnl.net/article/S1876-2859(17)30107-9/full-
text)

Vital Signs/ACEs Report Talking Points and Other 
Resources
Prevent Child Abuse America (2020)
Presents the key findings of a 2-year study that focused 
on the overall health and socioeconomic implications of 
adverse childhood experiences (ACEs) and ACEs preven-
tion. (https://preventchildabuse.org/vital-signs-aces-report-
talking-points-other-resources/)
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ACEs
JoAnna Bennett, BIZCATALYST 360, January 29, 2020

February is a milestone for me. It marks the eleventh 
consecutive month that I haven’t watched an adult televi-
sion program. As much as anything in my life, this wasn’t 
planned. But it transpired nonetheless. I began reading 
heavily, which became such a habit that the lure of my 
television faded. I was so behind on my shows, it was a 
bear to think I’d ever catch up. The longer time went by, 
the less I cared about the shows and their characters. For 
the few hours a day a single working mother gets to herself, 
I preferred talking to my friends and staring at my Kindle. 
(I used to be a proponent of reading books – you know the 
actual paper and binding. But you can’t read a book in the 
dark while rubbing your sleeping child’s back – and some-
times a girl has got to multitask.)

In late July – four months into my bibliophilia – I came 
across a title that intrigued me: The Deepest Well: Healing 
the Long Term Effects of Childhood Adversity by Nadine 
Burke Harris (the first surgeon general of California.) 
Amazon’s algorithms were onto me – even reading isn’t 
safe these days. I “came across” her book after reading The 
Body Keeps the Score: Brain, Mind, and Body in the Heal-
ing of Trauma by Bessel Van der Kolk.

With certain knowledge comes compassion and confidence. 
And having the knowledge Dr. Burke Harris exhaustively 
analyzed, lived with, and healed others from isn’t some-
thing I took lightly. And it wasn’t something I wanted to 
keep to myself.

The ACE Study
As most scientific breakthroughs go, the Adverse Child-
hood Experiences (ACE) Study didn’t start out because 
doctors were curious about the relationship between child-
hood experiences and chronic disease in adults, but that’s 
what it uncovered, nevertheless. It started in the late ‘80s 
when Dr. Vincent Felitti discovered a pattern in some of 
his most successful weight-loss patients. After sticking to 
the program and shedding significant amounts of weight, 
they’d end up quitting the program and gaining the weight 
back. He had conversations with two of these abruptly 
non-compliant patients and uncovered their link of child-
hood sexual abuse. After screening hundreds of patients and 
finding the pattern consistent, he knew the link was signif-
icant enough to share with his peers. And as with the early 
days of most breakthroughs, he was taunted and ridiculed.

Luckily, one of his peers – who worked for the CDC – 
believed the link suggested something meaningful. So, in 
1995, after years of preparation, the ACE Study was born. 
Information was gathered from more than 17,000 partic-
ipants around the U.S. After the data was compiled, they 
knew they’d uncovered something important:

According to the United States’ Substance Abuse and 
Mental Health Services Administration, the study found 
that ACE’s are common, often occur together and have a 
dose-response relationship with many health problems. The 
number of ACEs was strongly associated with adulthood 
high-risk health behaviors such as smoking, alcohol and 
drug abuse, promiscuity, and severe obesity, and correlated 
with ill-health including depression, heart disease, cancer, 
chronic lung disease, and shortened lifespan. See also: Ad-
verse Childhood Experiences Study (https://en.wikipedia.
org/wiki/Adverse_Childhood_Experiences_Study).

Dr. Burke Harris did just that. She wasn’t the first doctor 
to read the ACE Study, but she was one of the first to apply 
the screening processes in her clinic in the Bayview Hunt-
ers Point section of San Francisco — and one of the first to 
find a solution to the problem.

Recovery Is Possible
Dr. Burke wasn’t the product of a zero ACE score upbring-
ing. And with the knowledge she now had, she was com-
mitted to finding a way to help people recover before an 
adulthood riddled with health issues arrived. She explains 
her own personal history and the history of her close family 
members. She also explains several patients’ stories and 
their experiences. It all comes to a head when she shares a 
vulnerable moment in her life – the loss of a child. Initial-
ly, she did what her body told her do … run. She left her 
family behind and tried to find a place where she didn’t feel 
the pain anymore. It wasn’t until someone asked, “Are you 
okay?” that she realized she wasn’t.

Her training kicked in. She knew she had to recover from 
her tragedy before it affected her remaining three sons. Her 
first step was making sure her boys had the love and sup-
port they needed while she looked for the care and support 
she needed.

In order to recognize there’s a problem, you need 
the knowledge of what that problem stems from. Dr. 
Burke-Harris was able to overcome a tragedy in a way her 
ancestors never could because she had the knowledge of 
the problem and the confidence in its remedy.

Four ACEs
In the game of poker, having four aces is a powerful hand. 
Only a straight flush beats it. But if you don’t know how to 
play poker and look at your cards, you may not realize the 
strength of your hand. If you understand the rules of the 
game of poker, you become more confident. The confidence 
doesn’t come from having four aces, it comes from know-
ing and understanding what that brings to the table.
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Adverse Babyhood Experiences (ABEs): 
10 New Categories of Adversity Before a Child’s 3rd Birthday

Veronique Mead, PACEsConnection, May 17, 2021

INTRODUCTION
Adverse babyhood experiences (ABEs) are a new construct 
derived from large bodies of evidence that identify a differ-
ent group of risk factors from adverse childhood experiences 
(ACEs). ABEs influence infant and maternal morbidity and 
mortality as well as risk for chronic illnesses and other chronic 
conditions in the child as well as symptoms in fathers.

Like ACEs, the effects of ABEs add up to increase risk over 
time. I’ve developed the construct of ABEs to address the need 
for understanding and recognizing the impact of unique, ad-
ditional adverse events occurring before a child’s 3rd birthday 
that offer new and powerful opportunities for prevention, repair 
and treatment.

This journal article on ABEs was published in July 2020 with 
the Journal for Prenatal & Perinatal Psychology and Health 
(JOPPPAH). The Association for Prenatal and Perinatal 
Psychology and Health (APPPAH) has graciously given me 
permission to make my article freely available. The pdf is pro-
vided at the bottom of this article.

JOURNAL ABSTRACT
Adverse babyhood experiences (ABEs) identify 10 categories 
of negative events for parents before they conceive and for par-
ents and babies from conception until a child’s third birthday.

ABEs identify preventable and reducible non-genetic factors 
that increase risk for infant morbidity and mortality, chronic ill-
ness, mental health conditions, and other symptoms in a child’s 
life; morbidity and mortality in mothers; PTSD and depression 
in fathers, and more.

Understanding, repairing and reversing effects of ABEs de-
creases risk for adverse childhood experiences (ACEs), and for 
poor health outcomes in parents and children.

THE 10 ABEs
The 10 ABEs build on psychologist Antonio Madrid’s Maternal 
Infant Bonding Survey 14, a questionnaire listing events that 
increase maternal emotional and physical separation, interrupt 
parent-infant bonding and coregulation, and increase risk for 
asthma and other symptoms.

ABEs categorize adverse events into general areas rather than 
specific questions or types of trauma. The categories offer 
examples and are not all-inclusive. This is because what consti-
tutes trauma is more common than recognized and is different 
for everyone.

The following categories of ABEs provide examples of risk 
factors and are based on the literature.

1. Maternal loss or trauma increases risk for all other ABEs 
and consequently, for all potential negative outcomes. This 
category includes events in a mother’s life from before she 
conceives until her child’s third birthday. ABE #1 includes 
maternal experiences of trauma throughout her life, such as 
adverse childhood experiences; discrimination based on race, 
religion, sexual orientation, gender and for other reasons; 
adverse events from previous pregnancies, such as stillbirth 
or miscarriage, preterm birth, preeclampsia, and other events 
and poor outcomes. Other examples of trauma or loss include 
accidents, violence and other sources of trauma such as pov-
erty; loss or death of a partner, parent, child or other family 
member; difficulty conceiving; and more.

2. Low support or loss of support beginning two years before 
conception until the baby’s third birthday reduces resilien-
cy and the ability to cope with adversity. Low support for 
the mother increases risk for birth complications, bonding 
disruptions and other ABEs. Examples include a partner who 
becomes ill or leaves, disapproval of the pregnancy, having 
low family support such as for being very young or single, 
and more.

3. Maternal physical stress is a risk factor for low birth 
weight, premature birth, chronic illness and other effects in 
the baby; and for complications and other ABEs in the moth-
er. Examples of physical stress include being sick through 
much of the pregnancy, worrisome bleeding, gestational 
diabetes, excessive alcohol, smoking, illegal drugs, toxemia, 
getting hurt, significant vomiting, having to be medicated, 
getting too little or poor nutrition, and more.

4. Maternal emotional stress is a risk factor for outcomes 
similar to physical stress. Examples of emotional stress 
include feeling seriously depressed or scared. Emotional 
stress can also come from having a physical or mental illness, 
feeling unsafe, marital problems, conflict, financial worries, 
experiencing serious loss other than in ABE #1, and more. 
The common worries about pregnancy and the baby are not 
considered ABEs.

5. Complications in mothers during pregnancy, labor, birth 
and beyond are risk factors for both baby and mother, as well 
as for bonding disruptions, difficulty breastfeeding, and other 
effects. Examples of maternal complications include hem-
orrhage, being put to sleep for delivery, toxemia, long labor, 
forceps extraction, vacuum extraction, induction, cesarean, 
and more. Maternal “near misses,” in which mothers experi-
ence serious difficulties and complications just short of death, 
are ABEs.

6. Complications in babies from conception until the third 
birthday are risk factors for bonding disruptions, difficulty 
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breastfeeding and other ABEs, chronic illness, mental illness 
and more. Examples include fetal illness or poor growth in 
the womb, events around birth such as a tight cord around the 
neck, shoulder dystocia, being injured during birth, prema-
ture birth, breech birth, trouble breathing; needing resuscita-
tion, oxygen, a blood transfusion, incubator care, intensive 
care; jaundice, having an infection or other illness, being 
a twin or other multiple birth, forceps extraction, vacuum 
extraction, cesarean, having a circumcision or other medi-
cal procedure, and later events such as accidents and more. 
Infant “near misses,” in which babies experience serious 
difficulties and complications just short of death, are ABEs.

7. Separation of baby from mother in particular, or of baby 
from either parent increases risk for symptoms in babies such 
as physiological and emotional dysregulation, poor growth, 
chronic illness, and mental illness. Separation also increases 
risk for maternal symptoms such as postpartum depression. 
Examples of separation include maternal emotional separa-
tion due to trauma for the mother, father or baby; physical 
separation such as if the mother is given general anesthesia 
or has a cesarean, the baby is in newborn intensive care 
(NICU), or the baby stays in the hospital after the mother 
goes home. Other examples include foster care, adoption, 
being hospitalized for illness, surgery or other adverse event 
in first two years, being separated for other reasons such as a 
parent being hospitalized, parent travel, and more.

8. Birth weight is a reflection of experiences in the womb. 
Low birth weight (below 5.5 pounds for many illnesses and 
below 7 pounds for some) is a risk factor for chronic illness-
es and other symptoms later in life. Weighing 10 pounds or 
more at birth is also associated with increased risk in some 
studies.

9. Breastfeeding Concerns. Difficulty breastfeeding is a com-
mon symptom of ABEs and bonding disruptions. It indicates 
a need for greater support.

10. Early signs and symptoms in mother, baby or father 
indicate a need for more support and repair. Many are indi-
cators of exposure to other ABEs. Examples include parental 
feelings of disconnection or lack of affection for their infant, 
postpartum depression or PTSD, and other symptoms in 
either parent. Examples of symptoms in the baby include be-
ing sickly, easily upset, irritable or demanding, not growing 
well, not affectionate, not liking to be held, difficult to calm 
or comfort, difficulty feeding, frequent respiratory infec-
tions, colic, trouble sleeping, coughing a lot, gagging often, 
wheezing, and more. Chronic illnesses in children or adults 
may also be indicators of ABEs experienced before the third 
birthday.

Other adverse events that do not fit in the above list or in pre-
vious categories can be included as ABEs, such as unwanted 

pregnancy, a father’s experience of PTSD from his partner’s 
birth experience, ABEs similar to #1-#5 occurring for the 
father, and more.

Many ABEs are already part of the routine history gathered by 
obstetricians, midwives, family physicians, pediatricians and 
others involved in prenatal and perinatal care. A more detailed 
list of ABEs can be obtained elsewhere.

IDENTIFYING AND UNDERSTANDING ABEs 
CAN:

• Inform parents, health care professionals, teachers, and 
adults with chronic illness and other symptoms about iden-
tifiable, preventable, reversible and treatable risk factors.

• Educate about common, underestimated risk factors for 
poor physical and emotional health in babies and parents, 
and other effects.

• Delineate the many symptoms and other effects of early 
adversity.

• Emphasize the potential for reversibility or reduction of 
symptoms and other effects of adversity.

• Identify interventions and treatment approaches.

• Reduce infant morbidity, mortality, near misses and other 
complications.

• Reduce maternal morbidity, mortality, near misses and 
other complications.

• Reduce symptoms in fathers related to ABEs.

• Change the common perspective of blame to an under-
standing that emotional, behavioral and physical symptoms 
reflect underacknowledged physiological effects of trauma.

ADDITIONAL RESOURCES:

A Comprehensive Guide to ABEs (includes free ABEs Fact Sheet)
A Compilation of Resources for Healing ABEs
Class: Opportunities for Prevention, Repair and Treatment of ABEs June 1 
(Offered week 4 of a 7 week Course “The Impacts of Adverse Prenatal and 
Birth Events: A Transdisciplinary Approach.” Paid course May 11 to June 22 
with recordings available)
ABEs References with freely downloadable references for the construct of 
ABEs

The full journal article can be found at:
 ABEs_Mead_JOPPPAH_Summer2020.pdf
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Four Myths about Foster Children and Trauma 
Kirk L. Coverstone, Ph.D., President, Stonebridge Health Consultants, LLC, July 6, 2021

Background 

Trauma awareness is at an all-time high and there is a 
nationwide push for clinicians, caseworkers, educators, 
law enforcement officers, and virtually anyone else who 
encounters a child, to become “trauma-informed.”  Cities, 
counties, and states are rushing to gain such designations.  
Generally, this is a great development.  Trauma exposure 
is a major contributor to the problems of foster children.  
However, this movement also carries risks.  First, there 
is no professional agreement on what “trauma-informed” 
means.  For some, it can be obtained in a single workshop.  
Second, scores of entities have emerged to provide train-
ing and certification.  Many are first rate.  But some lack 
scientific grounding and contribute to misconceptions and 
misguided efforts.

Myth #1.  All Foster Children are Traumatized.
On its face, this seems irrefutable.  Foster children endure 
many severe stressors.  Some people assert that the mere 
fact of being placed with strangers is sufficiently stress-
ful to qualify as “trauma.”  Unquestionably, these youth 
experience disproportionate numbers of adverse childhood 
experiences (ACEs).  Many have been abused in horrific 
ways, predisposing them to trauma-related disorders.  How-
ever, according to the National Conference of State Legis-
lators, while 80% of foster care alumni manifest a mental 
health disorder, only 21.3 percent suffer from PTSD.   
Perhaps that is an underestimate.  But even if doubled, it 
would account for less than half of all foster children.

We should be troubled by 21.3%, which is 6-7 times the 
level of PTSD in the general population.  And the number 
adversely affected by trauma and neglect is clearly much 
larger.  But in our zeal to understand trauma’s impact, we 
must not view everything through this one filter.  It is criti-
cal to better understand trauma’s effects, but we should not 
overcorrect.  Most of these children suffer with other con-
ditions.  Moreover, for some, placement in a foster home is 
the first time that their basic physical and emotional needs 
have been met consistently in a safe, secure setting.  Not all 
change is traumatic.

Myth #2 Trauma is a mental disorder.
Our colleagues often assert that a child suffers from “trau-
ma.”  Superficially, this makes sense, much as we say that 
someone suffers from “loss.”  However, both statements 
identify stressors, not clinical conditions.  A few years ago, 
I spoke at a legislative hearing.  Before me, a former child 
welfare deputy commissioner, and current CEO of a child 
advocacy non-profit, testified that “if a foster child misbe-
haves, some call it a behavior problem.  But it’s not.  It’s 
trauma.”  

This statement is an example of the point at hand.  She 

conflated a stressor, trauma exposure, with a disorder and 
dismissed the manifestation as irrelevant.  This is equiva-
lent to saying that if someone has experienced overwhelm-
ing symptoms of depression over being isolated for the last 
15 months, one isn’t depressed, one suffers from “pandem-
ic.”  While the pandemic may have created many stressors 
contributing to depression, they are not inextricably linked 
to it.  Others exposed to those stressors might manifest a 
different condition, or none at all.  Some introverts have 
reported enjoying the isolation caused by COVID-19.  Yet 
many well-intended “trauma-informed” stakeholders in 
the child welfare systems are making this mistake.  They 
see trauma as ubiquitous and as a near-universal explana-
tion for the complex needs of foster children, confusing 
stressors that give rise to mental health problems with the 
problems themselves.     

Make no mistake. Our traditional conceptualizations of 
mental disorders too often fail to account for the manifesta-
tions of trauma and neglect.  A child agitated due to terror, 
although different from a child with ADHD, could behave 
similarly.  Frequently, helping professionals get it wrong 
and must refine the lenses through which we view these 
children to understand the neuro-developmental implica-
tions of trauma and neglect across children’s lifespans.  
However, we will not arrive at a nuanced understanding by 
throwing out everything we know about mental health, by 
labeling all these children as “having trauma,” or by being 
satisfied with a stereotyped set of interventions that flow 
from this pseudo-condition.  

Myth #3. All Trauma is Destructive and Causes 
PTSD. 
According to the Substance Abuse and Mental Health 
Services Administration, trauma-related disorder is defined 
as “an event, series of events, or set of circumstances that 
is experienced by an individual as physically or emotion-
ally harmful or life threatening and that has lasting adverse 
effects on the individual’s functioning and mental, physical, 
social, emotional, or spiritual well-being.”  Parse that state-
ment and you notice three elements: exposure, the person’s 
subjective experience and the adverse, long-lasting effects.  
Remove any one ingredient and you do not satisfy this defi-
nition.  One might experience trauma, be terrified, and have 
symptoms that resolve after a few weeks, without enduring 
consequences.  Another might show no evidence of PTSD 
and manifest an anxiety disorder.  A third person might 
bring to bear some hard-won coping resources and maintain 
a relative sense of control and self-efficacy throughout the 
event.  She might emerge feeling shaken, yet taking away a 
sense of enhanced resilience, and therefore, manifesting no 
disorder, perhaps even growing more confident.

“Trauma” alone does not define a diagnosis any more than 
the “pandemic” is a depressive disorder.  The range of man-
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ifestations of trauma is broad and may fall anywhere on a 
continuum of profound disability to transient symptoms, 
to post-traumatic growth.  Frequently, it contributes to a 
disorder other than PTSD. To understand these phenomena, 
we must work to unravel the mysteries of what predispos-
es children to respond differently, rather than assume that 
every child having a particular experience will be equally 
and stereotypically impaired. 
  
Finally, trauma exposure is more than experiencing an 
event that is adverse or stressful.  It starts with the activa-
tion of the “fight, flight or freeze” response.  However, even 
if this response is activated, PTSD does not necessarily re-
sult.  For example, if you have ever stumbled upon a snake, 
or even something resembling one, this response was 
probably activated.  That initial, functional, life-support-
ing reaction becomes a disorder only when it occurs after 
the real danger is no longer present, and the “fight, flight 
or freeze” response is then elicited by another stimulus or 
symbolic reminder of the snake.

Myth #4: Children are More Resilient than 
Adults.
We have all heard someone say, “Don’t worry, he’s a kid, 
he’ll get over it.  Kids are resilient.”  However, children 
are better characterized as “malleable,” not resilient. The 
developing brain is an organ of environmental adaptation 
with 90% of brain growth occurring before age five.  In that 
short span, multiple critical developmental hurdles must be 
negotiated.  An infant, if neglected from the ages of birth 
to two months will be far more at risk for developmental 
problems than one who experiences the same neglect at 
age five.  According to the CDC, as young as two, a child 
should have acquired the fundamental skills of social and 
emotional functioning, language and communication, 
learning, problem solving, and movement.  Neglect and 
abuse during these critical developmental periods disrupt 
the tasks at hand and erode the foundation for subsequent 
developmental stages.  

As learned tragically in the orphanages of Romania during 
the late 1980s, the government’s inhumane neglect of in-
fants resulted in lifelong psychological and developmental 
deficits, even for survivors who had the benefit of twenty 
years of subsequent “top-notch” care by adoptive families.  
And neglect, more than trauma may have been the reason.  
Infancy and early childhood are the worst times for child 
maltreatment with the highest risks of longstanding prob-
lems.  Although unable to tell the story of what occurred 
prior to age three, such children are shaped by events that 
the nervous system has not “forgotten.”  

Recommendations:

• Support education in applied neuroscience to promote 
an evolving understanding of the effects on brain de-
velopment of trauma and neglect and to best fit inter-
ventions to specific developmental levels.  Target such 
education to a range of disciplines.  Currently, there 
is no state licensure board in the U.S. for physicians, 
psychologists, social workers, nurses, or counselors 
requiring coursework and training in the clinical skills 
required to serve abused children. 

• Expand beyond the traditional mental health system 
to craft healing interventions by educators, caregivers, 
healthcare workers and ancillary staff and treatment 
team members. 

• Broaden compensable interventions to include move-
ment therapies, healing touch, and expressive arts. 

• Make the teaching of emotional self-regulation a part 
of every care plan.

• Devise technologies that enable the virtual convening 
of interdisciplinary teams on a frequency that is respon-
sive to the child’s needs and that foster communication 
across professional silos. 

• Support ongoing research on developmentally specific 
treatment interventions that are evidence-based and 
peer-reviewed.  No single treatment modality should 
ever be considered appropriate for all children. 
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The Body Keeps the Score
Dr. Bessel van der Kolk, 2015 (summary by Linda Manaugh)

Trauma happens to all of us: our families, friends, and 
neighbors. Trauma affects those directly exposed and those 
around them. Trauma, by definition, is unbearable and 
intolerable. Even though we desire to move beyond the 
trauma, the part of our brain responsible for our survival 
(well below the rational part of our brain) is ever vigilant 
and may be reactivated at the slightest hint of danger. 
Trauma produces actual physiological changes, including 
a recalibration of the brain’s alarm system, increases of 
stress hormone activity, and alterations in the system that 
filters relevant information from irrelevant. We now know 
that trauma compromises the brain area that communicates 
the physical, embodied feeling of being alive. The author, a 
psychiatrist, researcher and educator, wrote this NY Times 
Best Seller based on over 40 years of work as “both a guide 
and an invitation to dedicate ourselves to facing the reality 
of trauma, to explore how best to treat it, and to commit 
ourselves, as a society, to using every means we have to 
prevent it.” 

Part 1: The Rediscovery of Trauma

This section includes lessons learned from Vietnam veter-
ans, revolutions in understanding mind and brain and the 
neuroscience revolution. Van der Kolk’s early research on 
veterans is impactful, particularly the example of the trau-
ma-distorted perceptions found in Rorschach tests. Trauma 
distorts the brain’s reality and “results in fundamental reor-
ganization of the way the mind and brain manage percep-
tion.” Early research found that many traumatized people 
simple give up and stay stuck in the fear they know.      
  
Part 2: This is Your Brain on Trauma

In this section, the author reminds us that the most import-
ant job of the brain is to ensure our survival. The brain’s 
adaptive response to stress leads to action – fight, flight, or 
freeze – to escape the danger. During disasters, young chil-
dren usually take their cues from their parents. As long as 
their caregivers remain calm and responsive to their needs, 
children often survive terrible incidents without serious 
psychological damage. 

In contrast, traumatized people often get stuck, stopped in 
their growth because they can’t integrate new experiences 
into their lives. After trauma, the world is experienced with 
a different nervous system. This survival energy is now fo-
cused on suppressing inner chaos at the expense of involve-
ment in the current moment. These attempts to maintain 
control over unbearable psychological reactions can result 
in a myriad of physical symptoms, including fibromyalgia, 
chronic fatigue and other autoimmune diseases. Successful 
treatment must engage the body, mind and brain as a whole. 

Our primitive or reptilian brain is geared toward survival. 

If our normal response is blocked from action, our brain 
continues to release powerful stress hormones – cortisol 
and adrenaline. This keeps our thinking brain, the Pre-Fron-
tal Cortex, off-line, while the amygdala and limbic system 
(emotional brain) remain in charge. As a result, it jumps to 
conclusions based on similarities with previous experienc-
es, in contrast to the organized processes employed by the 
rational brain to sort through a complex set of options. 

The top layer of the brain, the neocortex, contains the fron-
tal lobes and begins to rapidly develop in the second year of 
life. The frontal lobes make us unique in the animal king-
dom. They allow us to plan and reflect, imagine and play 
out future scenarios. They help predict the consequences 
of our actions and choices. They are also the seat of empa-
thy – our ability to connect with others. “Mirror neurons”, 
termed the “brain’s WIFI”, pick up another’s emotional 
state and intentions. Trauma almost always involves not 
being seen, not being mirrored, and not being taken into 
account. Treatment must reactivate the capacity to safely 
mirror and be mirrored by others. Well-functioning frontal 
lobes are crucial for harmonious relationships with others. 
We can access and recalibrate the autonomous nervous 
system through breath, movement and touch.

The challenge of trauma treatment is not only dealing 
with the past but also enhancing the quality of day-to-day 
experiences. Trauma keeps one from being fully present 
and feeling fully alive. The author believes that successful 
treatment approaches must focus on “helping our patients 
live fully and securely in the present. We need to help bring 
back those brain structures that deserted them when they 
were overwhelmed by trauma.” Being able to feel safe with 
other people is probably the most important aspect of good 
mental health. Safe connections and social supports provide 
powerful protections against becoming overwhelmed by 
stress and trauma.

Part 3: The Minds of Children

In this section, Van der Kolk discusses the impact of child 
abuse and neglect on the developing brain. Self regulation 
is learned from early caregivers through mirror neurons, 
empathy, and imitation. Early trauma changes the way the 
brain is wired. Neuroscience has shown us that the majority 
of child mental health issues stem from trauma. For abused 
children, the whole world is filled with triggers.  Imagine 
a child dealing with daily life while trying to manage these 
triggers stemming from early caregiver deprivation, abuse 
or neglect and other adverse childhood experiences. He 
states that “child abuse is our nation’s largest public health 
problem.”

He argues that too many children have been misdiagnosed 
in their early years ending up on our child welfare rolls 
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and filling our jails. He pleads for an officially recognized 
diagnosis of Developmental Trauma Disorder (DTD) 
based on evolving science around how stressful experienc-
es affect gene expression in humans and research around 
epigenetics. 

Part 4: The Imprint of Trauma

Much of this section deals with memory both normal and 
traumatic memory. Traumatized people simultaneously 
remember too little and too much. Traumatic memories are 
precipitated by specific triggers. When one element of a 
traumatic experience is triggered, other elements are likely 
to follow. Ordinary memory is essentially social; a story 
that we tell for a purpose. But there is nothing social about 
traumatic memory with elements that are lonely, humiliat-
ing and alienating. Unable to integrate their traumatic mem-
ories, patients may disassociate these experiences eventual-
ly experiencing a slow decline in personal and professional 
functioning. 

Part 5: Paths to Recovery

This section focuses on various therapies and treatments, 
but the author cautions that all effective trauma therapies 

must involve the following steps for clients to achieve:

• finding a way to become calm

• learning to maintain that calm and focus when triggered 
with past thoughts, emotions, reminders, etc.

• finding a way to be fully alive in the present and en-
gaged with others

• not keeping secrets from self including the ways one 
has managed to survive

His position is clear that the trauma must be revisited in 
more than the logical brain. The need to restore the proper 
balance between the rational and emotional parts of the 
brain is paramount to healing. Breathing for hyper-arousal, 
mindfulness to strengthen core of self awareness, rela-
tionships through good support networks and other ways 
of recovery through social connection are all important 
approaches.  He recommends clients choose a trauma 
therapist who is educated about the impact of child abuse 
and neglect and has a variety of techniques to  stabilize and 
calm, help lay the trauma to rest, and reconnect people to 
others.
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How Your Biography Becomes Your Biology and How You Can Heal
CHILDHOOD DISRUPTED, Donna Jackson Nakazawa, 2015 (summary by Craig Knutson)

This book references the results of the Adverse Childhood 
Experiences study of the late 1990s and the author shares 
not only her challenging life-limiting autoimmune illnesses 
but a number of case studies with adult clients who were 
suffering poor health outcomes and had experienced many 
of the abuse, neglect, and family dysfunction experiences 
found in the original study authored by Dr. Vincent Felit-
ti and Dr. Rob Anda.  The former was quoted frequently 
throughout the book.

After sharing the study’s methodology and results (strong 
correlations between the number of ACEs one has experi-
enced in childhood and poor health outcomes in adulthood), 
Donna details the adult health issues of three clients and, 
through interviewing them, illustrates the physical price we 
pay, as adults, for childhood adversity.  The chronic stress 
of emotional and physical adversity experience when they 
were growing up made them ill decades later – even though 
they had healthy habits and lifestyles.

She reveals that scientists are calling the correlation be-
tween childhood trauma, brain architecture, and adult 
well-being the new psychobiological “theory of every-
thing.”  “Your emotional biography becomes your physical 
biology; your early stories script your biology and your 
biology scripts the way your life will play out.”  While she 
reminds the reader that diseases develop for many reasons 
– lifestyle, genetics, environmental toxins, and diet – neuro-
science clearly demonstrates that chronic childhood trauma 
is a significant contributor to poor adult health outcomes.

Chapters 2 and 3 – Different Adversities Lead to Similar 
Health Problems and Why do Some Suffer More Than 
Others – get into some very technical and scientific expla-
nations of what is happening to our bodies (HPA stress axis, 
toxic epidermal, necrolysis syndrome, etc.), but the author 
is able to relate those neurobiological changes to key find-
ings.  First, childhood adversity leads to more deep-seated 
changes in the brain and that depression and mood dysreg-
ulation are also set in motion on a cellular and neurobio-
logical level.  Second, early adversity changes the shape 
and size of the brain (research studies of children raised in 
orphanages).  Third, for kids who had early brain pruning 
due to early stress are more likely to develop depression, 
bi-polar disorder, eating disorders, anxiety disorders, or 
poor executive function and decision-making in adoles-
cence.

Under the section The Really Good News, Margaret Mc-
Carthy, a professor of neuroscience, reminds us that “the 
beauty of epigenetics is that it’s reversible.  There are many 
way we can immune-rehabilitate the brain to overcome 
early negative epigenetic changes so that we can respond 
normally to both pleasure and pain.  The brain can restore 

itself.”  Finally, research done at Harvard (Dr. Shonkoff) 
reveals that stress is more tolerable, even serious stressors 
(loss of a loved one, natural disasters, etc.), when they are 
buffered by relationships with adults who help children 
learn to adapt.  “With someone to lean on, and with love, 
the brain can recover from what might otherwise be damag-
ing effects.”

Chapter 4 is dedicated the impacts on women in particular.  
Many women with a history of childhood adversity devel-
op a variety of anxiety and depressive disorders, “and they 
do so in far greater numbers than men.”  It’s made even 
worse by another factor: women experience more adver-
sity in childhood in the first place.  The author delves into 
the neuroscience behind the differences and the research 
suggests that in childhood, the female body and brain react 
and change in response to stressors in ways that are differ-
ent from the male brain and body’s reactions.  Dr. Felitti 
described this as “medical blindness” to the heightened 
prevalence of autoimmune diseases in women, relative to 
men.

One set of statistics really drove this finding home: 10% of 
men with an ACE score of 1 suffer from chronic depres-
sion; 18% of women with that score do.  More alarming, 
33% of men with an ACE score of 4 or more will later 
develop depression; nearly 60% of women with that score 
develop chronic depression in adulthood.  There is a section 
in this chapter dealing WHY a girl’s brain is so vulnerable 
when she experiences stressful situations.

Chapter 5 – The Good Enough Family – discusses the pa-
rental and non-parental (schools, friends, bullying) stressors 
that children face and the author dedicates a section of this 
chapter to the “neurobiology of love.”  Researchers at both 
Harvard and Johns Hopkins have concluded that “no other 
single factor was more significantly related to illness than 
the degree of parental closeness one enjoyed growing up.” 
The research showed that the LACK OF parental closeness 
was a more significant contributor to later disease than 
smoking, drinking, parental divorce or having a parent die.
Poor parenting leads to insecurity and less-healthy love 
relationships in adulthood.  In essence, poor parenting 
styles – which foster childhood adversity – also “engender 
biological changes in children’s brains that make those kids 
neuro-biologically less able to be good partners and parents 
when they reach adulthood.”

Chapters 6, 7, and 8 focus on the recovery process from 
childhood adversity.  Beginning the Healing Journey, opens 
with a powerful statement:  “Recognizing that chronic 
childhood stress leads to chronic adult illness and relation-
ship challenges can be enormously freeing.”  The science 
tells us that the biology does not have to be destiny; ACEs 
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can last a lifetime but they don’t have to.  The author offers 
twelve steps “to help you come back to who you really 
are.  I won’t list all of them but the first is to take the ACE 
survey.  As Dr. Felitti noted, once the patient is able to say 
that something happened to him/her when they were small, 
they begin to heal.  The next step is to take your resilience 
score (ACEStoohigh.com); this can help you withstand the 
adversity of childhood and how to incorporate more resil-
ience factors in adulthood.

Other steps include writing or drawing to provide some 
healing; mindfulness meditation has been very successful 
for a number of patients as well; so too has Tai Chi and 
Qigong.  The 9th step was forgiveness, which I found 
very powerful.  She states, “ultimately, all the steps above 
won’t mean anything if you can’t learn to let go of the past, 
forgive and move on.”  Finally, she recommends Only 
Connect, which she asserts that we need to develop and 
remain in healthy and supportive relationships, personally 
and in your public life.  These types of relationships “pro-
duce more oxytocin, a “feel-good” hormone that helps to 
mediate and dial down t5he overactive inflammatory stress 
response.”

Chapter 7 – Seeking Professional Help to Heal from Post 
Childhood Adversity Syndrome – talks about options for 
engaging the professional healing community.  She sug-
gests options like Therapy, Somatic Experiencing, Guided 
Imagery, Creative Visualization, Hypnosis, Neurofeedback 
(EEG), and EMDR as proven options.

The final chapter (8) is entitled Parenting Well When You 
Haven’t Been Parented Well: 14 Strategies to Help You 
Help Your Children.  These actually apply to any adult:  
parent, teacher, mentor, etc.  Most of these are quite “com-
mon-sensical” suggestions and great reminders as well.  For 
example, the first is to Manage Your Own Baggage, dealing 
with your own unresolved issues, or developing what she 
suggests is “parental regulation.”  Another that I found sol-

id was Instilling the 4 S’s in Your Children: let you child be 
SEEN, be SAFE, be SOOTHED, and feel SECURE.  Look 
Into Your Child’s Eyes was perhaps the most powerful to 
me . . . the importance of “serve and return” during the 0-5 
ages is so critical to brain development.  Moving your child 
from a “fear state” to a “secure state” can occur by simply 
looking at him/her – safety and security without expressing 
a word.

If You Lose IT, Apologize Right Away also resonated with 
me. Don’t create unnecessary bad memories for your child; 
admit the action and say “I’m sorry,” which is difficult 
for most adults to do.  The last of the 14 I’ll share is The 
Incredible Power of the 20 Second Hug.  Secure attachment 
is so important for those that have experienced large doses 
of stress in their early years.  Again, the hormone oxytocin 
is mentioned as being activated during this experience.
The first paragraph of the In Conclusion reads:  Childhood 
adversity can tear you down but it can also be your single 
greatest impetus to growth.  It takes tremendous courage 
and inner strength to transform the trauma of childhood 
adversity into a journey to post-traumatic growth.  But 
when you do re-orient yourself, you open to the possibili-
ty of healing.”  The film Resilience has as its subtitle The 
Biology of Stress and the Science of Hope, and I think this 
book and that film have a great deal of similarity from start 
to finish.  You must first understand WHAT and WHY you 
are hurting before the resilience/hope therapies/treatments 
can be applied.  RECOVERY is very much a journey and 
this book approached the toxicity of early childhood and its 
resultant impacts on adults honestly and powerfully.

After over a half of century of practicing medicine, the 
author quotes Bernie Siegel, MD as follows:  “I HAVE BE-
COME CONVINCED THAT OUR NUMBER-ONE PUB-
LIC HEALTH PROBLEM IS OUR CHILDHOOD.”  For 
those of us dedicated to ensuring that ALL children have 
an opportunity to become healthy and productive adults, I 
couldn’t agree more.
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“Research suggests that adolescents with substance 
use disorders also have high rates of  co-occurring 
mental illness.” — National Institutes of  Health



Connecting Schools and Mental Health
Healthy Minds Policy Initiative, January 2021
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Oklahoma City Public Schools and EmbraceOKC
Sean McDaniel, Superintendent of Oklahoma City Public Schools

Oklahoma City Public Schools 
(OKCPS) is a multi-cultural 
district serving approximately 
40,000 students. The district 
serves a student population 
which is composed of 2% Asian, 
3% Native American, 14% Cau-
casian, 22% African American, 
and 54% Hispanic individuals.  
Within the student body, approx-
imately 5,000 students identify 
as homeless, the vast majority 
of students are living in poverty, 
hundreds of students are living 
in foster care and approximately 
14% are identified as needing 
special education services. Daily behavior incidents are 
high and out of school suspension even higher.  There were 
fundamental issues at hand and something had to be done 
to provide more support to students.

As such, the district worked in partnership with the United 
Way, Chamber of Commerce, the OKCPS School Foun-
dation, the City of OKC; a group known as the Compact, 
to identify the issues and develop a plan to address them.  
The first step was to partner with the Department of Men-
tal Health to survey our students and identify their needs.  
Knowing that once needs were identified, the next steps 
would be to design a plan.

As a result of assessing our students, we discovered ap-
proximately half of our students who responded to a survey 
demonstrated symptoms of moderate to severe psycho-
logical distress. Of the 7,000 students who completed the 
survey, 361 had acknowledged in the previous 12 months at 
least one attempt on their own life.  In review of the results, 
it was clear that students were experiencing depression, 
trauma/violence exposure, serious emotional disturbances.  
Also clear in research, students who face mental health 
issues are more likely to be absent, have poorer grades, be 
retained, and not complete secondary education as com-
pared to other students. The district knew something had to 
be done to assist students.

With survey results in hand, the district was able to distin-
guish specific areas of concern. Data could be disaggregat-
ed by school, quadrant or zip code leading to the ability to 
identify specific interventions matching the areas of con-
cern.  Results were shared with the Compact and the task of 
designing, implementing and monitoring a comprehensive 
plan was initiated. The first step was to develop a plan to 
link interventions to areas of need.  

A sub-committee of district staff, staff from the De-
partment of Mental Health, the United Way and other 
mental health experts began meeting to design a com-
prehensive mental health plan.  After numerous working 
sessions, a plan was written that encompassed preven-
tative interventions that could help build protective fac-
tors around students to the provision of actual treatment 
for students.  Interventions were selected based on the 
intervention being evidence based and it having proven 
results in addressing specific areas of need.  The district 
and ODMH also acknowledged that district staff had to 
be included in the plan.  Staff working each day with 
students living in trauma, and possibly living in their 
own traumatic situations, had to be provided support if 
the plan was going to be successful.  With that in mind, 
interventions to address staff welfare were included as 
intricals part of the plan. The plan includes approxi-
mately 67 actions with the sole purpose of supporting 
students, families and staff. 
 
As the Plan progressed, the initiative became known as 
EmbraceOKC. Initial actions taken by the district had 
to begin with a review of district protocols, policies and 
procedures. Once system wide changes began to occur, 
the district began providing training in areas such as 
trauma, resilience, Mental Health First Aid, Psycholog-
ical First Aid, Compassion Fatigue and various other 
training.  The district recognized training for staff was 
crucial.  Knowledgeable staff will be of utmost impor-
tance in helping to identify and support students who 
need it most.  

Prevention programs hold the same level of importance.  
EmbraceOKC outlines prevention programs starting 
as early as first grade and spanning the entire span of 
a student’s educational path.  Programs to build resil-
ience, coping strategies, drug and alcohol awareness 
and hope are foundational to the plan. Finally, treatment 
services from trained mental health professionals will 
be offered to students who need more specific, compre-
hensive services.   

EmbraceOKC is a monumental task with student’s lives 
dependent on the success of its implementation.  Ad-
dressing the mental health needs of students will impact 
their educational success; not to mention, the success 
in all aspects of life.  In turn, impacting the lives of 
students will eventually impact our community.  Embra-
ceOKC is the roadmap to meet the mental health needs 
of students.  Addressing the mental health needs of our 
students and staff can change the trajectory of our stu-
dents, district and community. 

Supt. Sean McDaniel
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Mental Health Concerns in Oklahoma Students
Shelly Ellis, PhD, Deputy Superintendent of Student Support, Oklahoma State Department of Education

Oklahoma is the least-healthy state in the nation when measured 
by the number of Adverse Childhood Experiences (ACEs) our 
children experience. In the America’s Health Rankings study 
where this startling statistic appears, ACEs are defined as the “per-
centage of children ages 0-17 who have experienced...economic 
hardship; parental divorce or separation; living with someone who 
had an alcohol or drug problem; neighborhood violence victim 
or witness; living with someone who was mentally ill, suicidal or 
severely depressed; domestic violence witness (in 2018, the Okla-
homa State Department of Health noted that Oklahoma children 
witness domestic violence at greater rates than in any other state 
in the nation); parent served jail time; being treated or judged un-
fairly due to race/ethnicity; or death of parent (2-year estimate)”.1  
This staggering statistic indicates that our children not only suffer 
incredible childhood trauma, but the aftershocks of those child-
hood events cast a long shadow on the individuals directly impact-
ed and ultimately their families, cities, towns, and state. 

According to the U.S. Centers for Disease Control (CDC), ACEs 
can have lasting negative impacts in three categories. Negative 
health impacts include obesity, diabetes, suicide attempts, sex-
ually transmitted diseases (STDs), heart disease, cancer, stroke, 
and broken bones. Behavioral impacts range from smoking and 
alcoholism to drug use, while losses in life potential include low 
graduation rates and academic achievement in addition to lost 
time from work. Additionally, the more ACEs an individual has, 
the greater likelihood they will suffer from one or more negative 
health outcomes. This is particularly troubling when considering 
that Oklahoma ranks as the state with the highest rate of children 
experiencing 2 or more ACEs. Research also shows that children 
who are exposed to three or more ACEs have an increased tenden-
cy to suffer behavioral problems, mental illness, and/or substance 
misuse. Left untreated, mental health problems are linked to costly 
negative educational outcomes such as academic and behavior 
problems, dropping out, and delinquency (2019 National Center 
for Mental Illness).

Along with the prevalence of ACEs, we know Oklahoma students 
struggle with a host of other mental health concerns. According 
to data in the Oklahoma Youth Risk Behavior Survey (YRBS), in 
the decade between 2009 and 2019, students increasingly report-
ed that they have “felt so sad or hopeless almost every day for 
two weeks or more in a row that they stopped doing some usual 
activities” (28.2% in 2009; 38.6% in 2019). Suicide is the sec-
ond-leading cause of death for youth and young adults in Oklaho-
ma. According to the 2019 YRBS, 15% of Oklahoma high school 
students reported seriously considering suicide within a 12-month 
period. In addition, 17% of Oklahoma middle school students 
reported that they had seriously considered killing themselves at 
some point in their lives.2  According to countyhealthrankings.org 
(2020), suicide among youth ages 10-24 has increased 111% over 
the past 8 years in Oklahoma, with American Indian youth having 
the highest rate, and firearms being the method of choice at 55%.  

The Oklahoma Department of Mental Health and Substance 
Abuse Services (ODMHSAS) administers the Oklahoma Preven-
tion Needs Assessment Survey (OPNA) to Oklahoma students in 
grades 6, 8, 10, and 12 every two years to districts that opt in to 
participate. In the 2017-18 school year, the OPNA’s most recent 
administration, the survey included a psychological distress scale 

for the first time.3  The following table represents the percentage 
of students in all grades (6, 8, 10, 12) and their levels of psycho-
logical distress:

While the accumulation of this information is devastating, there is 
hope. Research reveals that it is possible to prevent Adverse Child-
hood Experiences (ACEs). The CDC recommends the following 
strategies to help “prevent ACEs in the first place (p. 9): 4

As Oklahomans work together to tackle the significant negative impact 
of mental illness in our state, we must focus a portion of our discus-
sion on the wellness of our students and youth. Doing so will help to 
prevent Adverse Childhood Experiences from happening and provide 
the long-lasting protections of resilience where ACEs already exist. 
In combination, these actions can reverse a sad historic trajectory and 
position our state for long-lasting, sustainable mental wellness.

1.)  https://www.americashealthrankings.org/explore/health-of-women-
and-children/measure/ACEs/state/OK

2.)  https://www.ok.gov/health/Family_Health/Maternal_and_Child_
Health_Service/Child_and_Adolescent_Health/Youth_Risk_Behavior_
Survey_(YRBS)/

  3.) https://www.ok.gov/odmhsas/documents/State_of_Oklahoma_Pro-
file_Report%20-%202018.pdf

4.)  https://www.cdc.gov/violenceprevention/pdf/preventingACES.pdf
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Creating Equity and Acceptance in Schools
Cheryl Step, MS, LPC, NCC, NCSC, Creating Resilience, LLC

Becoming Trauma Informed is about changing ourselves 
and the environment to foster trauma resilience in those we 
come in contact with. If schools are using Social Emotional 
Learning curriculum (SEL) only as an add-on program to 
implement, then it isn’t about the teachers and environ-
ment changing, it is merely about changing the behavior of 
students.  If we are solely trying to change others to make 
them conform to pre-set standards, it is continuing the 
oppressive cycle.  Command and control do not work well; 
uprisings eventually occur because we all need to be heard 
and valued. Rules without relationships create rebellion.  If 
schools use SEL exclusively as an add-on program and do 
not fully adopt unconditional respect, validate emotions 
and needs, and teach expression (not stifling) of emotions, 
they miss the potential to change lives. SEL should teach 
people how to express their emotions in ways to fulfill their 
needs while upholding respect for self and others. SEL 
should change everyone’s frame of mind, internal thoughts, 
and external responses to reflect equity and unconditional 
respect. It is not about behavior; it is about acceptance.

A recent article on medium.com exposed a concern that 
schools sometimes dismiss teaching or do not embrace the 
true meaning of social awareness as part of their Social 
Emotional Learning. If SEL curriculum is conveying that 
social awareness is simply following pre-determined pro-
tocol and a set standard of behaviors, it can make students 
feel the need to stifle their emotions and diversity to better 
conform. The article identified the need to focus on histor-
ical facts surrounding resistance to oppression and teach 
students to use and express their emotions to meet their 
needs and bring change in our society.  Righteous anger has 
long been used as a tool to fuel movements that have and 
continue to propel our nation forward towards justice. SEL 
devoid of culturally-affirming practices and understand-
ings is not SEL at all.*   The article goes on to express that 
change may be difficult because school systems historically 
are built around the concept of control. The factory model 
of education persists (and) pushes standardization, devo-
tion to nationalism without loving critique, and obedience. 
This leaves little to no room for creativity, for reflection, 
and for questioning of authority. We have to decouple SEL 
from its controlling nature, or it will remain yet another 
tool of oppression.

Educators and all school staff should embrace the 6 Trauma 

Informed Principles: Safety, Trustworthiness, Peer Sup-
port, Collaboration, Empowerment and Cultural, Historical 
and Gender Issues to guide all interactions, policies and 
protocol. The use of SEL should support those principles.   
True SEL is about understanding our relationships with 
ourselves and with others. It’s to know ourselves as holistic 
human beings, and to be able to see the humanity in others 
to fight, together, for the world we deserve, which is root-
ed in equity and justice.  If schools use SEL as an add-on 
to simply try to change behavior and do not embrace the 
systemic philosophical and attitudinal changes that must 
occur to increase equity and acceptance, it can, in fact, 
create more harm to those who might continue to feel 
oppressed or unworthy. Students and families must have a 
voice and feel welcome to collaborate with teachers and 
staff. We must not lose the importance of co-constructing 
spaces with young people to lean into creative expression 
and joy where young people are reminded that they are not 
just their trauma, but rather all of the ways they continue to 
dream, imagine, hope, and grow.

Join me and believe:

What I have to do is realize that through unconditional 
respect I will never completely understand where you come 
from. I can’t because my genes and history are different. 
What I can do is constantly listen and incorporate your 
viewpoints with mine to create a relationship and mutually 
designed environment created through our collaboration 
that allows us to feel physically and emotionally safe.

It is about listening with the emphasis on others being 
heard! Then, trust and relationships will flourish followed 
by collaboration which leads to equitable empowerment. 
We can create an intertwined existence together. –Cheryl 
Step

 Once we accomplish this, the unconditional respect will 
flow in both directions. We will have all changed and 
grown because our voices are heard, we feel valued, and we 
did it together.

(*All italicized words are quotes taken from: When SEL is Used 
As Another Form of Policing)
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Advancing Comprehensive School Mental Health Systems
University of Maryland School of Medicine, September 2019

Positive mental health allows children to think clearly, 
develop socially and learn new skills. Additionally, good 
friends and encouraging words from caring adults are im-
portant for helping children develop self-confidence, high 
self-esteem and a healthy emotional outlook on life.

Each day in the United States, millions of children and 
adolescents go to school with mental health concerns that 
threaten their well-being and educational performance.

Comprehensive school mental health systems provide an 
array of supports and services that promote positive school 
climate, social and emotional learning, and mental health 
and well-being, while reducing the prevalence and severity 
of mental illness.

This report offers collective insight and guidance 
to local communities and states to advance com-
prehensive school mental health systems. Con-
tents were informed by examination of national 
best practices and performance standards, local 
and state exemplars, and recommendations pro-
vided by federal/national, state, local and private 
leaders. 

PREFACE
In 2017 and 2018, the U.S. Department of Health and 
Human Services, Substance Abuse and Mental Health 
Services Administration (SAMHSA) and Health Resourc-
es and Services Administration (HRSA), in partnership 
with the Bainum Family Foundation, hosted three national 
convenings of experts to advance the widescale adoption of 
high-quality, comprehensive school mental health systems 
in the United States. The meetings were designed to docu-
ment:

• Key milestones and the current state of the school men-
tal health field

• A shared vision of scaling up quality comprehensive 
school mental health across the nation

• Opportunities and challenges to improve quality and 
foster the wide-scale adoption of comprehensive school 
mental health systems

• The conditions (resources, strategies and stakeholder 
engagement at all levels) needed to scale up school 
mental health

• Consensus on critical areas of focus for shared work 
over the next five years Outcomes of the discussions 

from the meetings were shared and augmented with 
input from the broader field via local, state and national 
meetings and conferences, including sessions at the 
Annual Advancing School Mental Conferences in 2017 
and 2018.

Additionally, in 2018, the National Training Institutes pro-
vided an important forum for multiple school mental health 
sessions and discussions to 1) further engage local, state 
and national partners involved in advancing comprehensive 
systems of care, and 2) create momentum toward wide-
scale advancement of comprehensive school mental health 
systems across the nation.

EXECUTIVE SUMMARY
Effective comprehensive school mental health 
systems contribute to improved student and 
school outcomes, including greater academic 
success, reduced exclusionary discipline prac-
tices, improved school climate and safety, and 
enhanced student social and emotional behavior-
al functioning.

Schools are a natural setting for collaboration across part-
ners to promote student well-being and to support early 
identification and intervention for students with mental 
health concerns. Comprehensive school mental health 
systems provide a full array of supports and services that 
promote positive school climate, social and emotional 
learning, and mental health and well-being, while reducing 
the prevalence and severity of mental illness. Compre-
hensive school mental health systems are built on a strong 
foundation of district and school professionals, including 
administrators, educators and specialized instruction-
al support personnel (e.g., school psychologists, school 
social workers, school counselors, school nurses and other 
school health professionals), in strategic collaboration with 
students, families, and community health and mental health 
partners. These systems also assess and address the social, 
political and environmental structures — public policies 
and social norms included — that influence mental health 
outcomes.

The core features of a comprehensive school mental
health system include:

• A full complement of school and district professionals, 
including specialized instructional support personnel, 
who are well-trained to support the mental health needs 
of students in the school setting

• Collaboration and teaming among students, families, 
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schools, community partners, policymakers, funders 
and providers to address the academic, social, emotion-
al and behavioral needs of all students as well as the 
predictable problems of practice in crossing systems 
and roles

• A thorough and continuous needs assessment of school 
and student needs and strengths, coupled with resource 
mapping of school and community assets, to inform 
decision-making about needed supports and services

• A full array of tiered, evidence-based processes, poli-
cies and practices, called a multi-tiered system of sup-
port (MTSS), that promotes mental health and reduces 
the prevalence and severity of mental illness

• Use of screening and referral as a strategy for early 
identification and treatment

• Use of evidence-based and emerging best practices to 
ensure quality in the services and supports provided to 
students

• Use of data to monitor student needs and progress, 
assess quality of implementation, and evaluate the 
effectiveness of supports and services

• Diverse and leveraged funding and continuous monitor-
ing of new funding opportunities from federal/national, 
state and local sources to support a sustainable compre-
hensive school mental health system

• Leaders who lead by convening and who work effec-
tively on both the technical and human sides to enable 
change in policy, practice and people

There are numerous exemplary models in localities across 
the United States that have inspired this guidance, several 
of which are featured here as a road map for states and 
communities that seek to achieve wide-scale adoption of 
comprehensive school mental health systems.

*You can find this full report at: http://www.schoolmental-
health.org/media/SOM/Microsites/NCSMH/Documents/
Bainum/Advancing-CSMHS_September-2019.pdf

Mental health is defined as the social, emotional and 
behavioral well-being of  students. Mental health services are 
broadly defined as any activities, services and supports that 

address social, emotional and behavioral well-being of  
students, including substance use.
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Strengthening Oklahoma through Infant and Early Childhood Mental Health 
Tessa Chesher, D.O., OSU Center for Health Sciences, Department of Psychiatry & Behavioral Sciences

“It is easier to build strong children than to repair broken 
men.” – Frederick Douglass

An Overview

The first few years of life are essential for building a strong 
foundation for future success – both for the individual and 
for the community; and Oklahoma has made some im-
portant strides in 
improving these 
early years of life.   
When combining 
Oklahoma data 
from the State 
of the Babies 
Yearbook 20201 
and the Adverse 
Childhood Experi-
ences study2, it 
is apparent that 
Oklahoma needs 
to continue the 
work on pre-
vention to safeguard the future of the state.  The State of 
Babies Yearbook 2020 looks at data across the nation for 3 
policy domains – Good Health, Strong Families, and Posi-
tive Learning Experiences.  Oklahoma’s overall rating is in 
the “Getting Started” category, which is the lowest ranking. 
(Figure 1).  In addition, it is well documented that the more 
adverse childhood events (ACEs) that a person has, the 
higher probability for lifelong mental and physical health 
problems, and Oklahoma has some of the most ACEs in 
the nation.  America’s Health Rankings through the United 
Health Foundation 
ranked Oklahoma 
as the state with 
the most people 
who have more 
than 2 ACEs at 
28.5%, compared 
with the national 
average of 20.5%.  
What’s even more 
concerning is the 
upward trend in 
Oklahoma as the 
national average 
decreased from 
2018-2019, while 
Oklahoma’s 
average increased 
from 26.6% to 
28.5%.3 Okla-
homa has the opportunity to invest in babies and young 

children, which has been shown to have the largest return 
on investment for the future.4 (Figure 2). If Oklahoma 
focuses on prevention for ages 0-5 in a unified and consis-
tent manner, Oklahoma can make a positive impact on just 
about all of the social problems that our society faces.5 The 
zero to five population is a piece of the community puz-
zle, and when addressed as a whole puzzle, Oklahoma can 
make great change.

“Infant-early childhood mental health (IECMH) is the de-
veloping capacity of the child from birth to 5 years of age 
to form close relationships, manage and express emotions, 
and explore the environment and learn.”6 IECMH is com-
posed of several entities such as mental health, medicine, 
education, and policy.  

Oklahoma’s Push for Babies

The focus on babies and young children is not new to Okla-
homa, but traditionally, it was small silos of individuals 
trying to educate on the importance of this area.  In No-
vember 1991, the Oklahoma Association of Infant Mental 
Health was founded and this small organization helped 
start the movement towards knowledge and training in this 
area.  The movement has grown and in 2015, state lead-
ers formed an Infant and Early Childhood Mental Health 
(IECMH) Strategic Plan, which sought to link state initia-
tives around infant and early childhood mental health and 
community-based applications to further four priority areas, 
which serve to guide efforts across child serving systems. 
These included 1) promoting awareness of the significance 
of infant and early childhood mental health, 2) enhancing 
the competency of the infant and early childhood mental 

health workforce 
to effectively meet 
needs, 3) devel-
oping, enhancing, 
and expanding 
programs for 
IECMH promo-
tion, prevention, 
early intervention, 
and treatment, and 
4) establishing 
infrastructure and 
developing poli-
cies to support the 
integrated early 
childhood system 
of care. Even with 
all of the efforts in 
IECMH, the jour-
ney to an adequate 

mental health system for young children is a long one; and 
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if we strive for excellence in this essential area, state sys-
tems will have to come together – unified with a consistent, 
long range mission.

Oklahoma’s Opportunities for Growth in IECMH

“There is no such thing as a baby.” -Winnicott

Dr. Winnicott knew that change in the trajectory of early 
development cannot happen without involving the fami-
ly system because babies do not exist in isolation of the 
family.  In this same manner, prevention does not exist by 
isolating systems.  We can build on the foundation that 
Oklahoma started by striving to break down the silos of 
prevention and care, by training providers and expecting 
evidenced based models to be utilized, and by setting up 
the ultimate in prevention by adequately caring for women 
at the perinatal time (from the time a woman is pregnant to 
a year after delivery.) 

The IECMHC Strategic Plan included having an IECMHC 
leader in both the Oklahoma Department of Mental Health 
and the Oklahoma Health Department whose job it is to 
work closely together not just to partner, but to coordinate 
services - including budgets.  Through this coordination, 
services can be added and not duplicated.  This pilot model 
seems to have been the most successful in beginning to 
spread IECMHC across the State and could be built upon 
by adding other entities – i.e. the Oklahoma Health Care 
Authority, the Department of Education and the Department 
of Human Services.  By taking a bird’s eye view together, 
a system could be created that looked at topics such as 
whether Oklahoma maximizes federal dollars for families 
or whether Oklahoma is duplicating services.  There are 
many systems that currently partner, but by taking it to the 
level of coordination, the quality of services can improve.  
There has been a movement in Oklahoma to have practi-
tioners trained in evidenced based IEMHC assessments 
and therapy modalities; however, there are no checks and 
balances in place as far as requiring training to care for 
the mental health of Oklahoma’s babies.  In fact, many 
young children, preschoolers, are seen in individual ther-
apy – without their caregivers – despite strong evidence 
that states therapy for the ages of 0-5 should be done with 
the caregiver and child together in order to make changes.  
Many practitioners do not know how to perform evi-
dence-based assessments of young children, and those that 
do, know it takes more time in the short run while critical 
to providing appropriate care in the long run.  In addition, 
there is no consistent incentive to see children ages 0-5 
despite the increased level of training and time involved.  
Therapists in Oklahoma have extremely high caseloads 
and expectations, which do not lend themselves to ade-
quate IEMCHC services.  In sum, even if therapists have a 
passion for IECMHC, the current system does not set them 
up for success.  

There are varying degrees of mental health care for peri-
natal women across Oklahoma from nothing to consulta-
tion to in-office care to home visitation.  It is important to 

support mothers consistently across the state during the 
perinatal period to set the stage for healthy development of 
babies.  The postpartum period is a critical time for both 
mothers and their babies and there are many risks at this 
time – 10% of women get postpartum depression, 30-49% 
have alcohol use, and 4.5-8.5% have drug use.7 In addition, 
abuse of children has the highest prevalence in the first year 
of life.  The cost to a baby can be high as the first year of 
life is a time for many milestones – including the formation 
of attachment between 7-9 months old, which is one of the 
biggest predictors of a baby’s future development. Oklaho-
ma is one of a handful of states that only offers Medicaid to 
mothers for 60 days after delivery of a baby, and there are 
minimal options for Oklahoma mothers to get help.  Inter-
vention of mothers is prevention for babies and expanding 
Medicaid coverage during the perinatal period can help fill 
this huge need. 

Conclusion
IECMHC is intense and difficult work that can be very 
rewarding when done in a supportive system.  Oklahoma 
can be a supportive system by building upon the IECMCH 
system of care and making prevention the primary goal by 
focusing on the mental health of babies and young children 
and their families.  
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Caring for Children and Adolescents: Moving from the Individualized 
Patient to evidence-based caregiver involved treatment

Sara Coffey, D.O., Oklahoma State University Center for Health Sciences

Among U.S. children and adoles-
cents, the estimated prevalence of 
psychiatric disorders has risen to 
13-20%, 1,2 with recent studies 
noting mental health condi-
tions represent one of the top 
five most common conditions3 
and expensive conditions in the 
pediatric population.4 Since 
2006, Oklahoma youth suicide 
rate increased 41% , compared 
to the national increase of 33%.5 
Despite the high level of need, 
only 1 in 5 U.S. children with a 
mental health disorder receives 
treatment.6 Financial factors 
further contribute barriers to care, 
with children enrolled in Med-
icaid half as likely to get mental 
health treatment as children who 
are privately insured.7 Maximal 
improvement of child mental 
health outcomes has been shown 
to require provider teams, across disciplines, who can share 
ownership of identification of mental health needs, and 
promotion of adherence to mental health treatment in a 
collaborative, sustainable fashion. 8

What is more, it is reported that nearly half of all children 
in the United States are exposed to an adverse childhood 
experience (ACE) 9, with Oklahoma consistently ranking 
the highest in 4 or more ACES. The Children’s Defense 
fund reports that a child in Oklahoma is neglected or 
abused every hour and that 24.7% of Oklahoma children 
live in poverty. 10 These adverse events play a signifi-
cant role in the mental health and overall wellbeing of 
our children. With children who have had an adverse life 
experiences two and half times more likely to fail a grade, 
more often suspended and expelled from school and des-
ignated to special education more frequently. 11 Children 
in the child welfare system are the end results of Adverse 
Childhood experiences. Hold a mirror up to ACES and you 
see a child who has been removed from his home due to 
domestic violence, substance abuse and emotional neglect. 
You see a child struggling to know who to trust. A child 
struggling to regulate their emotions and subsequently their 
behaviors that can be as benign as difficulty sleeping to as 
intense as physical aggression. Children in the child welfare 
system are often genetically loaded to struggle with mental 
illness; along with environmental factors that further exac-
erbate their behavior.

It is important to note that with the majority of psychiatric 

diagnoses in children the first line treatment is behavioral 
therapy, which includes the caregiver. The younger the 
child the more important the caregiver component. The 
notion of the “individualized patient” in which the clinician 
only works with the child or adolescent is outdated and 
potentially problematic as clinicians working with children 
who exclude the caregivers give the false assumption that 
evidence-based care is actually being provided. Across the 
continuum, be it outpatient or inpatient psychiatric care we 
are removing caregivers in their role in helping children to 
regulate, feel safe and connect. The majority of behavioral
therapy provided to youth in Oklahoma is one hour per 
week; that leaves 167 more hours or 99.4% of the time in 
which the child might not be engaged with an adult that 
can help them regulate, feel safe and connect. A system 
in which only 0.6% of the time the child is engaged in 
“treatment” is a system that does not adequately meet the 
needs of many of our Oklahoma youth. This is not to say 
that clinicians are not doing their best to care for children 
and adolescents; unfortunately policy and systems often 
incentivize a “patient encounter” over collaboration with 
caregivers, teachers and other adults in the “individualized 
patient’s” lives.

Children in child welfare are no different; and likely more 
in need of caregivers that can provide a safe secure home 
for them. In fact research-based treatments like the ARC 
treatment model (attachment, regulation and competency) 
work exclusively with caregiver response prior to working 
with children. 12 Other studies such as the YALE anxi-
ety study have shown improvement in a child’s anxiety 
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by treating the caregivers 13. Adults matter in the care of 
children with mental illness- parents, foster parents, care-
givers, teachers, front line mental health workers and more. 
Removing the caregiver’s role in the care for children with 
mental illness is ill-informed.

Fortunately, Oklahoma has done much work around 
creating and enhancing training for youth with trauma. 
The efforts around Trauma-Focused Cognitive Behavioral 
Therapy has been important to provide evidence-based care 
for youth with psychiatric symptoms related to trauma. 
However, TF-CBT includes a caregiver component which 
is important to the treatment process. Other therapeutic 
interventions such as Parent Child Interaction Therapy 
explicitly work with the caregiver to support attachment 
and regulation with youth. These interventions are provid-
ed by trained clinicians; which requires time from clinical 
care for training, specific clinic space for treatment, smaller 
caseloads and often additional supervision and collabo-
ration with teams. Although the investment on clinicians 
to learn and provide this evidence-based care exists, the 
return on investment to provide a sustainable mechanism to 
continue to provide care is non-existent, with billing codes 
reimbursing for “time” as opposed to “technique” or even 
outcomes. A system that truly valued evidence-based care 
and meaningful outcomes would provide the environment 
and mechanism for clinicians to work not only with the “in-
dividualized patient” but to include care givers, educators, 
primary care and other clinicians in an evidence-based, 
patient-centered, team-based approach.

When the importance of care-giver engagement on all 
levels of psychiatric care becomes a priority we can more 
effectively advocate for caregiver involvement in evi-
dence-based models in outpatient and inpatient care. We 
can demand quality residential, inpatient and group-home 
milieu environments with payment structures for front line 
staff that truly values the adult response and involvement 
in the child’s ability to feel safe, secure and regulated. 
Until we move away from the “individualized patient” and 
incorporate caregivers in care, we will be limited in our 
ability to help children heal and recover from past trauma 
and psychiatric illness.

Dr. Coffey is the Director of Child and Adolescent Psy-
chiatry for Oklahoma State University Center for Health 
Sciences and serves as the Director of Clinical Operations 
for the Department of Human Services, Division of Child 
Welfare and the Behavioral Health Medical Director for the 
OSU Health Access Network.
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Cultivating the Growth of Resilience
Cheryl Step, MS, LPC, NCC, NCSC, Creating Resilience, LLC

Trauma impacts lives on the individual, familial, commu-
nity and societal level.  Historically, we have addressed the 
resulting symptoms of trauma with treatments of therapy, 
education, and all too often imprisonment.  However, put-
ting preventative factors in place can avert the symptoms, 
outcome and resulting negative impacts. Prevention begins 
with understanding how trauma impacts lives and why it 
impacts our brains and bodies before we can fully under-
stand what we can do to mitigate its impact. 

Our preventative measures should include the following 
three levels of education across systems and families.  The 
first two educational levels increase awareness. The first 
level encompasses the many forms and prevalence of trau-
ma (including the Adverse Childhood Experiences study) 
and the research explaining how trauma impacts physi-
cal and brain health.  The second level incorporates why 
trauma impacts our brain and body systems. This education 
should include knowledge of the triune brain, why our 
instinctual reactions override our thoughtful responses, how 
triggers are created, and why repeated trigger reactions can 
impede the development of executive functions. 

The prevalence of trauma and the related brain science, 
the third level, seem to paint a bleak picture if processed 
without also learning about the researched practices that 
prevent the long-term impact of trauma. All three levels of 
education are necessary to fully understand the scope and 
sequence of how to raise resilience in our communities 
and families. To quote Dr. Carl Bell, “Risk factors are not 
predictive factors because of protective factors.”  Research 
has identified what protective factors are most effective in 
building trauma integration and resilience.  

Trusting relationships in safe environments while build-
ing regulation and competency skills are the pillars to 
strengthen resilience. The ARC Framework (Attachment, 
Regulation, Competency) by Blaustein and Kinniburgh 
details these pillars and offers supporting practices and 
tools.  Bruce Perry’s three R’s, (Regulate, Relate, Reason) 
encompass these practices and support a tiered process: We 
need to be able to foster Regulation of ourselves and others 
to build positive Relationships before we can begin to teach 
and use Reason to solve problems.  Trust Based Relational 
Interventions (TBRI) emphasizes that must create a safe 
environment with connections, prepare the body physiolog-
ically and mindfully, and increase attunement, awareness 
and flexible responding. 

These researched practices are graphically displayed by 
the Trauma Integration Tree (see attached). Helping others 
integrate trauma is a process that takes time and follows a 
path of growth.  Just like the growth of a tree, it begins with 
roots, progresses with a trunk that strengthens, and ends 

with multiplying branches.  

Growth begins by creating a fertile environment where 
Creating Connected Communities roots can thrive. Just like 
a good root system in a tree, if these root concepts are well 
established, the rest of the tree will strengthen and promote 
resilience. The goal is to create a safe environment and 
trusting connections.  The researched Raising Healthy Chil-
dren curriculum emphasizes that healthy relationships are 
the base, along with structured, caring environments. Bruce 
Perry said, “The more healthy relationships a child has, the 
more likely he will be to recover from trauma and thrive.”  

The root system begins with the tap root; on the Trauma 
Integration tree, this root is Caregiver Reflection and Regu-
lation.  As caregivers, we must reflect on our own thoughts 
and body reactions and regulate our emotions and energy 
before we can respond to others in a trauma informed way.  
If we cut off this tap root and do not have self-care or time 
to reflect on our interactions, the rest of the tree will not 
reach its full potential. The Center on the Developing Child 
at Harvard University states: In order to provide a well-reg-
ulated caregiving environment, adults must be able to set 
and meet goals, manage their own behavior and emotions, 
and establish daily routines. Bruce Perry agrees that we first 
must foster regulation of ourselves.

The other roots- Attunement, Responses, Routines/Ritu-
als- create strong connections in a safe environment.  When 
caregivers attune with others using brain science to drive 
their responses, needs are met and relationships are forti-
fied. All research leads to this explanation: “Beneath every 
behavior there is a feeling.  And beneath each feeling is a 
need.  And when we meet that need rather than focus on the 
behavior, we begin to deal with the cause, not the symp-
tom.” 

To sustain a well-developed root system, routines and ritu-
als are used to create a predictable environment that fosters 
belonging. Bruce Perry advises to “provide a consistent, 
predictable pattern for the day” because brain imaging 
shows that familiar patterns are calming to a child. He also 
reinforces that a history of connectedness is a better predic-
tor of health than a history of adversity.  

Just like a tree with shallow roots, if we have shallow 
understanding of these root concepts and do not daily 
integrate them into the environment, the entire tree is at 
risk of falling with a strong, traumatic wind. The Center on 
the Developing Child at Harvard University substantiates 
this framework: A child who is living in an environment 
with supportive relationships and consistent routines is 
more likely to develop well-functioning biological systems, 
including brain circuits, that promote positive development 
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and lifelong health. 
 
The trunk of the Trauma Integration Tree creates Calming 
and Communication.  Skill building includes Emotional 
Identification, Modulation of energy and emotions, and 
ends with Emotional Expression.   The trunk is similar to 
our physical body; to overcome the impact of trauma, we 
must address how emotion manifests itself in our bodies. 
If these skills are strong, then, like a tree, the trunk of our 
being will have strength and will flourish. Bruce Perry’s 
sequential engagement and processing supports how the 
outside and inside world of the child need regulation in 
order to relate to others and have our emotions expressed 
in a way that gets needs met. Harvard University and TBRI 
express that caregivers should facilitate social-emotional 
development and skill-building and co-regulation before 
expecting others to self-regulate.

Finally, The Trauma Integration Tree produces the upper 
Competency branches, Executive Functions and Self-Iden-
tity.  These two concepts are fostered and developed only 
after the roots and trunk (a safe environment and regula-
tion skills) have begun to develop.  Bruce Perry stated: 
We must regulate people before we can possibly persuade 
them with a cognitive argument.  Brain research has shown 
that people with a history of trauma have decreased neural 
connections in the pre-frontal cortex.  The Center for the 
Developing Child at Harvard explains: When children have 
opportunities to develop executive function and self-reg-

ulation skills, individuals and society experience lifelong 
benefits. 

If an agency, school, business or community spends the first 
few years developing a substantial root system and creates 
a safe environment with trusting relationships, then the 
trunk and branches (regulation and competency skills) will 
be supported and more sustainable.

Transforming lives by increasing protective factors begins 
with education that includes: 

• Knowledge about the prevalence of trauma and 
 how it impacts lives 

• Understanding why the human brain reacts and 
 responds to the environment 

• What practices foster attachment in safe environments, 
 assist others to learn regulation and expression of 
 emotions, and create stronger competency skills. 

Most importantly, we must all remember: 

•  The power of one strong adult relationship is the 
 key ingredient to overcoming adversity.  

•  People, not programs, change people.
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The TU Tough Study
The Laureate Institute for Brain Research

The TU Tough study is a collaborative effort between The 
University of Tulsa and Laureate Institute for Brain Re-
search. 
 
Why TU Tough?
This study aims to examine the impact of mental toughness 
training on academic success and psychological well-being 
of first-year college students at The University of Tulsa. By 
participating the students help to better understand sourc-
es of stress and resiliency in college students and develop 
interventions to help optimize student success.

Who can participate?
First year students at The University of Tulsa who:

• Are at least 18 years old

• Are fluent enough in English to be able to understand 
 and complete questionnaires and interviews that are 
 conducted in English

• Have regular access to a personal, campus, or other 
 computer

• Are NOT on an international student visa, due to 
 current restrictions on providing international 
 students research compensation

• Are NOT currently experiencing severe or unstable 
 medical or mental health conditions that require 
 immediate medical attention

Although TU Tough is assessing for symptoms of stress, 
anxiety, and mood, the students do not need to have any of 
these symptoms to participate in this study.

Detailed Description:
Part 1 consist of an online survey, sent by email. This email 
will be sent through the TU (University of Tulsa) Student 
Affairs office to all incoming freshman students and is 
sent by study personnel to students who indicate interest in 
the study through the other recruitment efforts (i.e., flyers 
on campus). This survey also allow students to indicate 
whether or not they would be interested in being involved 
in future research regarding mental toughness and strate-
gies for college success. The second aim is accomplished 
via Part 2 of the study. 

Part 2 is the longitudinal portion that assesses students’ 
well-being (i.e., happiness, distress, anxiety, satisfaction, 
etc.) and academic success (i.e., retention at TU, GPA, etc.) 
before and after completion of either mental toughness 
training or “college as usual”. These participants are select-
ed from the group of participants who complete Part 1 and/

or via ongoing courses within each college at the university. 
Part 2 enrolls a maximum of 300 participants/year for the 
first 3 years, each of whom are then be asked to remain in 
the study for 5 years. These participants are contacted via 
phone, text message, or email to determine whether they 
are interested and meet criteria. Those who meet criteria 
schedule an in-person session at TU (Part 2) to complete 
written informed consent, provide the saliva sample, obtain 
instructions regarding the completion of survey sessions 
and the training protocol. 

Those who enroll in this study are asked to complete survey 
sessions repeatedly over the next 5 years: 

(1) During the first semester, Part 2 participants will be 
asked to complete three survey sessions, one pre- and one 
post- training phase, and one during finals week. 

(2) During the Spring semester of the first year, each par-
ticipant would complete three surveys (within the first two 
weeks; mid semester; and during finals week), followed by 
one survey mid-Summer. 

(3) For Years 2-5, survey sessions would occur once per 
semester (Fall, Spring, Summer), allowing examination of 
how training may impact longer-term trajectories of aca-
demic success and psychological well-being. Each online 
surveys will assess for psychological well-being, demo-
graphics and medical history, and academic activities. 

For those who provide consent to access limited informa-
tion from academic records (as specified in the consent 
and in the research protocol section of this document), the 
information is combined with the collected survey data. 

For Part 3, data will be collected from a subset of partici-
pants during two neuroimaging sessions at LIBR (Laure-
ate Institute for Brain Research). The first neuroimaging 
session will be completed within one month of beginning 
the training phase (mental toughness or “college as usual”) 
and the second will be completed within one month of the 
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end of the training phase. Each neuroimaging session will 
last approximately 3-4 hours and will involve completion 
of self-report measures regarding current affective state, a 
behavioral measure of exploratory behavior, and a func-
tional MRI session during which participants will complete 
tasks related to processing of emotional faces, emotional 
images, and reward. 

The fourth aim will also be accomplished via Part 2 of 
the study, which involves the collection of DNA saliva 
collection once during the first semester of their first year. 
Samples will be collected in-person at their first baseline 
session, after written informed consent is obtained. This 
data will be used to assess any genetic markers of resiliency 
that exist in college populations and to determine if there 
are genetic markers that interact with the impact of mental 
toughness training (i.e., if individuals with specific genetic 
markers do better or worse with training).

By participating in the studies, Laureate Institute for Brain 
Research claims, students will help researchers to better un-
derstand sources of stress and resilience in college students. 
Information gathered through the study will assist in devel-
oping ways to improve students’ success in school and life.

Study Design

Study Type: Interventional  (Clinical Trial)

Actual Enrollment: 538 participants

Allocation: Non-Randomized

Intervention Model: Parallel Assignment

Masking: None (Open Label)

Primary Purpose: Prevention

Official Title: TU (University of Tulsa) Tough: Mental 
Toughness Training for College Success

Study Start Date  : September 2016

Estimated Primary Completion Date: May 2022

Estimated Study Completion Date: June 2022
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A Focus on Infant Mental Health is a Focus on a Better Oklahoma
Sherry Fair, Executive Director, Parent Promise, July 6, 2021

With the 2021 Oklahoma Academy Town Hall focusing on 
mental health it is imperative the topic of Infant and Early 
Childhood Mental Health (IECMH) be part of the conversation. 
Everything needed for Oklahoma to become a top 10 state or 
rank among the top 25 states in key metric areas by the year 
2025 begins with healthy and resilient children. 

By far, babies are not born with mental health issues. Their pos-
itive and nurturing mental health needs begin in the womb and 
absolutely at day one. IECMH is the developing capacity of the 
child from birth to 5 years to form close and secure adult and 
peer relationships; experience, manage and express a full range 
of emotions; and explore the environment and learn all in the 
context of family, community and culture, according to Zero to 
Three, an advocacy agency promoting the healthy development 
of all babies and toddlers.

The first three years of life are critically important to a child’s 
brain. By age 3, 80% of a child’s brain has developed to the size 
of an adult’s brain. By age 5, 90% of the brain has developed. 
Every single experience – good or bad – affects a child’s brain 
development in these early years. Most parents understand 
they are their child’s first teacher and that it is through daily 
interactions and quality communication that a child should be 
able to say the alphabet and count to 10, acquired motor skills 
like holding a pencil and using scissors, achieved self-care 
benchmarks such as getting dressed and not needing help in the 
bathroom, be able to sit and listen to the teacher, and regulate 
their emotions by the time he or she enters kindergarten.

The latter two of these developmental milestones are the social 
emotional part of good mental health. To get there, parents must 
be fully engaged in meeting the everyday needs of their baby. 
It is in the first three years of life that emotionally nourishing 
relationships lay the foundation for lifelong health and well-be-
ing. Knowing this, it seems only reasonable that the state and 
local communities would work together to support vulnerable 
families. When parents struggle in life, those challenges rob 
caregivers of the energy and time it takes to invest in bonding 
with their children and being able to raise them in a safe, loving 
and nurturing home environment. 

Babies who engage with responsive, consistent and nurtur-
ing caregivers and who live in safe and economically secure 
environments are more likely to have strong emotional health. 
Stress in the household is transferred to everyone in the home 
including infants and toddlers. When emotional health is com-
promised in those early years, so too is development across the 
full spectrum. As the child grows, his or her compromised men-
tal health will manifest in such ways as lifelong health issues, 
falling behind/dropping out of school, teen pregnancy, entering 
the criminal justice system, and many other negative events. 
These negative life circumstances are Adverse Childhood 
Experiences (ACEs) as defined in the CDC-Kaiser Permanente 
Adverse Childhood Experiences Study conducted in the late 
1990s.

When stressors and parental ACEs exist in the home children 
are at greater risk for neglect and abuse. This is why child 
abuse prevention strategies focus on strengthening the family 
unit through parental support. Home visiting is one of those 
strategies and it has been part of the Oklahoma landscape since 
2001. Home visiting provides direct support and coordination 

of services to meet the most basic needs of vulnerable families. 
Several home visiting models exist and the ones utilized in 
Oklahoma are evidence-based and take a multi-generational 
family-focused approach. Services are voluntary and at no 
cost to the families. This prevention strategy supports pregnant 
moms and new parents and promotes infant and child health, 
fosters educational development and school readiness and helps 
prevent child abuse and neglect. This support helps parents and 
caregivers be better able to provide and create that loving and 
nurturing relationship all children need to develop and maintain 
good infant and early childhood mental health. 

Oklahoma’s home visiting network is in the Oklahoma State 
Department of Health. Between the two home visiting models 
utilized, Parents As Teachers and the Nurse Family Partnership, 
numerous families have been helped over the years and positive 
results seen, but the State of Oklahoma simply does not provide 
nearly enough financial support to serve the number of Oklaho-
ma children and families who could benefit from these services. 
Helping vulnerable families become more self-sufficient and 
less dependent on social services can contribute greatly to 
lifting Oklahoma out of the bottom 10 states for child wellbeing 
and many other health-related categories. Perhaps we should 
look across state lines for guidance.

Florida has a highly coordinated system supported by pooled 
funding from several state agencies. In partnership, Healthy 
Families Florida, the Ounce of Prevention Fund of Florida and 
the Florida State Department of Children and Families (DCF) 
contracts with 35 community-based agencies to provide ser-
vices to families in all 67 counties. The state of Florida recently 
completed a statewide home visiting needs assessment update 
that Oklahoma could use as a roadmap. Additionally, Florida 
invests a substantial amount of money from DCF, the Depart-
ment of Health, and the Office of Early Learning. Primary 
funding of $30 million comes from DCF which is authorized 
from the state legislature. CAPTA (Child Abuse Prevention and 
Treatment Act) and CBCAP (Community-Based Child Abuse 
Prevention) funding play a substantial role in funding this 
network.

It would greatly benefit Oklahoma for state legislators, state 
leadership and early childhood professionals to form a com-
mission to study Florida’s statewide home visiting network, 
conduct a home visiting needs assessment for Oklahoma, 
determine how current state and federal prevention dollars are 
currently utilized, and investigate where additional funding op-
portunities exist in the state. Forming partnerships among state 
departments and the community to create such a system would 
provide Oklahoma’s children a foundation for good mental 
health and achieving success in life.

Since 2010 both Oklahoma and Florida have improved in child 
wellbeing categories measured by the Annie E. Casey Kid’s 
Count Data Center, however Florida is ranked 35th in the 
country and Oklahoma remains in the bottom 10 at 42nd. Top 
10 or 24th for Oklahoma would be fantastic but 35th would be 
a welcome start.

Sherry Fair is the executive director of Parent Promise/Prevent Child 
Abuse Oklahoma, a private nonprofit working to strengthen families and 
prevent child abuse and neglect through home-based parent education and 
support services.
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Oklahoma Trauma-Informed Care Task Force
Summary by Craig Knutson 

The task force was created by Senate Bill 1517, authored by AJ 
Griffin in the Senate and Kay Floyd in the House, and signed 
into law on April 25, 2018.  The bill became effective on No-
vember 1, 2018.  The task force mandate is “to study and make 
recommendations to the Legislature on best practices with 
respect to children and youth who have experienced trauma, 
especially Adverse Childhood Experiences (ACEs).”  By terms 
of the bill, the task force is composed of 17 members, each ap-
pointed by his/her respective agency.  The task force has a three 
year life and their authority will expire October 31, 2021.

In particular, the task force is charged with gathering infor-
mation on models of care for a variety of settings in which 
individuals may come into contact with children and youth 
who have experienced or at risk of experiencing trauma.  After 
collecting this information and considering the findings from 
evidence-based, evidence-informed, and promising prac-
tice-based models the task has the duty to recommend a set of 
best practices to state agencies, entities outside state govern-
ment, and the general public.

Since its creation in 2018, the task force has conducted exten-
sive research regarding best practices and has looked in-depth 
at trauma-informed resources and services provided within 
Oklahoma.  The task force created subcommittee comprised of 
individuals from public and private organizations to assist to 
assist in the development of strategies to continue this work.

From the beginning, the members recognized the need for 
cross-system coordination and a centralized information hub 
to provide to the public.  Funding provided by Casey Family 
Programs has allowed the CSAW to hire a cross-system coor-
dinator, housed at OSU’s Center for Integrative Research on 
Childhood Adversity (CIRCA).

The collaboration between CSAW and CIRCA has shed light 
on the importance public-private partnerships.  Sharing this 
commitment with organizations across the state allows buy-in 
on trauma-informed care from private entities and state agen-
cies alike.  Furthermore, this collaboration provide opportuni-
ties for future funding which may have been unavailable to one 
type of entity.

Over the past two years the task force has made strides in 
the discovery and coordination of trauma-informed initia-
tives across the state.  They have reviewed and heard from a 
number of states who work in this field has yielded positive 
results.  Missouri, Michigan, and Pennsylvania were three of 
the best practices states the task force studied.  Missouri has 
developed their own model which they see as a continuum:  
trauma-aware, trauma-sensitive, trauma-responsive, and the 
last stage trauma-informed.  Pennsylvania used a multi-faceted 
approach that combined a cultural shift in government and the 
implementation of prevention and education initiatives across 
the state to promote healing and mitigation.  Finally, the Mich-

igan ACE Initiative is focused on building a more Resilient 
Michigan.  In just four years they reached over 20,000 people, 
providing training and technical assistance, and pursued policy 
changes through their legislature.

Within the state, the task force heard from a number of new 
initiatives that show great promise.  There are over twenty 
Resilient, Self-Healing Communities across our state.  They are 
patterned after the initial work done in Payne County in 2017 
and with the workshop training provided by Laura Porter of 
ACES Interface, trauma education and collaborations are grow-
ing each year.  There are over 75 Systems of Care Coalitions 
across the state, engaged in a number of local activities includ-
ing the viewing of the Resilience film.  They heard from about 
the Handle with Care model, which is a partnership between 
law enforcement and local school systems.  The mental health 
collaborative Embrace OKC involves the OKC Chamber, the 
United Way, and the OKCPSS to better serve the needs of 
inner-city students.  The Pyramid Model, which is an evi-
dence-based practice addressing trauma, has been implemented 
in Oklahoma and we are the 32nd state to adopt this model.

The Project Aware Grant from SAMHSA, which funds a 
school-wide prevention and early intervention program, uses a 
Multi-Tier System of Support (three distinct tiers).  Preliminary 
results show improvements in both behavioral and academ-
ic outcomes.  The Collaborative for Oklahoma Resilience 
(CORE) involves public and private entities on the same team.  
Its goal is to prevent and further mitigate trauma by providing 
technical assistance to schools and communities.  Finally, the 
task force heard about Community HOPE Centers, which 
are school-based or community-based hubs for support and 
services.  Their goals are focused on building stronger families 
and communities and to reduce the likelihood of child abuse 
and neglect.

As the legislative mandate comes to an end, task force mem-
bers will look to shift the continuation of this work to The Chil-
dren’s State Advisory Workgroup (CSAW), the working arm of 
the Systems of Care State Advisory Team (SAT).  The CSAW 
is comprised of leaders from each child serving agency and has 
representation from families and members of the community.  
In conjunction with the SAT, the CSAW will act to support, 
collaborate, prioritize options for, and implement a coordinated 
approach to prevent and mitigate trauma.

The collaboration between these workgroups and communities 
will allow for greater government transparency and funding 
opportunities.  These two groups will seek to extend upon the 
work of the task force by designing a web-based platform, 
developing best practices, and building upon public-private 
partnerships.  

The full report can be viewed at:  https://www.ok.gov/occy/doc-
uments/TIC-TF%20Paper%202020-web%20version.pdf

© The Oklahoma Academy for State Goals Addressing Mental Health ~ Improving Mental Wellness32



Expanding Home-Based Parent Support to All Families Makes Oklahoma Top 10
Sherry Fair, Parent Promise/Prevent Child Abuse Oklahoma; 

Desiree Doherty, Parent Child Center; Linda Manaugh, Potts Family Foundation

Every positive outcome we want in Oklahoma begins with 
raising healthy and resilient children. 

To rise above the low rankings for child wellbeing that 
Oklahoma is and has been experiencing for years when 
compared to other states, our work must begin with the 
intention of creating a statewide program that strengthens 
families and decreases the opportunities for unintentional 
child neglect and abuse to creep in.  It begins with our chil-
dren being physically, cognitively, socially and emotionally 
healthy. With the focus of this year’s Town Hall meeting 
on mental health, we must not forget about infant mental 
health. It is where the conversation should begin.

Mental health in infants and toddlers? Many might wonder 
how can anyone that young have mental health issues? 

It is not about infants or toddlers being born with mental 
health issues. It is about how ALL childhood experiences 
– positive and negative – shape a child’s body and brain. 
When a child learns to walk, talk and read at the appropri-
ate developmental stages, it is easy to assume that what 
they see happening on the outside means everything on the 
inside is developing appropriately as well. Many times, that 
is not the case.

An infant, toddler and young child’s mental health is every 
bit as important as their physical health. Infant mental 
health refers to how well a child develops socially and 
emotionally from birth to three. If a child does not develop 
strong mental health as an infant, the chances of them ac-
quiring mental health issues later in life are amplified. The 
chances of them needing assistance in creating safe, loving 
and nurturing environments for their own children also are 
amplified.

Much coordination and effort was put into educating 
our communities about Adverse Childhood Experiences 
(ACEs). That same community education effort should be 
implemented regarding infant mental health. Community 
leaders need to understand how a child needs parents and 
other caregivers who are responsive, protective and stable. 
Infants, toddlers and young children become confident, 
resilient and better able to manage their emotions and have 
the capacity to connect with their caregivers in healthy 
ways when they are raised in a safe, loving and stable home 
environment. It is within these special relationships that 
children build strong (or weak) foundations for all emotion-
al, cognitive and social development. Research has made 
the link between these strong early relationships and a 
person’s lifelong physical and mental health.

According to a study by Charles B. Nemeroff, MD PhD, ti-

tled Paradise Lost: The Neurobiological and Clinical  Con-
sequences of Child Abuse and Neglect, “In the last decade, 
a remarkable combination of research findings has accu-
mulated supporting the hypothesis that exposure to ACEs 
in the form of child abuse and/or neglect is associated with 
a marked increase in vulnerability to major psychiatric 
and other medical disorders. Those disorders may include 
major depression, bipolar disorder, post-traumatic stress 
disorder (PTSD), alcohol and drug abuse and perhaps even 
schizophrenia, as well as obesity, migraines, cardiovascular 
disease (CVD), diabetes and others.”

As is the case across the country, the number of child 
neglect cases in Oklahoma are much more prevalent than 
the cases of abuse. However, the life-long effects of child 
neglect can be as detrimental as abuse – if not worse –as a 
child grows into adulthood. Of all the cases of child abuse 
and neglect in Oklahoma in SFY18, 78% are attributed to 
neglect. In Nemeroff’s study, he highlights the fact that 
clinical observations over several decades served as an 
impetus for well-powered epidemiological and longitudinal 
cohort studies that have now led to one inescapable con-
clusion:  sexual, physical and emotional abuse, as well as 
emotional neglect, leads to a very significant increase of 
risk in adulthood for mood and anxiety disorders, substance 
and alcohol abuse and certain other medical disorders.

A recently released CDC Vital Signs study lends support to 
Nemeroff’s findings. Melissa T. Merrick, PhD, CEO of Pre-
vent Child Abuse America, was the lead author of the study. 
The research team found that adults that suffered four or 
more ACEs as a child had a higher chance of developing 
depression, as well as chronic health conditions, engaged in 
risky health behaviors such as smoking and heavy drinking, 
and experienced socioeconomic challenges. 

Of the data collected for 144,017 individuals from 25 
states, 44.1% self-reported they had been told by a health-
care professional they suffered from depression. Of the 
individuals who reported experiencing four or more ACEs, 
23% self-reported having been told they suffered from 
depression. Of those reporting two to three ACEs, 14.7% 
self-reported being told they suffered from depression. 
Those with only one ACE and reporting for depression 
was 6.4%. This data was derived from the Behavioral Risk 
Factor Surveillance System (BRFSS) of 25 states, including 
Oklahoma. 

The BRFSS is a state-based telephone survey of noninstitu-
tionalized adults and is administered annually. What the 25 
states have in common is that they all added state ques-
tions regarding adverse childhood experiences in addition 
to the standardized questions between the 2015 and 2017 
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data collection years. Additional data from this Vital Signs 
study, shows women more often suffer four or more ACEs 
than men, 17.1% vs. 13.9%. 

Among the conclusions of the research team are two very 
telling inferences. The first is, by creating the conditions for 
healthy communities and focusing on primary prevention, it 
is possible to reduce the risks of adverse childhood experi-
ences while also mitigating consequences for those already 
affected by these experiences. The second, multiple studies 
have documented that substantial reductions in adverse 
childhood experiences are possible and can have broad and 
sustained benefits. For example, ACE prevention strate-
gies are associated with reductions in depression, suicidal 
behavior, arrest and incarceration rates and substance use in 
adolescence and adulthood.

So, if we want to delve into how we can create a better 
state of mental health for Oklahoma, we need to start 
with some Oklahoma statistics regarding child abuse and 
neglect. We should then turn our attention to some of the 
evidence-based, proven programs currently in place and 
available to struggling Oklahoma parents who could use 
extra supports in their endeavor to raise  strong, healthy, 
well-balanced children who have every opportunity in life 
to succeed.

One child abuse prevention strategy that has taken hold in 
Oklahoma is home visiting. There are several different evi-
dence-based home visiting models, and the Oklahoma State 
Department of Health Office of Child Abuse Prevention 
uses two of the most well-known and respected, Parents As 
Teachers (PAT) and Nurse Family Partnership (NFP). How-
ever, services are very limited and concentrated in Okla-
homa and Tulsa counties. NFP served just 1,800 families 
in SFY18, and 765 of those families resided in Oklahoma 
or Tulsa County. The Parents As Teachers program served 
386 families in SFY19. Of those families, 227 were from 
either Oklahoma or Tulsa County. (SFY19 numbers are 
used here due to service provider contracts being cut mid-
year in SFY18 for lack of funding.) Due to budget cuts and 
financial scandals in the health department in recent years, 
the number of families and counties served has dimin-
ished. Additional funding from the federal Maternal, Infant 
and Early Childhood Home Visiting (MIECHV) program 
allowed an additional 565 families to receive home visiting 
services in FFY19. Again, many of those service providers 
are in Oklahoma and Tulsa counties. With private fund-
ing and on a very small scale, Healthy Families America, 
additional Parents As Teachers and Exchange Parent Aide 
programs also are available in Oklahoma. Some tribal 
communities have their own home visiting programs. On a 
more intensive level, the Oklahoma Department of Human 
Services offers home visiting programs with the main goal 
of keeping families together that are already in the child 
welfare system.

At Parent Promise/Prevent Child Abuse Oklahoma, we 
work to prevent child abuse and neglect though the deliv-

ery of home-based parent education and support. With the 
increase in knowledge about ACEs, it has become highly 
evident that many adults who suffer from mental health 
issues more than likely grew up in a home where they expe-
rienced multiple ACEs. Those individuals pass on their own 
experiences of what a parent should be to their children, 
thus creating another generation of children being raised 
in homes where parents still carry the burdens of their own 
childhood ACEs. This situation creates an opportunity to 
perpetuate the multigenerational cycle of neglect and men-
tal health implications with the introduction of additional 
ACEs into the child’s life. 

Home visiting programs provide positive benefits for the 
children and their parents/caregivers.  Programs such as 
these help lower healthcare and mental health costs; de-
crease behavioral issues and learning deficiencies in school-
age children; decrease the number of high school dropouts; 
decrease teen pregnancies; decrease the number of children 
enrolled in special education programs, and decrease juve-
niles and adults in the criminal justice system. Most import-
ant to Oklahoma’s future is healthy children that grow into 
healthy adults provide the workforce with employees that 
will contribute positively to society, thus increasing produc-
tivity of Oklahoma businesses, improving the quality of life 
and improving the future for all Oklahomans. We can be 
a top 10 state if we move from spending money on chil-
dren and adults that have already fallen through the cracks 
instead to investing in prevention services to shore up the 
floorboards and create a safety net for them – a safety net 
where the entire family can move from social service de-
pendency to self-sufficiency – hopelessness to hopeful.

Home visiting programs are tailored for families in at-risk 
environments and are successful for many families because 
the programs have identified outcomes. The foundation of 
home visiting is a set of five defined Protective Factors that 
are essential to quality parenting during the 0-5 years and 
can be beneficial in counteracting ACEs. Home visiting 
takes a two-generation approach as parent educators work 
with the parents and the children to break the cycle of dys-
function that exists within many of our families and all too 
often leads to mental health issues. 

Home visiting principles are based in teaching parents 
about the five Protective Factors an infant/toddler needs in 
their life between the ages of 0-5 to grow up healthy. For 
proper physical development, the protective factors include 
parents having knowledge of parenting and child develop-
ment, being able to cope and bounce back from challenges 
provides for personal resilience, and being able to afford 
concrete supports in times of need decreases stress in the 
home and allows for parents to provide the love, attention 
and support their child needs. 

The Protective Factors that allow for proper infant mental 
health and must be present is a parent’s ability to instill 
social and emotional competence in their children for 
positive interactions with others and regulation of emo-
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tions and building social connections that garner support 
systems made up of family, friends and neighbors. The 
essential component to the Protective Factors is nurturing 
and attachment between mother and child. A strong bond 
between a child and parents affects all aspects of behavior 
and development. When parents and children have strong, 
warm feelings for one another, children develop trust that 
their parents will provide what they need to thrive, includ-
ing love, acceptance, positive guidance and protection.

A recommendation for a policy change would be to im-
plement a statewide child abuse and neglect prevention 
program. Experts often mention evidence-based home 
visiting as one successful prevention strategy for strength-
ening families to prevent the occurrences of child maltreat-
ment. At Parent Promise a success rate of 95% for keeping 
families out of the DHS and foster care systems has been 
tracked and achieved since 2010. For guidance, Oklahoma 
should study and learn from states with statewide preven-
tion programs that have achieved success in lowing their 
child abuse and prevention rates since 2013. Those states 
that have lowered their rates from 2013 to 2017 include 
Maryland with a reduction of 3.4 children per 1,000 in 
that time span; Florida with a reduction of 2.5 children per 
1,000; and Nebraska and Washington both with a reduction 
in child abuse and neglect cases of 1.8 children per 1,000. 
In that same time period, Oklahoma’s rate of child abuse 
and neglect cases increased by 2.9 children per 1,000.

Each of these states attribute their success to the imple-
mented statewide programs of which all include a home 
visiting component. They also allow for individual commu-
nity control over implementing the prevention strategy that 

works best for their community. More information on these 
programs can be found at https://www.healthybabiesbalti-
more.com/ for Maryland, https://www.ounce.org/ for Flor-
ida, https://www.nebraskachildren.org/ for Nebraska and 
https://www.dcyf.wa.gov/services/child-development-sup-
ports/sfwa for Washington. At least two of these states have 
Children, Youth and Family departments within their state 
structure. Oklahoma does not.

Article Sources:

Charles B. Nemeroff, Department of Psychiatry and Behavioral 
Sciences, University of Miami Leonard M. Miller School of Med-
icine, Miami FL (2016). Paradise Lost:  The Neurobiological and 
Clinical Consequences of Child Abuse and Neglect. http://dx.doi.
org/10.1016/j.neuron.2016.01.019

Vital Signs: Estimated Proportion of Adult Health Problems At-
tributable to Adverse Childhood Experiences and Implications for 
Prevention – 25 States, 2015–2017. Melissa T. Merrick, PhD1; Derek 
C. Ford, PhD1; Katie A. Ports, PhD1; Angie S. Guinn, MPH1; Jieru 
Chen, PhD2; Joanne Klevens, MD, PhD1; Marilyn Metzler, MPH1; 
Christopher M. Jones, PharmD, DrPH3; Thomas R. Simon, PhD1; 
Valerie M. Daniel, MPH1; Phyllis Ottley, PhD1; James A. Mercy, 
PhD1. https://www.cdc.gov/mmwr/volumes/68/wr/mm6844e1.htm?s_
cid=mm6844e1_w

U.S. Department of Health & Human Services Administration for 
Children and Families Administration on Children, Youth and Fami-
lies Children’s Bureau. Child Maltreatment 2018. 29th Year of Report-
ing. https://www.acf.hhs.gov/sites/default/files/cb/cm2018.pdf 

The Annie E. Casey Foundation Kids Count Center, https://datacenter.
kidscount.org/

© The Oklahoma Academy for State Goals Addressing Mental Health ~ Improving Mental Wellness35

Notes
This is a resource document for you to use. 

Take notes, highlight, use as a text book. 



Section 2
Community Response
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Integrated Care
The National Institute of Mental Health Information Resource Center

Overview

Integrated Care combines primary health care and mental 
health care in one setting. There are many ways to integrate 
care, and they may go by different names, including “Col-
laborative Care” or “Health Homes.” This is an important 
model of care because:

• Primary care settings, like a doctor’s office, provide 
 about half of all mental health care for common 
 psychiatric disorders

• Adults with serious mental illnesses and substance 
 use disorders also have higher rates of chronic 
 physical illnesses and die earlier than the general 
 population

• People with common physical health conditions 
 also have higher rates of mental health issues.

Providing Integrated Care helps patients and their provid-
ers. It blends the expertise of mental health, substance use, 
and primary care clinicians, with feedback from patients 
and their caregivers. This creates a team-based approach 
where mental health care and general medical care are 
offered in the same setting. Coordinating primary care and 
mental health care in this way can help address the physical 
health problems of people with serious mental illnesses.

Why Is It Important?

Addressing the whole person and his or her physical and 
behavioral health is essential for positive health outcomes 
and cost-effective care. Many people may not have access 
to mental health care or may prefer to visit their primary 
health care provider. Although most primary care providers 
can treat mental disorders, particularly through medication, 
that may not be enough for some patients. Historically, it 
has been difficult for a primary care provider to offer effec-
tive, high-quality mental health care when working alone. 
Combining mental health services/expertise with primary 
care can reduce costs, increase the quality of care, and, 
ultimately, save lives.

Addressing Physical and Behavioral Health
Untreated or undertreated mental illnesses have serious 
consequences. People with severe mental illness often die 
13-30 years earlier than the general population from med-
ical conditions that could have been treated by a primary 
care provider.

Treating Children
Most children with mental health conditions are treated in a 
primary care setting instead of a specialized mental health 
setting. About half of all mental health disorders begin by 
age 14. Accurate diagnoses and quality care are vital in a 
primary care setting.

Treating Adults
Adults are also more likely to be seen in a primary care 
setting than within a mental health system. Primary care 
providers deliver half of the mental health care for common 
conditions such as anxiety, ADHD, depression, behavior-
al problems, and substance use. Yet, people with mental 
illnesses who are treated in a primary care setting are 
less likely to receive effective behavioral health care. For 
example, 75 percent of adult patients with depression see 
primary care providers, but only half are accurately diag-
nosed. When a referral is made to a mental health provider, 
only about half of patients follow through with making an 
appointment. As a result, many behavioral health problems 
go undetected, undertreated, and/or untreated.

How Does It Work?

Integrated Care meets all of a patient’s health needs in one 
setting. It can be delivered in multiple ways depending on 
who is providing the care, what type of care is being pro-
vided, where the care is taking place, and how services are 
being coordinated. Integration can take place in behavioral 
health, primary care, specialty clinics, and home health 
settings.

There are different levels of services integration. The 
Substance Abuse and Mental Health Service Administration 
(SAMHSA) designed a framework to help health care pro-
viders plan and support an integrated system.  That frame-
work has three main categories: 

• Coordinated Care, which concentrates on  
 communication

• Co-located Care, which focuses on physical proximity

• Integrated Care, which emphasizes practice change.

Within each category, there are varying degrees of collab-
oration between care providers. These levels range from 
minimal to full integration. Minimal integration is when 
medical and mental health care providers work in separate 
facilities, have separate systems, and rarely communicate. 
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Full integration involves a single health system’s medical 
and mental health care providers working simultaneously to 
treat a patient’s behavioral and medical needs with shared 
medical record access. 

The following are examples of Integrated Care programs:

Collaborative Care
A team-based Collaborative Care program adds two new 
types of services to usual primary care: behavioral health 
care management and consultations with a mental health 
specialist.

The behavioral health care manager becomes part of the pa-
tient’s treatment team and helps the primary care provider 
evaluate the patient’s mental health. If the patient receives a 
diagnosis of a mental health disorder, and wants treatment, 
the care manager, primary care provider, and patient work 
together to develop a treatment plan. This plan may include 
medication, psychotherapy, or other appropriate options.

Later, the care manager reaches out to see if the patient 
likes the plan, is following the plan, and if the plan is 
working or if changes are needed. The care manager and 
the primary care provider also regularly review the patient’s 
status and care plan with a mental health specialist, like a 
psychiatrist or psychiatric nurse, to be sure the patient is 
getting the best treatment options and improving.

Patient-Centered Medical Home (PCMH)
Another Integrated Care model is the patient-centered 
medical home (PCMH). PCMH involves coordinating a 
patient’s overall health care needs at any age. Patients play 
active roles in their health care. Providers coordinate all 
aspects of preventive, acute, and chronic needs of patients 
using the best available evidence and appropriate technol-
ogy.

As a result of the Affordable Care Act, health homes were 
established for individuals on Medicaid with chronic condi-
tions including mental health and substance use disorders, 
asthma, diabetes, heart disease, and obesity. Health homes 
are team-based with a whole-person approach with specific 
emphasis on integrating behavioral health and primary care. 
Health homes provide comprehensive care management, 
coordination, and follow-up. They also offer patient and 
family support, referrals to community and support ser-
vices, and health promotion. 

Hub-Based Systems
Found mostly in the child mental health world, hub-based 
systems modeled on the Massachusetts Child Psychiatry 
Access Project (MCPAP) provide primary care provid-
ers with immediate telephone consultations with a child 
psychiatrist. Case management and face-to-face evaluations 
are also available for complicated cases.

Four Quadrant Model
The Four Quadrant Model is a way to measure an organiza-
tion’s level of integration.

The Four Quadrant Clinical Integration Model describes 
integration levels in terms of primary care and behavior-
al health care complexity and risk. The location, types of 
providers, and services vary depending on the complexity 
of patients’ conditions.

For instance, individuals with mild-to-moderate physical 
and/or behavioral health issues may be best cared for in a 
primary care setting with integrated behavioral health pro-
viders. For patients with complex general medical condi-
tions as well as mild-to-moderate behavioral health disor-
ders, a medical specialty setting with integrated behavioral 
health providers may be appropriate. Those with severe 
behavioral problems as well as medical conditions may re-
ceive the most comprehensive care in a specialty behavioral 
health center with integrated general medical providers, or 
a health home.

Pediatric versus Adult Integrated Care
Pediatric Integrated Care differs from adult Integrated Care 
in three main ways:

• There is an increased sensitivity to how children 
 are developing, both mentally and emotionally

• Families play an important role

• Treatment emphasizes coping and adjustment 
 techniques in addition to standard care

The general principles of Integrated Care apply to adults 
as well as children and adolescents, but work with devel-
oping youth and their families is often different from the 
work with adults with complex medical illness. In addition, 
ongoing evaluation for intellectual disability and develop-
mental delays will be emphasized in pediatric evaluations.
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5 questions: Kenneth Paul Rosenberg on why mental illness is 
‘the greatest social crisis of our time’

Sandy Bauers, The Philadelphia Inquirer, October 23, 2019

In 1946, Life magazine published an 
exposé on mental hospitals, focus-
ing on the Philadelphia State Hos-
pital at Byberry. The title: “Bedlam 
1946.”

That dreadful facility, like so many 
others, eventually closed. A good 
thing? Not completely, according 
to Kenneth Paul Rosenberg, who 
maintains that people simply went 
from one horrific situation to an-
other, from the grossly inadequate 
institutions to the dangerous streets. 
In neither case is psychiatric care 
even close to sufficient.

Rosenberg, who grew up in Philadelphia, is a Manhattan 
psychiatrist and a distinguished fellow of the American 
Psychiatric Association. He teaches at New York-Presby-
terian/Weill Cornell Medical Center. He’s also a Peabody 
Award-winning filmmaker and now, an author. His book, 
Bedlam: An Intimate Journey Into America’s Mental Health 
Crisis, was published this month. The result of a seven-year 
investigation into a system that has failed the one in five 
Americans who experience mental illness, it includes har-
rowing patient tales and prescriptions for change.

Earlier this year, his full-length movie Bedlam premiered at 
the Sundance Film Festival. It, too, looks at the public-pol-
icy failings.

We spoke to him recently about his book.

You say that serious mental illness is “the great-
est social crisis of our time.” Why?

Currently, the major provider of mental-health services 
in this country is not the hospital system, but the jails and 
the prison system. Because psychiatric care beds are few 
and far between, the front lines of treating people is not in 
hospitals, but in the emergency rooms. These are the de 
facto mental institutions of our day. The greatest gathering 
of people with serious mental illness is not in a day hospital 
or community treatment center. It’s on the streets.

If all that weren’t enough, Big Pharma has largely pulled 
out of neuropsychiatric drug development. Some of the 
medicines that people are getting are new, but the funda-
mental molecules were developed 70 years ago.

When you look at the cost burden of mental illness global-
ly, it will soon exceed, according to the World Health Orga-

nization, the cost burden of cancer, cardiac disease, and all 
noncommunicable diseases combined.

Mental illness affects one in five families. And it remains 
poorly diagnosed, poorly treated, poorly understood, and 
therefore, in my view, the greatest social crisis of our time.

You have a personal connection with serious 
mental illness.

My sister, Merle, lived and died as a consequence of 
serious mental illness. She developed that illness when I 
was 14 years old, and that is why I became a psychiatrist 
later. She was 21. People with serious mental illness often 
develop it in young adulthood. Like many people with seri-
ous mental illness, she was not aware that she was ill. She 
lived, as did my family, in denial of her illness. She availed 
herself of treatment in a limited way, but her treatments 
were poor and her compliance was terrible.

Merle had a psychotic disorder, most likely schizophrenia. 
Hard to say exactly what mental illness my sister had be-
cause the problem with psychiatric illnesses is that diag-
noses are phenomenological. It’s not like when you have a 
sore throat and you get a swab and the test results show you 
have strep throat. Her illness manifested itself in delusion, 
hallucinations, and in being disconnected from reality, 
having magical thinking. She was unable to function in the 
world.

When she died, at age 55, the official cause of death was a 
heart attack. But, in my estimation, the cause of her death 
was serious mental illness. On average, people with serious 
mental illness live nearly 30 fewer years than the rest of the 
population.

One of the most upsetting chapters of your book 
was about the criminalization of serious mental 
illness.

I think it’s fair to say that it becomes a crime to have a 
mental illness in America today. The first thing that often 
happens is that the police are called. There aren’t many 
diseases for which, when you have an acute episode, you 
call the police. So already, they’re in the law enforcement 
system.

Then, there aren’t enough treatment center beds to take 
them to. So the police often have the option of taking some-
one to an emergency room or a jail. If they take the person 
to the jail, they can leave them there immediately. If they 
take them to the emergency room, they have to wait — for 
them to be triaged, accepted as patients, and so on.

Kenneth Paul 
Rosenberg
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Also, people with seri-
ous mental illness often 
commit petty crimes. That 
brings them more to the 
attention of the crimi-
nal justice system. Then 
they get put on probation 
and they don’t show up, 
because they don’t follow 
the rules. In some states, 
if you have a mental 
illness, you’re 10 times 
more likely to be incarcer-
ated than in a hospital.
What people say is that 
we have not deinstitution-
alized the mentally ill. 
We have transinstitution-
alized them — from the 
asylums to the streets and jails. What would be better is a 
multipronged approach. We need community mental-health 
centers that are properly funded and equipped and engi-
neered to handle people with serious mental illness. There 
are fairly good models for this.

Secondly, we need changes in the laws. We have to weigh 
personal autonomy against letting people die as a conse-
quence of their mental illness. We can’t have draconian 
treatment — a psychiatrist throws someone in an institution 
for their life — but we also can’t have people deteriorating 
and dying on the streets, living desperate lives, and often 
the victims of violence much more than the perpetrators.

You say there have been no blockbuster drugs in 
psychiatry for decades.

First of all, the brain is very complicated. So it’s not easy 
to develop new drugs. Secondly, as a society, we have not 
made serious mental illness a priority. We have not been 
marching in the streets demanding a cure, the way it has 
happened with breast cancer and HIV. We are at a moment 
when we are saying that this is absurd.

We have good medications, but they are not the best. They 
have serious side effects; 50% of people stop their medica-
tions because of the side effects.

Also, we have left it to the pharmaceutical companies to 
develop new drugs. And they haven’t because there are no 
recent breakthroughs in neuroscience that companies can 
leverage to readily develop new medications. I understand 
pharma companies have an obligation to their sharehold-
ers. But as a society, we have an obligation to our citizens. 
We need more basic science into serious mental illness. 
That’s the job of government-funded and university-based 
research. Then, pharmaceutical companies could come 
aboard with the medications.

At the end of the book, you offer tips for those 
with serious mental illness and their loved ones. 
What did your experience with your sister teach 
you?

We cannot fix this problem alone. We can’t fix ourselves 
alone. We can’t fix our relatives alone. And we can’t fix our 
broken system alone. If you’re a person with serious mental 
illness, you need help — the help of a family, the help of a 
community, the help of doctors and health-care providers 
you can trust. You need to reach out to support networks — 
the National Alliance on Mental Illness is one.

We need advocacy. We need to talk about it. It doesn’t mat-
ter who you are. You could be a public official, a billion-
aire, the smartest person on Earth, but you can’t invent new 
medications on your own. You can’t find a hospital bed for 
yourself or a loved one where there is none.

What my sister taught me most of all is to be humble. I 
had the belief that when my parents passed away — they 
were loving and kind, but they were in denial — I could 
help my sister. I would be able to fix it. Well, I wasn’t. She 
taught me the message of the book: You can’t do it alone. 
You need help on every level — personally, in a family, in 
society.
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Improving the Mental Health and Wellness for all Oklahomans
Mark A. Davis, LCSW, Chief Programs Officer Mental Health Association Oklahoma

Background
Since 1955, Mental Health Association Oklahoma (As-
sociation) has long been a staunch advocate and support-
er of individuals living with a mental health diagnosis, 
particularly in ensuring that these individuals have access 
to quality mental health treatment, and equally important, 
that the civil rights of these individuals are being recog-
nized and honored not only throughout our criminal justice 
system, but also throughout the broader communal and 
systemic network in which they live i.e. housing, medical, 
faith-based settings, neighborhoods/communities, financial 
institutions, etc. 

In efforts to more effectively address the growing mental 
health needs and challenges experienced by  individuals 
and families across the state of Oklahoma, Mental Health 
Association Oklahoma transitioned from a Tulsa based 
agency to a statewide organization in 2014. This expansion 
allowed the Association to replicate and deliver some of 
its most successful evidenced-based practice programs to 
the Oklahoma City area such as its peer run drop-in cen-
ter, socialization and recreational programs, community 
street outreach services, as well as it’s low-barrier Housing 
First model. These aforementioned programs have made it 
possible for the Association to effectively provide services 
to tens of thousands of homeless mentally ill individuals, 
many of whom live completely off the grid, and historically 
do not respond favorably to traditional out-patient mental 
or substance abuse clinics and services.  

State of the State
Oklahoma has some of the highest rates for mental illness 
and substance use disorders. Based on 2012 data, Oklaho-
ma ranks 3rd (22.4% of the population) in the nation for 
rates of any mental illness. For rates of any substance abuse 
disorders, Oklahoma ranks 2nd in the nation at 11.9%. This 
means that between 700,000 and 950,000 adult Oklaho-
mans need services; most are not receiving the care they 
need to fully recover from their illnesses (https://www.
ok.gov/odmhsas/). Unfortunately, untreated mental ill-
ness is an extremely disturbing reality that the citizens of 
Oklahoma see reflected in the state’s high rates of trauma, 
domestic violence, child abuse and neglect, along with 
grossly inflated rates of incarcerated Oklahomans. Statis-
tically, out of 25,000 inmates, the Oklahoma Department 
of Corrections estimates that nearly 12,000 have a history 
of, or are currently, exhibiting symptoms of severe mental 
illness. There are 79% of female inmates and 46% of male 
inmates who have been diagnosed with a mental illness. Of 
these individuals, 57% were incarcerated for non-violent 
offenses. Out of all inmates in DOC custody, 33% were 
imprisoned for drug and alcohol offenses, and at least 50% 
were incarcerated for a crime related to substance abuse.
Placing individuals with mental illness or addiction behind 

bars is not effective in either reducing crime or helping 
these individuals recover from their illness. The fact is that 
treatment works. Volumes of research supports the position 
that non-violent offenders would be better served, econom-
ically and medically, with treatment in their communities. 
(https://www.ok.gov/odmhsas/Substance_Abuse/Drug_
Courts_and_Mental_Health_Courts/index.html)

Oklahomans Creating a Road to Recovery
There are countless best-practice models and therapeutic 
modalities within the clinical mental health arena that re-
peatedly demonstrate statistical significance and effective-
ness when treating individuals impacted by mental illness 
or those struggling with substance abuse issues. Additional-
ly, many of these best-practices models aid mitigating nega-
tive interactions and outcomes too often observed when law 
enforcement interacts with the above-mentioned indi-
viduals. For example, a psychiatric assertive community 
treatment (PACT) team or simply an assertive community 
treatment (ACT) team/model. These specific models deliver 
an intensive and comprehensive approach to psychiatric 
care and case management defined by smaller caseloads, a 
multi-disciplinary team approach, shared caseloads, ser-
vices delivered by the team in a person’s natural environ-
ment, unlimited timeframe, and 24-hour coverage (https://
www.socialsolutions.com/).

Other, recently created, best practice options that are gain-
ing attention across the country are the creation of mobile 
crisis response teams or co-responder models. These teams 
consist of social workers who work in partnership with 
law enforcement, are trained in crisis intervention/dees-
calation, and are capable of responding to mental health 
crisis calls. By providing a community with the ability to 
deploy a trained clinician to respond to an individual in 
crisis, whom might have otherwise gone to an emergen-
cy room already stretched to its capacity, costly system 
utilization is avoided, emergency department resources are 
more readily available to others, and the states hospital bed 
utilization rates subsequently decrease across the state of 
Oklahoma. Presently, there are several cities and counties 
across the country that have implemented co-responder 
models. However, one of the leading and most recognized 
co-responder programs is located in Johnson County, 
Kansas. After receiving a grant from the Bureau of Justice 
Assistance, an agency of the U.S. Department of Justice, in 
2010, Johnson County officially launched the co-responder 
program in Olathe, Kansas. Since its creation, the response 
team has expanded from one to 10 members, serving in 12 
police departments and one school in 14 different cities. 
The co-responder program has assisted more than 23,000 
Johnson County residents, with 6,534 of those in 2018 
alone (https://www.jocogov.org/).
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Lastly, and equally important, is the need for increased 
funding for further development and implementation of 
jail diversion and alternative (specialty) courts service’s 
programs. It’s no secret that Oklahoma literally boasts one 
of the worst incarceration rates in the world.  Oklahoma 
incarcerates about 1,079 per 100,000 of our residents ac-
cording to the Prison Policy Initiative study that’s received 
attention recently. That includes people in state prisons, 
federal prisons, local jails, Indian Country jails, juvenile 
justice, and otherwise held by the justice system. When 
counting only adults, our incarceration rate is even higher: 
1,300 out of every 100,000 adults, or 1.3 percent, according 
to the Bureau of Justice Statistics. 

These numbers put Oklahoma at the very top of the list of 
states, just more than Louisiana and Mississippi, and over 
50 percent higher than the national incarceration rate. We’re 
far out of step with the rest of a country that is already far 
out of step with the rest of the world. Oklahoma’s incarcer-
ation rate, for example, is nearly 10 times higher than that 
of Canada (okpolicy.org).

Economic Impacts 
Many states and communities have conducted cost-bene-
fits analysis to determine the cost of innovative assertive 
community treatment (ACT/PACT) programs, co-responder 
models, jail diversion and alternative courts programs, and 
incarceration rates. See financial impact below:

• The staff for a PACT team costs approximate-
ly $10,000 to $15,000 per client per year. Medication 
and housing are additional costs that must be consid-
ered. Even adding a figure of $500 per month ($6,000 
a year) for medications, PACT’s costs are just $16,000 
to $21,000 a year. In many communities, the cost for 
high-quality PACT treatment will be less than the cost of 
inappropriately putting a mentally ill person in the county 
jail. Costs for a year in a residential treatment facility ap-
proach $50,000, and state hospital costs are usually more 
than $100,000 a year.

• There are many benefits to co-responder model(s), 
including reduced pressure on the justice system, de-
creases in expensive arrests and jail admissions for indi-
viduals experiencing a behavioral health crisis, reductions 
in psychiatric hospitalizations, along with more expe-
ditious referrals into treatment if deemed appropriate. 
Bringing trained clinicians to the scene of a crisis allows 

them to make more accurate needs assessments that can 
potentially include collaboration with family and friends 
(and avoid a costly hospital bill), versus transportation 
to, and assessment at, a facility. Each of these changes 
has the potential to result in a more cost-effective crisis 
response for a community’s continuum of care (https://
www.prainc.com/wp-content/uploads/2020/03/Respond-
ingtoBHCrisisviaCRModels.pdf).

• Collectively, the amount of cost savings and cost 
avoidance related to jail diversion and alternative court 
programs across the country is tremendously exorbitant. 
That stated, Oklahoma’s court diversion programs not 
only clearly demonstrate major cost savings for their 
local area city and state municipalities, but they also 
more directly address the underlying problems that led to 
the crime in the first place, effective diversion programs 
can improve long-term community safety and reduce 
recidivism far more effectively than warehousing human 
beings in a prison cell before turning them back onto the 
streets. To put this in perspective,  the annual cost of drug 
court is $5,000 compared to $19,000 for incarceration.  
That alone is a significant benefit.  To add, a tracking 
study of over 4,000 graduates monitored for a five-year 
period demonstrated earnings of better than $204 million 
that resulted in an estimated $6.1 million in tax revenue 
paid to the state.  Had these graduates been incarcerat-
ed, instead of in drug court, it would have cost the state 
an additional $191.6 million (average sentence of three 
years each).  The outcomes for mental health courts, like 
drug courts, are also very impressive.  Graduates of men-
tal health courts are nearly 8 times less likely to become 
incarcerated compared to released inmates, and nearly 14 
times less likely to be incarcerated than released inmates 
who have been diagnosed as having a serious mental 
illness (https://www.ok.gov/odmhsas).

• In Oklahoma, the average cost to maintain an 
inmate in prison is $48 per day. For someone on a prison 
mental health unit, the cost jumps to approximately $175 
per day. Providing appropriate mental health services to 
someone in the community to prevent them from enter-
ing the criminal justice system costs approximately $25/
day; and, providing appropriate substance abuse services 
to someone in the community to keep them from enter-
ing the criminal justice system costs less than $15/day 
(https://www.ok.gov/odmhsas).
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‘Kids are suffering’: School Counselor Corps to expand mental health services
Megan Prather, NonDoc, June 28, 2021

On the first day of summer school for Okmulgee Public 
Schools, high school principal LuVona Copeland noticed 
multiple students exhibiting signs of anxiety. On day two, a 
few more students were showing signs.

“I’m very concerned,” Copeland said. “I think it’s getting 
back to being in a routine, getting back to being around 
other people because those kids were not in school all year 
long, they were virtual. There’s just not enough help where 
we are to handle everything on a regular basis, and I know 
in the fall it’s going to be bad.”

State education leaders agree.

As part of its Ready Together Oklahoma initiative aimed at 
supporting students throughout the pandemic and beyond, 
the State Department of Education is investing $35 million 
into a School Counselor Corps, which will fund 50 percent 
of the cost of new licensed counselor positions at public 
schools.

“Schools [have been] starting to understand about trauma, 
what the statistics are in our state and the assistance stu-
dents may need,” said Shelly Ellis, deputy state superinten-
dent of student support. “I believe this is part of the next 
step to what we can do to help assist students.”

Even before the pandemic, Copeland worried about the 
mental health of the young people in her eastern Oklahoma 
district.

“We had a great need before because of the demographics 
of our population,” she said. “We have very high poverty, 
100 percent of our kids eat free at school — lots of sin-
gle-parent homes, a lot of kids who are living with grand-
parents and great-grandparents. We had a great need to be-
gin with, but probably about October we had kids starting 
to reach out to us.”

Copeland said students began reaching out to her and their 
teachers to express the difficulties they were having coping 
with the pandemic and getting school work done.

“I’ve had kids that tell me they wake up and just lay there 
and they can’t get themselves going,” she said. “They 
might not use the word ‘depression,’ but that’s exactly what 
they’re describing.”

Copeland said socially-distanced visits made by district 
staff to the homes of students who stopped participating in 
school virtually revealed more concerns.

“I started having parents tell me, ‘You don’t understand, 
COVID is a blessing for our family. He’s going to be able 

to work a full shift out at Walmart, and we’re going to be 
able to keep the gas on,’” Copeland recalled. “There’s a lot 
of layers to this that I didn’t anticipate. If you’re 16 or 17 
years old and it’s on you to pay the gas bill, you’re going to 
do that before you do your school work. But that absolutely 
affects them, and here we are trying to reel them back in.”

About five years ago, Copeland said Okmulgee Public 
Schools started the approach of focusing on the “whole” 
student, including their mental health and emotional 
well-being. The district was able to hire a therapeutic coun-
selor in 2019 to handle crisis management, among other 
duties, at school sites district wide. Still, one mental health 
professional is not enough.

“[Our counselor] says there needs to be about three of her 
on the high school campus alone,” Copeland said. “As 
principals, administrators and teachers, there’s a lot we 
aren’t trained for. Yes, we can do some hugging and loving 
and tough loving and all of that, but there are things we’re 
simply not trained for.”

Copeland said at the high school, there are a lot of outbursts 
from students who lack coping mechanisms. She recalls a 
student coming into her office four years ago and crying for 
45 minutes straight, unable to verbalize what was wrong.

“I quickly deduced there’s something bigger here than I can 
deal with,” Copeland said. “My hugging and loving isn’t 
going to help this — there’s something really wrong here.”

‘There’s just a lot of suffering’

The state’s portion of the new School Counselor Corps pro-
gram will be funded by federal Elementary and Secondary 
School Emergency Relief funds.

“Oklahoma schools have long needed more school counsel-
ors, and that need is more urgent than ever in the wake of 
this pandemic,” State Superintendent of Public Instruction 
Joy Hofmeister said in a May announcement. “We have 
made progress in reducing the student-to-school counselor 
ratio over the past few years, but this initiative marks a 
dramatic improvement. We are making our single largest 
investment of COVID emergency relief funding in the 
Counselor Corps because we know its impact will benefit 
students in every corner of our state.”

According to the State Department of Education, Oklaho-
ma’s current student-to-school counselor ratio is 411:1, a 
ways off from the American School Counselor Associa-
tion’s recommendation of 250:1.

The competitive School Counselor Corps grant will fund 
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about 50 percent of the cost of the salary and benefits of a 
qualified position. Those positions include school counsel-
ors, licensed professional counselors, licensed alcohol and 
drug counselors, school psychologists, licensed marriage 
and family therapists, licensed clinical social workers and 
licensed recreational therapists. The grant would support 
recipient school districts through the 2023-2024 school 
year.

Ellis, the deputy superintendent of student support, said 
181 school districts have applied for the School Counselor 
Corps grant. The application period closed June 11.

“Once there was an opportunity for additional funding 
via ESSR and the American Rescue Plan, Superintendent 
Hofmeister decided we would invest that into the School 
Counselor Corps to meet the varied needs of all of our 
students,” Ellis said. “COVID- 19 kind of shined a light on 
those needs. Superintendent Hofmeister has led the trauma 
informed education conversation for the past four years 
with multiple trauma informed conferences.”

Ellis said a common thread in multiple roundtable discus-
sions with superintendent, student and teacher advisory 
groups was concern about the social-emotional well-being 
of students, which helped identify the need for the School 
Counselor Corps.

If awarded the grant, Copeland said she hopes Okmulgee 
Public Schools will be able to place a therapeutic counselor 
at each of the district’s school sites.

“Kids are suffering. There’s just a lot of suffering. I’m so 
thankful for the childhood that I had, and these kids don’t 
have that childhood. They don’t have the coping skills to 
deal with the things that do come from having the child-
hood they live in,” Copeland said. “Having someone to talk 
that through with and validate your feelings can help you 
realize that you can change the way you think about things 
and how you deal with your surroundings.”

‘We are considered a mental health desert’

Atoka Public Schools currently utilizes the State Depart-
ment of Education’s Project AWARE grant, a five-year 
funding stream totaling about $9 million to develop more 
integrated mental health supports for students and families 
in school districts.

Atoka Schools Project AWARE community manager Mi-
chelle Allen said Project AWARE has enabled the district to 
hire a full-time therapist for students. The therapist is able 
to meet with those who have the greatest need for resources 
and either offer services within the school or refer students 
out for more intensive services.

Allen said she received 43 student referrals for mental 
health services from staff members last semester.

“When we began the journey with Project AWARE in 
January, we began fitting the AWARE framework into our 
district. It revealed that we lacked in our capabilities to 
provide enough student support in several ways,” Allen 
said. “The addition of the mental health therapist allows for 
students needing the most support to have an advocate and 
links to services.  The school district is also making plans 
to add additional social, emotional and character-building 
strategies at each site, as well as providing training for 
teachers to add to their own toolbox of skills in this area.”

However, Allen said many students, who may just need 
additional skills to manage emotions or difficult situations 
in their lives, are left in the middle, which prompted the 
district also to apply for the School Counselor Corps grant.

“We knew the important role of an additional school 
counselor would be able to help meet this need,” Allen 
said. “Time-on-task, feet-on-the-ground moments along-
side students will be essential to meeting the needs of these 
students to teach coping skills and build protective factors 
into their lives to manage difficult life situations in healthy 
ways.”

Allen said limited resources in rural areas, like Atoka, are 
continuous issues for students.

“In our area of the state in particular, we are considered a 
‘mental health desert,’ which made us a good candidate for 
Project AWARE,” Allen said. “It is difficult to find outside 
resources, such as licensed therapists and counselors that 
have the capacity to be able to see new clients.”

Allen said rural areas also often lack protective factors 
within the community, such as youth clubs and centers.

“The importance of student support within the school is 
essential for students to have positive outlets for growth, 
wellness and healthy relationships,” Allen said.

Allen also emphasized the importance of relationships and 
connections between children and the adults in their lives, 
whether it’s a conversation with a grandparent on the porch 
or a librarian looking out for students who head to the 
library alone after school.

“When we as adults realize the actual impact of intentional 
connections with children and youth, we have the capabil-
ities of creating a strong support system for them,” Allen 
said. “These relationships with caring, connected adults can 
be a support and a gap-filler to help them through struggles 
they may encounter in their own journey to adulthood. 
Interconnectedness is key.”
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OPINION: School Counselor Corps builds for future
Joy Hofmeister, The Oklahoman, June 30, 2021

Far too many Oklahoma children 
experience more adversity than do 
their counterparts in most other 
states, and yet our schools have long 
wrestled with inadequate numbers 
of counselors and mental health 
professionals. We have made notable 
progress in recent years, particularly 
through a focus on trauma-informed 
instruction, but significant challeng-
es remain.

The pandemic has exacerbated the 
well-being of children in a multitude 
of ways. Moreover, some of our 
school districts do not have a single 
school counselor or school-based mental health profes-
sional to serve their students. While Oklahoma’s current 
student-to-school counselor ratio is 411-to-1, the American 
School Counselor Association recommends a ratio of 250-
to-1.

But transformational change is in sight, as the Oklaho-
ma Education Department is investing $35 million of its 
COVID emergency relief funding in a School Counselor 
Corps. Students in every corner of the state will benefit 
from this 3-year initiative to provide an additional 300 
school counselors, school-based mental health profession-
als, social workers and licensed recreational therapists in 
our schools. More than 180 Oklahoma districts applied 
for a grant to partner with the state to fund these positions 
or equivalent contracted services, and we expect to name 
awardees by July 1.

The School Counselor Corps is the largest initiative under 
Ready Together Oklahoma: An Action Plan for Supporting 

Students Through the Pandemic and Beyond, which the 
Education Department launched in May with its portion 
of American Rescue Plan funding. An online hub, ready-
together.sde.ok.gov, includes resources to support schools 
and communities as they determine the best uses of federal 
relief funds. The site includes a growing portfolio of evi-
dence-based guidance and initiative documents with links 
to curated resources.

The School Counselor Corps will build upon the momen-
tum of recent years. The Education Department has held 
four free trauma summits to thousands of Oklahoma educa-
tors, equipping teachers and school leaders with powerful 
evidence-based tools to learn what is beneath the surface of 
a student’s behavior. But just as we must meet the needs of 
the whole child, counselors are critical for the whole jour-
ney, preparing students for postsecondary pursuits through 
Individual Career Academic Planning and other academic 
guidance.

The world outside the classroom impacts the world inside 
the classroom. In the wake of a global pandemic that has 
disrupted every aspect of life for our students — including 
the classroom itself — it is truer than ever.

The School Counselor Corps will have positive reverbera-
tions for years to come. As Frederick Douglass wisely ob-
served, “It is easier to build strong children than repair bro-
ken adults.” Significantly expanding the numbers of highly 
trained school counselors, social workers and mental health 
professionals in our schools is an investment in healing, 
hope and success for our students — and for Oklahoma.

Joy Hofmeister currently serves as Oklahoma’s state super-
intendent of public instruction.

Joy Hofmiester, 
State Superintendent of 
Public Instruction
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a system-based, evidence-based, whole school ap-
proach, all students are engaged academically.”    — 

Dr. Anderson, Child Mind Instiute’s ADHD and Behavioral Disorders Center



Oklahoma State Department of Education Office of Student Support
Beth Whittle M.Ed, LPC, Executive Director of Counseling and School-Based Mental Health Integration

Elizabeth Suddath, MPH, Executive Director of Prevention and School Climate Transformation 
Oklahoma State Department of Education

The Office of Student Support at the Oklahoma State De-
partment of Education (OSDE) has undertaken several ini-
tiatives – most grant funded – to address the mental health 
and social and emotional needs of Oklahoma students. We 
strive to meet the needs of the whole child by supporting 
schools, families, and students. By implementing program-
ming that supports student mental health at the school level, 
we can better meet the needs of Oklahoma students regard-
less of their access to community mental health centers and 
supports.

In October 2018, the OSDE was awarded a $3.7 million 
Oklahoma School Climate Transformation grant by the 
U.S. Department of Education. This grant supports schools 
and districts in the implementation of evidence-based 
practices, sustainable teaming systems, and data collection 
through a social-emotional-behavioral Multi-Tiered Sys-
tems of Support (MTSS) framework. MTSS is a staff-im-
plemented approach to education reform proven highly 
effective in improving behavioral and academic outcomes, 
increasing school safety, bolstering social and emotional 
competency, and improving teacher self-efficacy. This 
schoolwide prevention and intervention behavioral support 
continuum creates a common language for all students, 
families, and staff.

School climate teams use an MTSS framework to build 
sustainable systems to inform practices, connect existing ef-
forts, and align initiatives to improve behavior and academ-
ics. This approach is highly effective in improving student 
outcomes, addressing limited resources, and providing 
improved professional development in rural and suburban 
schools. MTSS is also proven to improve the overall school 
climate, student safety, and social-emotional behavior.

The Oklahoma School Climate Transformation grant al-
lowed the OSDE to establish regional technical assistance 
and coaching by funding four School Climate Specialists. 
Regional assistance allows greater access to in-service 
training and coaching support statewide.  Currently the 
School Climate Team is providing one-on-one coaching 
to 50 schools across the state. More than 90% of schools 
participating in the grant are rural or suburban and serve
students PK-12. In the first two years of grant implementa-
tion, schools have shown a decrease in student suspensions 
as staff acquire the skills to manage challenging behaviors. 
This outcome means students are spending more time in 
school and have more opportunities to learn.

Because student perspective is fundamental to transforming 
a school’s climate, the grant required participating districts 
to solicit input from 3rd-12th graders in a School Climate 

Survey. Survey results indicated that a majority of students 
have an adult in the school they can talk with  and who 
helps them if they need it. This is critical, because research 
indicates that a safe adult relationship is an important 
protective factor in helping students build resilience and 
overcome traumatic experiences.

Participating schools are required to develop a school 
climate team that uses data to identify schoolwide problems 
and individual student needs, then design and evaluate the 
implementation of evidence-based practices contextualized 
for their school setting. Additionally, all Oklahoma schools 
have access to technical assistance and high-quality profes-
sional development to support student behavior and mental 
health needs. Specific training offered through the school 
climate grant includes Positive Behavior Interventions and 
Supports (PBIS), Social-Emotional Learning (SEL), Trau-
ma-Informed Training, Suicide and Bullying Prevention,
Mental Health Awareness, and Opioid/Substance Abuse 
Prevention.

Through a U.S. Department of Justice grant of nearly $1 
million, the OSDE is also developing a statewide crisis 
response team and multi-tiered crisis response framework. 
The OSDE Crisis Team works with districts across the 
state to develop crisis preparedness and response plans for 
hazard and threat-based crises. In addition to providing 
technical assistance to schools, the Crisis Team provides 
district support in the event of a student, staff, or commu-
nity death. The OSDE crisis team has also implemented 
an agency-wide Crisis Response and Recovery Team of 
OSDE employees from various backgrounds and skill sets 
who will be trained to assist the core OSDE Crisis Team 
in large-scale crises. The OSDE Crisis Team can also train 
any district in Oklahoma in the evidence-based PREPaRE 
crisis response curriculum at no cost to the district.

The OSDE Crisis Team provides consultation and direct 
response to any urban, suburban, or rural district. With 
rural districts, the OSDE Crisis Team works to leverage 
community resources and relationships to address crisis 
preparedness and response resource gaps that might include 
significant distance from a police or fire station or scarce 
mental health facilities.

Bullying can have lasting impacts on student mental health 
and well-being, particularly during the formative years. The 
OSDE recognizes that bullying is a multi-faceted issue and 
has taken steps to ensure we are able to provide universal 
support to districts and students to help address both ends 
of the continuum, prevention of bullying and providing ev-
idence-based technical assistance after an instance occurs. 
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In addition to the School Safety Center Grant from the U.S. 
Department of Justice, they awarded a Stop Violence Grant 
of almost $500,000 to the OSDE to support bullying pre-
vention efforts across the state. This grant allowed OSDE 
to hire a Bullying Prevention Specialist.

The OSDE Bullying Prevention Specialist is trained in the 
Olweus Bullying Prevention Program (OBPP), widely rec-
ognized by educators as one of the most effective violence 
prevention programs available. Because the program is not 
a curriculum, its core principles, rules, and supportive ma-
terials can be adapted for use in any program that children 
and youth attend on a regular basis, such as afterschool 
programs, camps, and/or community youth programs. 
The OSDE is working to bring the Olweus training to 
any school district in the state that requests it and is in the 
process of becoming a trainer of trainers in the program, 
ensuring the grant’s work will sustain beyond its fund-
ing. The Bullying Prevention Specialist will also focus on 
helping schools and families resolve bullying reports, track 
reported instances of bullying to identify bullying hotspots 
in Oklahoma, and provide targeted training in those areas if
the district deems it necessary. The OSDE is also partner-
ing with other entities to facilitate a bullying awareness/
prevention poster contest, developing bullying prevention 
guidance as part of a larger prevention toolkit, and training 
educators on chronic stress-informed prevention and identi-
fication of bullying.

The OSDE was also awarded two federal Substance 
Abuse and Mental Health Services Administration Project 
AWARE grants totaling over $16 million. The funding in 
these grants are intended to increase embedded school-
based mental health support in rural Oklahoma districts.
(Please see more detailed Project AWARE information by 
Cheryl McGee in this guidebook.)

Since 2018, the OSDE has hosted an annual trauma summit 
open to educators from around the state. In 2018, Casey 
Gwinn, co-author of Hope Rising, presented with Steve 
Graner of the ChildTrauma Academy to a capacity audi-
ence of 900. In 2019, Dr. Robin Gurwitch was the featured 
speaker at the summit, where 600 people attended. In 
February 2020, the OSDE hosted its biggest trauma summit 
to date with 6,000 attendees. Dr. Bruce Perry, one of the 
world’s foremost experts on the impact of trauma on the 
developing brain, was the featured speaker. He discussed 
intergenerational trauma and his Neurosequential Model 
for assisting students who have experienced chronic stress 
and adversity. Most recently, the OSDE hosted Heather 
Forbes, author of Classroom 180 and Help for Billy, in its 
Awareness to Action summit regarding how to structure 
trauma-informed schools within a multi-tiered system of 
supports.

By training Oklahoma educators on the effects of chron-
ic stress and adversity on the brain’s ability to learn, we 
are giving them tools to help students affected by trauma 
regulate within the classroom and thus return more quickly 

to learning. Trauma-informed educators understand the 
importance of being a trusted adult to students, which can 
potentially mitigate subsequent mental health concerns. The 
Awareness to Action summit took previous summits to the 
next level by providing educators the overarching frame-
work for providing appropriate interventions to students in 
the areas of mental health, SEL, and behavior.

In order to help prepare students for the workforce and help 
them secure quality careers despite a projected workforce 
gap, Oklahoma has implemented an Individual Career 
Academic Planning (ICAP) graduation requirement for all 
incoming ninth-grade students. ICAP requires students to 
complete a four-year college and career readiness plan-
ning process to include career assessments, establishing an 
academic and career plan, and completing a work-based 
learning or in-service learning activity. Executive direc-
tors within the Office of Student Support collaborated to 
ensure postsecondary workforce soft skill development was 
reflected within its Social and Emotional Learning Compe-
tencies, which will be referenced in greater detail later in 
this article.

According to the University of Oklahoma’s Hope Research 
Center, every published study of hope lists hope as the 
single best predictor of well-being for those impacted by 
trauma. This finding is consistently corroborated with other 
published studies from top universities showing that hope 
is the best predictor for a life well-lived. In partnership with 
the University of Oklahoma’s Hope Research Center, the 
OSDE has conducted a program evaluation to understand 
the impact of student participation in the ICAP process on 
Hope Score measures. This research revealed that when 
schools implement the ICAP with fidelity, the hope scores 
of students participating in the ICAP process increase.

The OSDE is also providing technical assistance and pro-
fessional development to district staff on how chronic stress 
affects the brain’s ability to learn and classroom strategies 
to help reduce stress hormones in the brain and assist stu-
dents with regulation. Since January 2019, the Counseling 
& School-Based Mental Health Integration and Prevention 
& School Climate Transformation divisions of the Office of 
Student Support have trained over 13,000 educators around 
the state. The Office of Student Support has also assisted 
the Potts Family Foundation with showings of the Resil-
ience: The Biology of Stress & the Science of Hope film
and participated in panels following the film.

The Counseling Department in the Office of Student Sup-
port, in concert with a team of master school counselors 
and school counselor educators from all areas of the state, 
have collaborated to revise the Oklahoma Comprehensive 
School Counseling plan, which has not been updated since 
2004. When schools implement comprehensive school 
counseling plans, student needs can be met at all levels, 
from prevention to intervention. This update is critical for
educators, who deserve a high-level framework to meet 
the unique counseling needs of today’s students. Addi-
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tionally, the OSDE is using $35 million of its emergency 
coronavirus relief funding to invest in an Oklahoma School 
Counselor Corps of approximately 300 new school coun-
selors and school-based mental health professionals. This 
grant opportunity will provide approximately 50% of the 
funds necessary to hire school counselors and school-based 
mental health professionals on a three-year cycle. Priori-
ty consideration was given to districts that demonstrate a 
need for the school counselor/school-based mental health 
professional based on current capacity to support students 
and student-to-school counselor/mental health professional 
ratio. Sarak Kirk leads the efforts regarding comprehensive 
school counseling at the OSDE. In partnership with the 
American School Counselor Association, she will oversee 
the training of emergency and alternatively certified school 
counselors hired under the School Counselor Corps grant.

Oklahoma is also working on several exciting initiatives 
in social and emotional learning (SEL), a protective factor 
against mental health concerns. OSDE will develop SEL 
Competencies for Oklahoma schools following the comple-
tion of the Comprehensive School Counseling Plan to give 
teachers guidance for implementing social-emotional learn-
ing practices across content areas. The OSDE is developing 
an SEL Smartphone application, which will be available 
to every student, parent/guardian and educator in the state. 
Educators can use the app to support the implementation of 
the new state SEL competencies due out this fall. Students 
will be able to use it to practice SEL skills and to help with 
coping and self-regulation strategies. Families can use the 
app to provide feedback to educators on SEL improvements
they notice in their students. The app will also include tools 
for adult social and emotional learning.

The OSDE and school districts around Oklahoma are al-
ready implementing tiered systems of support in a number 
of contexts; only a few, however, are using such a system to
address mental health. An Interconnected Systems Frame-
work (ISF) structure contains three tiered systems of sup-
port: academic, behavioral, and mental health. The OSDE 
is working with stakeholders to develop an interconnected 
systems framework in order to support the holistic needs of 
students in our state.

Four load-bearing walls, so to speak, support an Intercon-
nected Systems Framework. Without one, the system fails. 
These walls support the tiered structure of supports avail-
able to students. All students in a building benefit from the 
universal support provided by the school and the OSDE 
(tier 1). When students need additional help academically, 
behaviorally, or with mental health, they receive services at 
the tier 2 level, which are available to some but not uni-
versally available to all. When students have exhausted the 
supports provided at tier 1 and tier 2 and are still struggling 
academically, behaviorally, or with mental health, they 
are provided more targeted tier 3 support given directly 
by the district and supported by the OSDE. The OSDE is 
developing an asset map for all school-based mental health 
and SEL programming and services available to schools 
in Oklahoma. This web-based tool will have interactive fea-

tures that assist districts in walking through the 4 stages of 
implementation of an Interconnected Systems Framework 
and will be a one-stop hub for districts to appropriately 
structure the interventions needed for students within a 
MTSS for mental health, behavior, and social and emotion-
al learning.

The OSDE worked with two national expert collabora-
tives in SEL to develop the SEL Competencies, which are 
expected to be released this fall. The competencies include 
an accompanying implementation guide, program planning 
guides, and benchmark and strategy scaffolding tools. The 
implementation guide covers a host of topic areas, includ-
ing SEL and Legislation, Funding Systemic SEL, Explicit 
SEL Instruction, SEL and Academic Standard Integration, 
Transformative SEL and Youth Voice, Equity and Diversity, 
Trauma Considerations, Focus on Adult SEL, Supportive 
Discipline, Continuum of Integrated Supports, Authentic 
Family Partnerships, Aligned Community Partnerships, 
Systems for Continuous Improvement, and Implications for 
Special Populations. Ready Together Oklahoma: An Action 
Plan for Supporting Students Through the Pandemic and 
Beyond, the OSDE’s COVID recovery plan, includes social 
and emotional learning as well as whole child well-being as 
one of five focal areas. New curated documents are added 
monthly to the suite of resources available to schools and 
districts.

The Office of Student Support at the Oklahoma State De-
partment of Education recognizes that supporting student 
mental health is imperative for the academic and post-
secondary success of approximately 700,000 Oklahoma 
students. By working together and in partnership with other 
entities and state agencies to support student mental health 
and academic success, we are committed to doing every-
thing in our power to lay the foundations for all Oklahoma 
students to have successful futures.
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Alternatives to Policing Mental Illness
Kayode Crown, ACEs Connection, September 15, 2020

Mario Clark’s mother, Sheila Ragland, regrets calling 
911 on Valentine’s Day, 2019. She wanted Jackson Police 
Department officers to transport her son to the hospital 
because he was having a psychotic episode. Doctors had di-
agnosed him with paranoid schizophrenia when he was 13.

The police handcuffed and shackled Clark, she said, then 
beat and kicked him on the head. He died six days later. He 
was 31 and left behind a daughter.

One in four killings in police officers’ hands involved 
someone with mental-health issues, the Treatment Advoca-
cy Center, based in Arlington, Va., reports.
For an eight-hour shift in Jackson, a police officer receives 
an average of 20 calls, JPD Deputy Chief for Administra-
tion Joseph Wade said Aug. 6 at the maiden meeting of the 
Jackson City Council’s law-enforcement ad-hoc committee. 
About half of those calls have no direct bearing on law 
enforcement, such as Mario Clark’s case.

“Are there ways that we could bring in different civilians to 
respond to some of these calls so that we can have officers 
more focused on the really important investigative work, 
the real important work?” Ward 2 Councilman Melvin V. 
Priester Jr. asked.

Wade, a 25-year veteran of the force, agreed with the 
suggestion, saying the City needs an alternative avenue to 
respond to the community’s needs. The police, he said, are 
ill-equipped to respond to every issue.

Not Law Enforcement-Related

“Yes, there are some things that we need to respond to that 
are not law-enforcement-related,” Wade told the committee. 
“We must be able to look at the system, probably vet those 
calls and have another additional resource for that individ-
ual.”
“Maybe some calls don’t require a response,” he noted. 
“Where there is no threat of injury to the person, maybe 
that is handled by a civilian to keep that officer free for 
patrol operation or for those situations where his or her 
response is needed.”

JPD Chief James Davis said Jackson police are increasingly 
called to attend to issues that have nothing to do with law 
enforcement. 

The discussion covered the challenges of dealing with 
homelessness, drug addiction and mental-illness issues in 
the city, all of which the police get calls to attend to.

“Across the city, you see the homeless population increase 
across the city, drug abuse—we are seeing increasing num-

bers of those issues,” JPD Chief James Davis said at the 
special meeting.

He said people with mental illness are indiscriminately 
dropped off in the city.

“I met with the state (government), I cried out for some 
help,” Davis said. “What I am hearing is that the state hos-
pital shut down, so the streets and the citizens (are) plagued 
with this problem.” He is referring to Mississippi State 
Hospital that treats mentally ill patients, some of whom are 
indigent and homeless. MSH’s Public Relations Director 
Kathy Denton denied the allegation. “We have responded to 
these rumors many times over the years,” she said.

“It wasn’t true, and it’s not true now.”

Downtown Mayhem

City Council President Aaron Banks of Ward 6 said at the 
special meeting that, after getting a tip, he watched on Aug. 
19, 2020, as someone he believed to be mentally ill was 
dropped on High Street .

“I watched a black unmarked car with tinted windows, and 
(someone) got out and opened the back door, and a guy got 
out of the car that was talking to himself,” he said. Within 
30 minutes, the same scene repeated thrice, Banks added. 
“Someone said, ‘just watch’; they are literally taking them 
out of the state hospital, out of whatever, and dropping 
them off right here in Jackson,” Banks said. “And the first 
person to respond, and I was just watching, was a capitol or 
state police person, and the guy was just talking to him-
self.”

Capitol Police, however, could not confirm if this is true, 
with two of the officers telling the Jackson Free Press that 
they have no knowledge of such an event.

Banks, however, lamented that the State of Mississippi has 
long engaged in this practice, which is an ongoing discus-
sion issue. “There are some things that we have to address 
with the State,” he said.

“But it is always an ongoing fight.”

In 2017, U.S. District Judge Keith Starrett said the Missis-
sippi Department of Corrections had dropped off a former 
inmate on Highway 25. A vehicle that was supposed to pick 
him up and drive him 153 miles to Columbus never showed 
up.

Savannah Willies, who has spent 25 years in Jackson, made 
a presentation at the recent council meeting. “I work down-
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town, and we are seeing an increase of people with mental 
disorders being let loose on downtown,” she said.

The Mississippi Department of Human Services later told 
this reporter she had no comment about the alleged prac-
tice.

Dealing with Mental Illness

Families as Allies Executive Director Joy Hogge, who is 
an expert on children with mental-health challenges, warns 
that when a police officer interacts with persons with men-
tal illness, it creates the false notion that they are prone to 
violence. She faulted the system in which the police are the 
primary response in such situations.

Joy Hogge, an expert on children with mental illnesses, 
says Mississippi lacks the full complement of services 
needed to attend to mental-health challenges. 

“One thing that is important to keep in mind is that most 
people with mental illness are not going to break the law 
and are not going to be violent,” she said in an interview. 
“So when the police, because we don’t have everything else 
set up the right way, have to respond to situations when 
someone has a mental illness, then it starts reinforcing that 
stereotype that mental illness is associated with violence 
and crime.”

Mississippi does not have the full complement of services 
needed to attend to mental-health challenges, Hogge said.

Resources put into institutionalizing people who are men-
tally ill could be put into community support, creating a 
more robust mental-health system and taking the stress off 
the police, Hogge added.

“In Mississippi, there is a lawsuit that the State lost about 
different components of the mental-health system not work-
ing well enough together for us to have the right kinds of 
services in the community for people with mental illness,” 
she said. “We don’t have the range and depth of services 
that are needed; it’s more likely that the police will end up 
being called into a situation where it is really not their area 
of expertise.”

She said more police and sheriff departments committing 
to crisis-intervention training would bring progress. “This 
is definitely an issue and a whole lot to look at, but there 
are some promising practices, and one of the most helpful 
programs for law-enforcement training is the crisis-inter-
vention training,” she said. “It is the kind of program de-
veloped specifically for law enforcement for them to know 
how to interact with people with mental illness.”

“The more that we can turn to programs like that, the better, 
and our state has in some ways prioritized that,” Hogge 
said.

“The Mississippi Department of Mental Health has put a 

lot of effort into making sure that is made available to law 
enforcement officers in Mississippi.”

Hogge, however, said only a small number of police depart-
ments had undergone the training. “It’s just been in spots. 
It’s not widespread,” she said.

Under The Bridge

Chief Davis said it is now common for a person with a 
mental illness to claim to own a house that is not theirs and 
run the real owners out. And with no provision for a med-
ical personnel to attend to such people, they are left on the 
streets. “Same thing (with) drug abuse,” he said. “Up there 
in north Jackson and I-55 corridor, (we have) a lot of the 
homeless population.”

“The locations where they are at are the locations that are 
governed—under the bridge—by the State of Mississippi, 
the Department of Transportation,” the chief continued. 
“They are the ones that govern that location.”

Retired FBI Special Agent in Charge Christopher Freeze, 
who served as the executive director of the Mississippi De-
partment of Human Services last year, calls for partnerships 
to help homeless people living under bridges. He wants po-
lice working with behavioral health centers, the Department 
of Mental Health and the community: “Let’s just assume 
that if JPD is correct, and there are two different agencies 
who have some responsibility. That just goes back to the 
emphasis on partnership.”

“You can say it is not my job, it is not my responsibility, or 
you can find a way to address that in the right manner, that 
might mean doing things beyond what you normally do to 
provide an answer,” he added.

Freeze, who now writes and consults about the effects of 
trauma on young people in particular, calls for strong lead-
ership to arise to address these problems with the needed 
time and money to build strong relationships, as well as 
police training in de-escalation techniques.

“How much money are we going to invest in mental-health 
training, working with our social partners and the commu-
nity on these issues versus just doing what we’ve always 
done?” Freeze asked. “To some extent, you cannot repli-
cate or replace the police. You are going to have a police 
presence. The question is, what are the expectations of the 
police, and what do we want them to be engaged in?”

Jackson’s former FBI leader calls for a change in paradigm 
from putting forth the police as the main responders to hav-
ing more social workers involved. “The society has decided 
that police as first responders are going to have to deal with 
mental illness,” he said. “Until we change that paradigm to 
where we have more social workers involved and a better 
structure, yes, the police are going to have to be prepared to 
train to go out and address it.”
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Without the proper training in trauma-informed policing 
and how negative childhood experience and trauma in-
fluence behavior and adequate connection with commu-
nity partners, the options the police have dealing with 
different situations are severely limited, Freeze asserted.

“If you don’t have training in being trauma-informed, in 
understanding what your resources are and how you can 
get help from the community partners, with social work-
ing with mental health, it’s either you don’t do anything, 
which is not an option, or arrest somebody, taking them 
away,” Freeze said in the interview. “That is generally 
not the best help for someone who has a mental-health 
challenge.”

Issues with homelessness, Freeze emphasized, is beyond 
not having somewhere to stay. “It’s been shown that a 
number of the homeless individuals have mental-health 
challenges; a number of them suffer from post-traumatic 
stress disorders,” he said. “That adds to the issues.”

This, he argues, makes it compulsory for the police to 
be better equipped.

“Police have to deal with the issues,” Freeze said. 
“When somebody is homeless and living in front of a 
store, when somebody is homeless and sleeping on a 
park’s bench, when someone is engaged in petty theft 
or other thefts as they are homeless, who gets called? 
The police, whether they are the right person or not, get 
called.”

Freeze said there is an urgent need for the City to invest 
in alternatives to the current traditional policing practic-
es. “You can invest in addressing it appropriately, even 
with limited resources that we all have, or you can say 
we (are) going on this path we have been going, and I 
think we all agree that is a recipe for disaster,” he said.

Having society better address mental illness, Freeze 
said, would be beneficial to the police because people 
with mental illness have an increased chance of being 
armed when involved with a confrontation with the 
police.

“Research shows that when officers are responding to 
individuals that have been diagnosed with mental-health 
issues, the chances that individual has a weapon with 
them go from 4 percent to just over 40 percent,” he said. 
“So all of a sudden, the mental illness itself contributes 
to a potentially violent situation.”

Freeze said it is better to figure out how to help some-
one with mental-health issues long before it leads to a 
violent confrontation between them and the police.

Like many, Freeze has also heard stories about persons 
with mental illness dropped off in downtown Jackson. 
“I have heard that rumor before. I don’t know for a fact 
if that happens,” he said.

What San Francisco Did

In June, on the heels of the killing of George Floyd in po-
lice custody, San Francisco Mayor London Breed decided 
that police in her California city would stop responding to 
non-criminal calls.

If such a measure were in place in Jackson, Miss., it would 
mean about half of the police’s time would be freed, based 
on Wade’s comment that about the 10-in-20 calls they get 
have nothing to do with traditional law enforcement.

“San Francisco police will stop responding to neighbor 
disputes, reports on homeless people, school-discipline 
interventions and other non-criminal activities as part of a 
police-reform plan,” the Associated Press reported.

“Mayor London Breed said in a news release that on calls 
that don’t involve a threat to public safety, police would be 
replaced by trained, unarmed professionals to limit unnec-
essary confrontation between the police department and the 
community.”

The San Francisco mayor said poverty is the cause of many 
different issues leading to police calls.

“We know that a lack of equity in our society overall 
leads to a lot of the problems that police are being asked 
to solve,” she said in the release. “We are going to keep 
going with these additional reforms and continuing to find 
ways to reinvest in communities that have historically been 
underserved and harmed by systemic racism.”

Breed said her city will develop a plan in the next year to 
involve social workers and mental-health workers to re-
spond to disturbances that are not criminal in nature as part 
of a community-based crisis program, following the model 
practiced in Eugene, Ore., called Crisis Assistance Helping 
Out On The Streets program.

Mario Clark’s mother Sheila Ragland regrets calling 
Jackson police to help with her son suffering from mental 
illness. She says they killed him instead.

An Alternative To Police Response

“You call 911, you generally get the police. It’s a one-
size-fits-all solution to a broad spectrum of problems from 
homelessness to mental illness to addiction,” NPR said in 
a report in June, highlighting the Eugene, Ore., program. 
“Protesters are urging cities to redirect some of their police 
budget to groups that specialize in treating those kinds of 
problems.”

Ebony Morgan, part of a non-police crisis response team 
working from White Bird Clinic in Eugene, told NPR 
that she believes the police are over-used as an immediate 
response.

“I came into this work passionate about being part of an al-
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ternative to police response because my father died during 
a police encounter,” Morgan told NPR. “So it matters to me 
very much.”

That city directs 17% of 911 calls to the program, estimated 
to save $8.5 million per year because they replace the po-
lice and emergency medical response services in those sit-
uations. Eugene’s yearly police budget is $70 million. Still, 
the total cost of CAHOOTS—$1.2 million—is a fraction of 
that and covers both Eugene and Springfield, Ore., which 
has a $90-million police budget. Jackson, in comparison, 
has a police budget of $38 million for 2020.

The CAHOOTS program fielded 24,000 calls in 2019, and 
it called for police backup in only 150.

“You know, in 30 years, we’ve never had a serious injury 
or a death that our team was responsible for,” Morgan said. 
“And I think that’s important to note.”

“(I) try to acknowledge where I believe there is room for 
improvement,” she said. “And I think that models like this 
can help people have support in their community and feel 
safer within their community.”

The most frequent types of calls in Eugene are for various 
forms of assistance.

“The most common types of calls diverted to CAHOOTS 
from the police are welfare checks (32.5% of all CA-
HOOTS calls), public assistance (66.3%), and transpor-
tation to services (34.8%). Some of these crisis responses 
involve more than one call type,” a document explaining 
the program said. “By diverting crisis calls that can be 
more appropriately handled by a CAHOOTS team, the 
CAHOOTS program takes a substantial load off of Eugene 
Police Department (EPD).”

Olympia, Wash., is following the same route as Eugene. 
“(Over) a year ago, Olympia started taking a different ap-
proach to nonviolent incidents caused by someone experi-
encing mental illness, addiction or homelessness,” themar-
shallreport.org reported. “Instead of sending armed officers 
to respond, the city dispatches “crisis responders” to diffuse 
the situation and connect the individual with services—a 
model now being considered by a growing number of cities 
across the U.S.”

The report said this approach helps to prevent the incidents 
of police brutality.

“Using civilian first responders instead, advocates of this 
approach say, keeps interactions from escalating into 
violence, and diverts people from jail and toward social 
services. It also frees up police resources to focus on more 
serious crime,” the Marshall Project report explained.

Albuquerque, N. M., set up a similar initiative in June 
2020, creating a community-safety department to deal with 
nonviolent 911 calls.

Police: Part of Intervention

Urban Peace Institute Senior Consultant on Conflict and 
Violence Ron Noblet said social workers are better at 
handling issues relating to mental illness, homelessness, 
drug addiction and domestic violence. But police have 
increasingly been saddled with those issues in the past few 
decades in the United States, he added.

Interpersonal violence, as opposed to crime between strang-
ers, is especially sticky. In a phone interview last week, the 
Los Angeles-based violence and policing expert told the 
Jackson Free Press that based on his 50 years of experience 
in violence mitigation, he judged police as ineffective in 
de-escalating domestic violence, for instance.

“Domestic violence is extremely tricky,” Noblet warned. 
He was a lead researcher on the Legislature-funded BO-
TEC Analysis Corp. study of Jackson violence released in 
January 2016.

“Police, more often than not, can make a domestic-violence 
situation worse because they have not been trained to han-
dle the situation properly.”

“Often, a combination of a policeman with a social worker 
is far more effective in a domestic-violence situation,” he 
added.

Noblet lamented that such situations are “explosive,” and 
the police training to come in and “exert control” is the 
wrong approach. “A social worker is trained to de-escalate 
a situation through words; a police officer is trained to con-
trol the situation, not to de-escalate the situation,” he said.

“My concern is that police more often than not will escalate 
a domestic-violence situation, rather than de-escalate.”

Drug addiction and mental illness sometimes go together, 
Noblet observed. Making the police the face of resolving 
this issue is not appropriate.

“Many mentally ill people use drugs as a way to self-med-
icate,” he said. “A combination of mental illness and drug 
use is huge in this country. The police are not trained to 
deal with it.”

Noblet observed that cities and counties have, “in the last 
two generations,” stepped back from social services and 
heaped more responsibilities on the police.

“The recommendation will be to shore up social-service 
delivery systems, shore up drug-treatment systems, shore 
up job-development systems,” Noblet said. “But it is some-
thing that the government almost always says ‘oh no, we 
can’t afford that,’ but they put the money more and more 
into (the) police.”

Noblet recommends having the police be part of an inter-
vention system, however—rather than shutting them out.
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“An intervention system in which a policeman might be 
part of a team is by far the most effective and the most 
cost-efficient,” he said. “What it will call for is the instant 
recognition of the type of problem there is and then re-
sponding to it with the person who is trained to deal most 
substantively with the situation.”

The violence expert accused public officials of taking the 
easy way out in merely building up, and funding, the police 
system as Jackson and Hinds County are doing. The Jack-
son City Council voted this week to allocate $500,000 to 
rent more jail space for those committing misdemeanors.

“I think this is a result of two different things,” Noblet said. 
“One: the elected officials are terrified of being accused 
of being soft on crime, and so rather than doing what they 
think is right, they do the easy thing and give money to the 
police.”

“Two: In a good part of the country, police are used as a 
repressive arm of a racist system,” Noblet said. “Police 
are used to repress, to keep people in their area, wherev-
er the area is and to control and are not used to deal with 
law-breaking.”

Need To Act Now

On March 23, Daniel Prude, 41, ran naked out of the house 
in Rochester, N.Y., in an apparent display of mental illness. 
Similar to the alleged story of Mario Clark in Jackson, 
police handling after they found him led to his death. They 
handcuffed Prude, put a mesh bag over his head, knelt on 

his back and pushed his face into the ground. The trauma of 
that event left him brain-dead. His family decided to take 
him off life support one week later, and he was pronounced 
dead.

The late Mario Clark, 31, is a poster child of the need for 
alternatives to policing in Jackson. While he needed men-
tal-health assistance, the police “assisted him” in a differ-
ent way, by handcuffing and kicking him, his family says. 
Hinds County Coroner Sharon Grisham-Stewart ruled his 
death a homicide linked with strangulation and suffocation 
in the autopsy report.

Prude’s brother, Joe, like Clark’s mother’s, called the police 
when his brother left the house naked. He now has a name 
for Prude’s experience that led to his death in the hands of 
the police—lynching.

It has been close to two years since Clark died, and little 
has happened in Jackson and Hinds County to align crisis 
calls to the appropriate responder.

Shereake Elder, Clark’s sister, expressed deep dismay at 
those officers’ actions at the time of her brother’s death, 
WLBT reports.

“When you go to people’s houses, don’t be so aggressive,” 
she said. “When you get called to another domestic or a 
mental-illness call ... handle the situation way better than 
you did. Because now I’m about to bury my brother next 
Saturday, that I will never see again.”
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OKC Proposes $300K to Reduce Police Response to Mental Health Crises
Whitney Bryen, Oklahoma Watch, May 6, 2021

In its annual budget proposal, Oklahoma City officials allocat-
ed $300,000 to reinvent the city’s response to mental health 
911 calls. But few details are known about the initiative, which 
seeks to minimize police involvement. 

Working on the details are Mayor David Holt’s Law Enforce-
ment Policy Task Force and the Community Policing Working 
Group. The groups are made up of city officials, activists, 
religious leaders, current and former law enforcement and 
counselors. They were formed last summer in response to con-
cerns about local police practices and protests spurred by the 
killing of George Floyd by a Minneapolis officer. The groups 
are charged with studying crisis intervention training for law 
enforcement and alternative responses to mental health calls 
among other topics. 

Assistant City Manager Kenton Tsoodle, who is the community 
policing group’s facilitator, said they plan to make recom-
mendations to the City Council this summer but not in time 
to secure funding for the upcoming fiscal year. The proposed 
amount is a placeholder for the changes likely to be presented 
in July, he said. 

The total proposed budget for the fiscal year beginning July 1 
is $1.65 billion. Funding for the mental health initiative is part 
of the general fund and did not impact the police department 
budget, which is $228 million.

Another $1 million from the general fund provides a second 
reserve for recommendations from other task forces and work-
ing groups on human rights, homelessness and policing that are 
expected later this year. It is unknown how those funds will be 
used, Tsoodle said.  

Last year, an Oklahoma Watch investigation with StateImpact 
Oklahoma found that the city’s mental health calls have nearly 
doubled since 2013. In 2020, Oklahoma City police responded 
to 19,481 mental health emergencies.

More than 40% of individuals in crisis were handcuffed, put 
into the back of a police car and taken to a hospital or for treat-
ment. Few were arrested. The remainder were left alone to cope 
after officers determined they were not a danger to themselves 
or others.

Many officers and mental health experts say police should not 
be answering these calls. The risk of being killed by an officer 
is greater for individuals with untreated mental illness, accord-
ing to the Treatment Advocacy Center.

In December, Oklahoma City officers fatally shot Bennie Ed-
wards, a 60-year-old black man with a history of mental illness. 
Sgt. Clifford Holman has been charged with manslaughter in 
the incident.

Changes to the city’s response could include pairing police with 
mental health experts. Or it could mean avoiding police inter-
action all together for non-violent calls, similar to the Support 
Team Assisted Response program that launched in Denver last 
summer. 

City Councilman James Cooper, who is on the task force, 
applauded the allocation during a nearly four-hour budget 
meeting Tuesday. 

City Councilwoman JoBeth Hamon remains uncertain that 
$300,000 is enough. 

Hamon has a degree in social work and worked with individ-
uals who were mentally ill at a homeless shelter after college. 
She is currently the education coordinator for Mental Health 
Association Oklahoma. She recalls two instances when she 
watched as officers detained a client who was having thoughts 
of suicide.

Hamon fears the money won’t support the change needed to 
overhaul the city’s treatment of people in crisis. 

“Putting them into the back of a police car with bars in it crim-
inalizes mental illness,” Hamon said. “There are a lot of levels 
of change that need to happen here and I’m not convinced 
we’re putting forward a robust commitment to that.”

Oklahoma Watch, at oklahomawatch.org, is a nonprofit, 
nonpartisan news organization that covers public-policy 
issues facing the state.

In this May 2020 file photo, Master Sgt. Lori Osborn, an 
Oklahoma City police officer assigned to Assisted Outpatient 
Treatment, gets in her car outside of police headquarters. 
Osborn provides transportation and support to clients in 
the AOT program, which helps people who have been dis-
charged from the hospital following mental health treatment 
access out-patient programs, medication and welfare benefits. 
(Whitney Bryen/Oklahoma Watch)
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What is Mental Health Training and Why Do Police Need it?
Diane Herbst, Remedy Health Media & PsyCom, October 2, 2020

Almost every day, it 
seems, we read about 
the police shooting and 
killing someone with 
a mental illness who is 
going through a crisis—
and who oftentimes 
hasn’t violated any laws. 
Last year alone, police 
shot and killed 1017 
people; mental illness 
was involved with about 
25 percent of those 
victims, according the 
Washington Post’s data-
base of police shootings.

Some police depart-
ments around the coun-
try are trying to put a stop to these fatalities by figuring out 
a better way to deal with the unique stresses of handling 
tense situations with individuals who have mental illnesses. 
One method is Crisis Intervention Team training, or CIT. 
CIT is a collaboration between police and local mental 
health services focused on cops using less lethal force and 
non-lethal force. CIT also aims to reduce arrests while 
helping people obtain mental health services.

“We think every officer should have training and awareness 
in mental illness,” says Lt. Richard Cavanaugh, an officer 
with the Montclair, New Jersey police and a board member 
of CIT international. “We look at CIT-trained officers as 
specialist officers,” he says, “like you have SWAT officers 
or bomb technicians.”

What is Mental Health Training?
The 40-hour CIT program aims to teach participants 
increased empathy. Training includes techniques on how 
to deescalate a situation. Police in the program also listen 
to recordings of voices similar to those that someone with 
schizophrenia hears. There are at-home exercises requir-
ing officers to take multiple daily candy “pills”—to help 
them understand how difficult it is to stick to a medication 
regimen.

CIT is taught in every state except West Virginia. The pro-
gram partners law enforcement officers with mental health 
associations, screening centers, and organizations that help 
find housing for homeless individuals dealing with mental 
illness conditions.

Nadine Venezia, a licensed social worker, and chief oper-
ating officer of The Mental Health Association of Essex 
and Morris in New Jersey works closely with the police 

and says the training has been helpful to the mental health 
system and individuals with severe and persistent mental 
illness. She supports the collaboration.

“Having the officers trained allows them to appropriately 
respond to individuals with a severe and persistent mental 
illness,” says Venezia. “The training helps with public safe-
ty and gives the officers additional insight when respond-
ing. When they are called to the scene, they are able to 
deescalate the situation.”

Mental Health Training for Police: A Way to 
Bridge Funding Cuts or a Band-Aid?

Experts say many mentally ill people who seek treatment 
don’t receive it, although treatment can greatly reduce vio-
lence committed by—and against—them. According to the 
Washington Post, mental hospital beds per capita in the US 
are lower today than they have been since 1850.

Writer David Kopel in his 2015 article, “Facts About 
Mental Illness and Crime,” reports that over the last 50 
years, mental hospital capacity has dwindled, while prison 
and jail capacity has vastly expanded. As a result, mentally 
ill prisoners make up a large fraction of the jail and prison 
population.

Venezia says CIT is one way to address the issue. “Of 
course, getting more funding for mental health would be 
helpful but it’s also helpful for a police officer to be more 
compassionate. Broadening their understanding of mental 
illness can assist police when they are called to deescalate a 
situation.”

Cavanaugh agrees, adding that working as a team is effec-
tive. “CIT’s emphasis is on the team,” he says.  “It really 
is about a group of people working with one another to get 
assistance for someone with mental illness.”

How CIT Works on the Police Beat
In Montclair (population 38,000), 25% of police officers 
have received crisis intervention team training. According 
to Cavanaugh, this training has been invaluable. He recalls 
a recent instance of how it made a difference.

The police department received a call that a woman was 
yelling out of her window that she was going to rape the 
neighbors’ children. Upon arriving at the scene, Cavanaugh 
and two other officers trained in CIT went into the house to 
find the woman saying she was Queen of the Nile.

“She was hearing voices, she was completely delusional, 
and she was making comments about the ethnicity of one 
of the officers, calling him a Mexican (he was mixed race 

Mental illness 
could be a 

factor in up to half 
of all police shoot-
ings according to 
studies. Experts 
say mental health 
training can im-
prove police re-
sponse and save 
lives.
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of Caucasian and African 
American). You let that go, 
you aim for pure de-esca-
lation,” says Cavenaugh. 
“We told her we are not 
there to hurt her, we are 
there to help her, and she 
denied she needed help. 
We don’t argue with her, 
we talk in low volumes of 
voice, we act calming to 
her.”

CIT has also proven effec-
tive for situations beyond 
those involving possible 
violence to others.

Cavanaugh recalls a night when a woman attempted to 
commit suicide by slashing her wrists. She didn’t want to 
get help. “I looked at her and we made eye contact and I 
said ‘It looks like you are having a bad day,’” Cavanaugh 
recalls. “At that point, I knew we connected and I put gauze 
pads on her wrists. She didn’t want to go to the hospital and 
was embedded in the couch.”

The pair began talking. Cavanaugh asked her about her 
love of baseball and her romantic relationship. “We talked 
about everything,” he says. “It was about building rapport.”

They spoke for about 45 minutes as Cavanaugh kept direct 
pressure on the wounds. Once she felt comfortable, the 
woman willingly went to the hospital. “We say we are there 
to help,” Cavanaugh says.

He’s also gotten to know family members of those he’s 
helped and has recommended not only mental health 

resources but suggestions 
with legal issues.

Mental Health Train-
ing and Schizophrenia
The unique “hearing voic-
es” segment of the training 
was developed by a woman 
who has schizophrenia 
and experienced audible 
hallucinations. She wrote 
down all the things she was 
hearing and recorded them 
so others could hear and 
learn from it.

Cavanaugh says this aspect 
of the training enables police officers to really understand 
that “just because they are talking to someone, that person 
may not be receiving what you are saying.”

And when responding to a call regarding someone with 
delusions, they know what to ask: “Are you hearing voices? 
What is going on now? Is the voice telling you to harm 
someone? Is the voice telling you to harm me? Are the 
voices telling you to do something you don’t want to be 
doing?” Cavanaugh says.

Cavenaugh once met Kevin Hines, who survived a jump off 
the Golden Gate Bridge after voices in his head told him to 
jump.

“The most poignant thing was that he didn’t want to com-
mit suicide, the voices compelled him,” Cavanaugh says. “I 
want the people in the hearing voices training to understand 
that people may be doing things they don’t want to do, 
but the voices are compelling them. This helps the officers 
understand ‘this person isn’t not listening to me because 
he is a jerk, it’s because the voices are telling them to do 
something else.’”
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In the first six months of health care professionals replacing 
police officers, no one they encountered was arrested

David Sachs, Denverite, February 2, 2021

A young program that puts troubled nonviolent people in 
the hands of health care workers instead of police officers 
has proven successful in its first six months, according to a 
progress report.

Since June 1, 2020, a mental health clinician and a para-
medic have traveled around the city in a white van handling 
low-level incidents, like trespassing and mental health 
episodes, that would have otherwise fallen to patrol officers 
with badges and guns. In its first six months, the Support 
Team Assisted Response program, or STAR, has responded 
to 748 incidents. None required police or led to arrests or 
jail time.

The civilian team handled close to six incidents a day from 
10 a.m. to 6 p.m., Monday through Friday, in high-demand 
neighborhoods. STAR does not yet have enough people or 
vans to respond to every nonviolent incident, but about 3 
percent of calls for DPD service, or over 2,500 incidents, 
were worthy of the alternative approach, according to the 
report.

STAR represents a more empathetic approach to policing 
that keeps people out of an often-cyclical criminal justice 
system by connecting people with services like shelter, 
food aid, counseling, and medication. The program also 
deliberately cuts down on encounters between uniformed 
officers and civilians.

“This is good stuff, it’s a great program, and basically, the 
report tells us what we believed,” said Chief of Police Paul 
Pazen. Pazen added that he doesn’t want to sound flippant, 
but the approach was somewhat of a known quantity be-
cause he’s been talking about it with advocates for mental 
health and criminal justice reform for years. Denver just so 
happened to launch the program in the middle of a move-
ment against police violence.

Pazen’s goal is to fill out the alternative program so that 
every neighborhood can use its services at all hours, instead 

of just weekdays during normal business hours. Nearly $3 
million for more social workers and more vans should help 
Denver move toward that “North Star” this year, Pazen 
said. The money is expected to come from the city budget 
and a grant from Denver’s sales-tax-funded mental health 
fund.

Carleigh Sailon, one of two civilian social workers on the 
team, said more vans — and more food and blankets to go 
with them — as well as weekend and after-hour shifts will 
do big things for the program.

“We run an unbelievable amount of calls for such a limited 
pilot program and have had some really good outcomes on 
those calls,” Sailon said.

The policing alternative empowers behavioral health ex-
perts to call the shots, even when police officers are around.

Sailon said she remembers a call last year in which a wom-
an was experiencing mental health symptoms at a 7-Eleven. 
The clerk had called the police — the woman was techni-
cally trespassing — but when the police arrived, they called 
Sailon.

“We got there and told police they could leave,” Sailon 
said. “We didn’t need them there.”

The woman, who was unhoused, was upset about some 
issues she was having on her prepaid Social Security 
card. Sailon helped her into the van where the two “game-
planned” a solution before the STAR crew drove her to a 
day shelter for some food, she said.

“So we were sort of able to solve those problems in the 
moment for her and got the police back in service, dealing 
with a law enforcement call,” Sailon said.

The fact that the police officers even called the STAR team 
tells Dr. Matthew Lunn, who is in charge of DPD’s stra-
tegic initiatives, that the program is working (Lunn has a 
PhD but is not a medical doctor). About 35 percent of calls 
to STAR personnel come from police officers, according to 
the report.

“I think it shows how much officers are buying into this, re-
alizing that these individuals need a focused level of care,” 
said Lunn, who authored the report.

No one really needs any more evidence that this alternative 
to traditional policing works, but Sailon and Lunn said 
more data will make STAR stronger. For example, while 
STAR might steer people away from jails and courts initial-
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ly, the long-term effects of the program must be studied, the 
report states.

Chief Pazen is thrilled with the success of STAR, but the 
time and money it saves will go toward fighting crime, he 
said.

A spectrum of solutions has sprouted from protests against 
systemic racism and police brutality that started last sum-
mer, including the idea of taking money from traditional 
policing and giving it to social programs not unlike STAR.

For Pazen, transferring low-level calls to civilian teams is 

not about reallocating money. It’s about solving two prob-
lems at once: getting harmless residents the help they need 
while letting police focus on other things.

“I want the police department to focus on police issues,” 
Pazen said. “We have more than enough work with regards 
to violent crime, property crime and traffic safety, and if 
something like STAR or any other support system can 
lighten the load on mental health calls for service, sub-
stance abuse calls for service, and low-level issues, that 
frees up law enforcement to address crime issues.”

Pazen added: “I see this as an ‘and.’ Not an ‘or.’”
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Inside Oklahoma’s Police Training For Mental Health 911 Calls
Whitney Bryen, Oklahoma Watch, April 19, 2021

A scratchy, high-pitched voice grumbles, 
“You pig. You disgusting pig. You’re 
pathetic.” 

Incoherent whispers chime in, inter-
spersed with loud, angry insults. This 
goes on for nearly 30 minutes.

One man said the voices made him nau-
seated. Another felt anxious when they 
briefly stopped leaving an uncomfortable 
silence. And they were just trying to find 
celebrity names in a word search as an 
instructor shouted directions that were 
difficult to hear over the recorded voices 
in their headphones. 

Imagine what it’s like when an armed po-
lice officer is making demands on a busy 
street corner.

For a few minutes, law enforcement 
officers from a dozen Oklahoma agencies 
experience what it’s like to be schizo-
phrenic. The exercise is part of a week-
long crisis intervention training, which 
teaches law enforcement how to identify and respond to 
mental health emergencies. 

The risk of being killed by police is greater for individuals 
with untreated mental illness, according to the Treatment 
Advocacy Center. A national report found that Oklahoma 
City and Tulsa are among the most deadliest cities in the 
nation for police killings. 

Bennie Edwards became the latest victim. The 60-year-old 
black man who suffered from bipolar disorder and schizo-
phrenia was fatally shot by two Oklahoma City officers in 
December. Neither were trained in crisis intervention. 

A 2020 Oklahoma Watch investigation found that law en-
forcement are responding to more mental health crises than 
ever. In March, Oklahoma City Police responded to 2,024 
mental health calls – the highest total on record. But few 
officers have received the specialized training that prepares 
them for those emergencies. 

The training was developed in the 1980s at the University 
of Memphis and is considered a national model for crisis 
response. The course was brought to this state in 2002 by 
Oklahoma City police following an increase in the agency’s 
mental health calls. 

Nearly two decades later, about 1,300 officers have been 

trained statewide. Oklahoma has nearly 13,000 full-time 
and reserve officers, according to the Council on Law En-
forcement Education and Training. That means fewer than 
10% of officers are certified in crisis intervention.

About 15 to 20 training sessions are offered annually to 
accommodate departments across the state. But it can be a 
drain on agency resources since the training requires par-
ticipating officers to take a week off.  Some agencies offer 
a bump in pay to trained officers. Oklahoma City police 
certified in crisis intervention receive an additional $1,300 
per year.

On April 5, one of the state’s largest classes to date gath-
ered in the Newcastle storm shelter, which also serves as 
a meeting space. Spread out at a dozen long plastic tables 
were officers from Midwest City, Newcastle, Norman and 
Blanchard; sheriff’s deputies from Cleveland, Blaine and 
McClain Counties; jailers, record clerks, a dispatcher and 
Norman’s police chief. 

There were 32 students in total. About half volunteered. 
They’ve heard from other officers that the training is help-
ful and see the need to adapt as mental health calls increase. 
The rest were ordered to attend.

One Midwest City sergeant who was required to be there 
said mental health calls are “not what I signed up for.” But 

During a training exercise, Newcastle police Sgt. Shelly Spratt assessed a delu-
sional woman, played by an Oklahoma City police detective, who is refusing to 
come out of a dog house. The role-playing scenario was part of a 40-hour course 
that teaches law enforcement how to recognize and respond to mental health 
crises. (Whitney Bryen/Oklahoma Watch)
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officers don’t have a choice when it comes to answering 
these calls. Agencies prioritize sending trained officers to 
mental health calls but one is not always available. 
Police respond to mental health calls every day. A man 
talking to himself on the sidewalk. A woman singing and 
dancing in a busy parking lot. An 11-year-old who repeat-
edly cuts herself on the playground. 

State law requires law enforcement to transport individuals 
with mental illness to a hospital for treatment if they appear 
to be a danger to themselves or others. But the level of risk 
isn’t always clear. 

The training is a mix of art and science, said Lt. Cary 
Bryant, a 24-year veteran of the Norman Police department 
and crisis intervention instructor. The goal is to balance 
empathy, listening skills and tone with their safety training 
and without impeding on individual rights. That requires 
officers to slow down, Bryant said.

The “hearing voices” simulation helps officers understand 
why individuals with schizophrenia might be slow to 
respond to direction or pause before answering a question, 
reactions that can make officers suspicious. 

After explaining the benefits of mental health training, 
which can reduce officer injuries and use of force, Tania 
Woods, the law enforcement liaison for the state Depart-
ment of Mental Health and Substance Abuse Services, 
passed out MP3 players and headphones and explained the 
importance of the exercise. 

Other sessions covered state law, symptoms and treatment 
of common psychiatric disorders, substance abuse, suicide, 
children’s mental health and self care for police. 

After watching videos of a man who was beating his car 
with a bat and a woman who was loitering on the side of a 
busy highway, officers practiced writing affidavits. Detailed 
accounts of what the individual is saying, their tone of 
voice and how they’re acting with officers increases their 
likelihood of being admitted to a mental health facility. 

Personal stories help officers view the calls through differ-
ent perspectives. 

Bianca Thompson, 35, rubbed her hands as she told officers 
what it’s like to live with mental illness. The room was 
silent as Thompson explained her struggles with depres-
sion and bipolar disorder. She worked constantly to avoid 
feeling alone, but the sadness eventually caught up to her, 
causing her to lose her job, her income and her health insur-
ance. Her first run-in with police came after someone called 
911 because Thompson was walking down the middle of a 
street. Officers put her in the back of a police car and trans-
ported her to a hospital, she said. 

“The handcuffs were the worst part,” Thompson said.

From the middle of the room an officer responded, “you 
know why we have to do that, right?”

It’s department policy to handcuff someone before they’re 
placed into the back of a patrol car, the officer explained. 
“We don’t know what you might do,” he told her. 

Thompson nodded and said she understood but that it made 
her feel like a criminal.  

Officers arrived to class in uniform for the final two days 
when they were asked to apply the week’s lessons to 
role-playing drills. Each was given a scenario based on a 
real call that instructors had responded to. Instructors and 
other officers trained in crisis intervention play the role of 
someone who has mental illness. The officers in training 
have to assess the situation and determine whether to take 
them into custody. 

No photo or video of the scenarios was permitted. Much 
like an active shooter drill, these mental health drills are 
meant to prepare officers for the reality of these calls. But 
instructors worry that they could be seen as insensitive, 
which is not the intent, Bryant said.

Woods wore a Christmas hat and waved coupons in the air 
while shouting joyfully at Cleveland County Sheriff deputy 
Kasey Collie as the other officers studied his response. 
Collie smiled while asking how long it’s been since Woods 
ate or slept. Did she take any medications? Did she know 
where she was?

She was delusional and needed help. Collie knelt and 
matched her positive tone, asking if she would allow him to 
take her to someone that could help. He calmly explained 
that he would have to put handcuffs on her but that she 
wasn’t in trouble. Eventually, Woods agreed and the class 
applauded.

Other officers broke character to seek help from instruc-
tors. A detention officer crouched on the floor of a pretend 
jail cell where an instructor played a veteran with Post 
Traumatic Stress Disorder. One officer determined that the 
woman he was sent to check on was not a danger and left 
without detaining her. 

Norman dispatcher Andrew Stober sat back to back with 
Woods as she played a grieving woman on the verge of 
suicide. In a calming voice, Stober asked the woman why 
she was upset, sent an officer to wait outside her home and 
eventually convinced her to go with the officer to talk to 
someone who could help.

“This is a very common scenario,” Stober said after the 
drill. 

Newcastle Sgt. Shelly Spratt clutched her hands and nod-
ded as Oklahoma City detective Jennifer Harbuck franti-
cally pointed to drones she saw flying overhead. Harbuck 
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refused to come out of a dog house, depicted by a white 
blanket, where she had been hiding for days. 

Spratt, who has been on the force for 11 years, said her 
instinct was to give commands. Get out of the dog house. 
Come out now.

This time, she resisted the urge and slowed her response. 

Spratt asked questions, listened and offered to help. 

“I think it’s a more sensitive approach,” Spratt said. “And I 
still got her to come out, but this way she did it on her own, 
which is less stressful for everyone.”

The controlled training environment has obvious limita-
tions. It doesn’t prepare officers for weather, darkness or 
onlookers, like the crowd that gathered when Edwards 
was killed. Few involved weapons. Officers worked alone 
during training in order to maintain COVID-19 safety pro-
tocols, which is not typical in the field. And the heightened 
anxiety of a life or death situation is impossible to mimic. 
Spratt, 34, was one of three Newcastle officers that attended 
the training. She worked as a dispatcher in college and was 
a psychology major before switching to criminal justice. 
Her father recently retired after 30 years as a Grady Coun-
ty sheriff’s deputy and her brother is a deputy in McClain 
County.  

Spratt grew up in Newcastle and said she requested the 

training as a way to educate and take better care of her 
community. Most of her calls send her to the casinos for 
drug and alcohol abuse. But Spratt said the training chal-
lenged her perceptions.

“I used to think these are the bad guys and we’re here to 
stop them,” Spratt said. “But, now, I realize that it might 
be a result of a mental health condition or self-medicating, 
and I’ll have that conversation with them before I make an 
arrest instead of waiting until they’re in the back of my car 
and on their way to jail. Maybe I’ll take them somewhere 
else next time.”

Oklahoma Watch, at oklahomawatch.org, is a nonprofit, 
nonpartisan news organization that covers public-policy 
issues facing the state.
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How to bring care to mental health emergencies
Whitney Bryen and Quinton Chandler, Oklahoma Watch, October 6, 2020  

Mental health emergencies are best handled by mental 
health professionals, says the Oklahoma City police captain 
charged with training officers for the calls they must make 
under state law.

But until the law changes, police and the state agency 
charged with providing mental health care are finding ways 
to minimize officer involvement.

Oklahoma City police are relying on a new tool that brings 
licensed mental health counselors into the process. Officers 
are using tablets that can connect those suffering with pro-
fessionals trained to help with mental illness.

The program, launched in partnership with the Oklahoma 
Department of Mental Health and Substance Abuse Ser-
vices, began early this year. It was postponed when both 
agencies began reducing staff to minimize risk during the 
COVID-19 pandemic.

In nearly half of mental health calls, people are not in 
immediate danger. That’s when the telemedicine program 
works best, said Oklahoma City police Capt. Jeffery Pierce, 
head of the department’s crisis intervention team. In those 
cases officers use the tablets to host a virtual conversation 
between the person in crisis and a licensed mental health 
professional.

The treatment provider can provide immediate counsel, 
make arrangements to meet in person or advise police if a 
hospital transport is needed. This puts the trained, health-
care providers in control instead of leaving police who have 
little mental health training to decide the best course of 
action.

Carrie Slatton-Hodges, the commissioner for the state’s de-
partment of mental health, said the tablet program seeks to 
reduce contact between police and vulnerable Oklahomans 
and potentially violent interactions.

Virtual programs have been widely used in other states and 
recently began catching on in Oklahoma.

Claremore police use iPads ‘daily’

Grand Lake Mental Health Center donated iPads to the 
Claremore Police Department in 2016 in an effort to reduce 
the number of patients who needed crisis care.

Officer Brian Burnett said all of Claremore’s patrol officers 
carry the devices.

“We use them daily,” Burnett said. “Probably on average, 
three to five, maybe up to 10 times a day.”

Before Claremore police were given the tablets, it was up 
to officers to evaluate complex behavioral health situations.

State law requires police academies to provide prospective 
officers at least 600 hours of training. A minimum of 4 
hours must focus on “recognizing and managing” people 
who may “require mental health treatment or services.”

Each year police are also required to take 2 hours of addi-
tional mental health training. Burnett said many of Clare-
more’s officers receive more than that.

Now, mental health professionals are available at the push 
of a button.

Claremore is inside a 12-county area in northeast Oklaho-
ma served by the Grand Lake Mental Health Center, which 
receives state funding. Chief Operating Officer Josh Cant-
well said they donated iPads to every police agency inside 
the network.

Five years ago, 1,115 people were involuntarily admitted to 
the center for care. Most were brought there by police.

“So that means their civil liberties were taken away and 
they were placed in an inpatient facility,” Cantwell said.

After the virtual programs were adopted, the number of 
people involuntarily committed by police plummeted. In 
2019, there was only one.

Forced hospitalizations should be the last resort, Cantwell 
said. It is an intense level of care and very hard on patients. 
Grand Lake opened four outpatient centers that focus on 
early intervention, allowing patients to stay at home with 
their families and continue working while getting the treat-
ment they need.

More attempts to replace police

The virtual programs still require officers to be on the 
scene. But an effort coming to Oklahoma City could divert 
calls from ever reaching police.

The city’s emergency dispatch team will soon include 
counselors, trained and funded by the state’s mental health 
department. Non-emergent calls will be routed to a licensed 
professional who will try to provide help and deescalate the 
situation over the phone. If counselors are unable to resolve 
the situation, police will be dispatched.

By June 2021, every shift will include a mental health 
counselor. But it’s not enough to divert all of the depart-
ment’s mental health calls, leaving the rest to police.
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Last month, Tulsa police launched a similar program when 
it added a mental health crisis expert to its dispatch team.

Earlier this year, another attempt at reducing interactions 
between people in crisis and law enforcement statewide 
was derailed.

Current law requires police to transport those in mental dis-
tress to a hospital or crisis center for treatment. But a state 
Senate bill provides another option.

Police would still respond to the calls. But Senate Bill 1606 
would allow a transportation company, vetted and paid for 
by the state’s mental health department, to take over some 
hospital transports. The goal is to shorten the time officers 
spend with people in crisis and reduce strain on police 
resources.

A shortage of beds for patients who cannot afford private 
treatment or are uninsured means the nearest treatment 
center can be hours away. Slatton-Hodges said the drain is 
even more challenging for small, rural departments that are 
already low on resources.

At the end of a legislative study on mental health transports 
earlier this year, Bullard asked how many people thought 
police should continue answering these calls. Most of the 
people attending were in law enforcement. No one raised 
their hand.

“I think the indicator was that law enforcement is the worst 
possible scenario for both law enforcement and the person 
they’re trying to transport,” Bullard said.

With the state law unchanged, police can still adapt to im-
prove unavoidable encounters with people in crisis.

In Texas, San Antonio’s police department has become a 
national model for crisis intervention. Specially trained of-
ficers wear plain clothes or polos donning the department’s 
emblem. They drive cars that are unmarked or have smaller 
markings. And their firearms and handcuffs are concealed 
rather than dangling from their hip.

The department has a team of full-time police responding to 
crises, which means individuals who have repeat encoun-
ters become familiar with the officers answering these calls.

These efforts are designed to make officers less intimidating.

The presence of armed officers and police cruisers can 
escalate an already tense situation and adds to the stigma 
that people with a mental illness are violent criminals, said 
Summer King, Chief Operating Officer at Hope Communi-
ty Services, Inc. in Oklahoma City.

Capt. Pierce is Oklahoma City’s only full-time, mental 
health officer. The rest of his team works various patrol 
shifts and takes crisis calls when they’re available. That 
limits their ability to alter their uniforms or vehicles.

“Our uniform practices are controlled by the Chief and the 
City of OKC and are based on liability concerning clear 
identification,” Pierce said.

Federal legislation passed earlier this year designated 988 
as a national suicide prevention and mental health crisis 
number. The line will offer emotional support giving some 
people with mental illness and their families an alternative 
to 911.

Police will continue to respond to mental health calls that 
demand in-person assistance. States have until 2022 to add 
the line, but Slatton-Hodges is pushing for Oklahoma to be 
one of the first.

Mobile youth crisis units are stationed around the state 
and make house calls when someone age 24 or younger 
is in distress. The teams of mental health professionals 
are trained to assist with situations involving children and 
young adults.

Slatton-Hodges said mobile crisis units need to be expand-
ed for all ages, statewide, but that would require a signifi-
cant financial investment from the state.

Oklahoma City plans to put $40 million toward two new 
crisis centers, a substance abuse recovery center and tem-
porary housing for people transitioning out of crisis as part 
of the latest iteration of improvements funded by a voter 
approved penny tax. The MAPS 4 package was passed by 
residents in December.

Slatton-Hodges said the plan is “another necessary step” in 
addressing Oklahoma’s mental health needs. But it won’t 
eliminate the role police play in the current healthcare 
system.
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For those struggling with addiction or mental health, 
Oklahoma jails can be deadly

Kassie McClung, The Frontier, February 5, 2020

Ronald Gene Given thought someone was trying to kill 
him.

On a Tuesday morning in January 2019, he went into a 
Tractor Supply Co. store in Shawnee, grabbed a shopping 
cart and started to ram it against the shop’s windows. He 
pulled clothes off racks and threw them onto the concrete 
floor.

He was trying to make a commotion, he told store employ-
ees, urging them to call the police. After all, Given said, his 
life was in danger.

Shawnee police officers took Given, 42, from the store to 
St. Anthony Hospital Shawnee Hospital for evaluation, 
where health care workers cleared him medically but 
deemed him in need of emergency detention at a state be-
havioral health center, according to an incident report.

But every state mental health center in Oklahoma was full. 
Given later died after officers restrained him during a strug-
gle at the Pottawatomie County jail.

Given’s death illustrates the challenges and shortcomings 
that law enforcement and detention facilities grapple with 
to care for people with mental health or substance use prob-
lems, a group that steadily floods county jails.

More than three years after Oklahoma voters approved a 
measure to fund county-level mental health and substance 
abuse treatment services, the Legislature has yet to send 
any of the promised funds. For years, a lack of resourc-
es and funds have plagued both the prevention and crisis 
treatment sides of Oklahoma’s mental health and substance 
abuse system, experts and advocates say. By default, many 
who need treatment end up in the state’s jails.

Tossed into a criminal justice system that is neither de-
signed nor equipped to effectively handle the tide of 
individuals with mental illness or substance abuse issues, 
and with little oversight from state regulators, the result is 
sometimes injury or death.

Sheriffs and jail staff are often the first to admit they are ill-
equipped to handle these people, who come with a unique 
set of needs, such as heightened monitoring and specialized 
medical care.

The issue is especially acute in Oklahoma’s rural counties 
where there are fewer treatment options and limited — 
sometimes nil — emergency mental health professionals 
to aid people in the throes of mental health crises. Law 

enforcement officers are typically the lone first responders.

Compounding the problem is a lack of effective oversight 
over county jails. The state’s jail inspection division, which 
falls under the Oklahoma State Department of Health, 
surveys jails and investigates deaths, but can do little to 
penalize jails when it identifies shortcomings.

The outcomes can be deadly.

With no mental health beds available in the state, Given 
stayed the night at the hospital in Shawnee.

Officers waited with him, taking turns in shifts until they 
could transport him to a facility.

About 12 hours into the stay, Given stood up from his hos-
pital bed and decided it was time to leave. He stripped off 
his hospital gown along with one of his socks and started to 
walk toward the room’s door.

“Get out of the way. I’m leaving,” Given told officers, 
according to an incident report.

Officers told the man to get back in bed, but instead Given 
got into a “fighting stance,” balled up his fists and said he 
was going to make them move. He stepped forward and 
pushed one of the officers in the shoulder.

Police arrested Given. As an officer started to lead him to a 
patrol car, the incident report states, he was “passively re-
sisting” by pushing against the officer and rambling indeci-
pherably. Once in the car, he strained his body in an attempt 
to break free from the cuffs.

Officers returned to the hospital and obtained a form from 
an ER doctor stating Given was fit for incarceration, the 
incident report says.

Given was booked into the Pottawatomie County Public 
Safety Center for assault and battery on a police officer just 
before 1 a.m., where he stayed for less than 10 hours before 
he was released on a medical bond, according to a jail 
release report. He died in an Oklahoma City hospital about 
a week later.

Since Jan. 1, 2014, nearly 180 people have died in the 
custody of a jail, or after becoming injured or ill in a jail, 
according to a Frontier analysis of data from the state’s 
Medical Examiner.

At least 52 people died by suicide in city or county jails, 
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which was the second most common cause of death only 
behind natural causes and medical emergencies. In many 
other deaths — such as Given’s — the medical examiner 
noted mental health problems.

About two dozen people died from causes stemming from 
drug use.

“You’re asking sheriffs in rural counties who operate these 
jails to take care of, essentially, individuals who have untreat-
ed mental illness while they’re in their jail with almost no 
resources,” said Mike Brose, CEO of Mental Health Associa-
tion Oklahoma.

The County Community Safety Investment Fund was sup-
posed to offer county jails some relief.

Oklahoma voters passed State Questions 780 and 781 in 
2016. While SQ 780 lessened penalties for simple drug 
possession and theft, SQ 781 directed that the money saved 
from lessening those penalties go into a fund for counties to 
provide community-based mental health and substance abuse 
services.

The Oklahoma Legislature has yet to appropriate any money 
into the County Community Safety Investment Fund prom-
ised by SQ 781.

Though Gov. Kevin Stitt initially called for $10 million to go 
into the fund, he later signed a budget that instead sent the 
money to the Oklahoma Department of Mental Health and 
Substance Abuse Services’ Smart on Crime Initiative, which 
aims to divert nonviolent offenders living with mental illness 
and addiction away from the criminal justice system, and 
into intervention and treatment programs. The program also 
provides training to law enforcement responding to mental 
health crises.

ODMHSAS used the $10 million to fund 175 residential 
substance abuse treatment beds across the state, which are ex-
pected to shorten the state waiting list for those beds by 75%, 
according to the agency’s fiscal year 2021 budget request.

In the agency’s request, the ODMHSAS originally requested 
$80.2 million to implement Smart on Crime programs, which 

include treatment and diversion services. The agency later 
amended the request to about $115.7 million in order to fund 
misdemeanor diversion programs.

“We have not given mental health and substance abuse issues 
due attention. In the end, this has led to a fractured and frag-
mented system of care,” the request stated.

State leaders determined that putting the funds into the ini-
tiative would “best achieve everyone’s shared vision,” said 
Baylee Lakey, a spokeswoman for Stitt, in an email. The 
program, among other initiatives, aims to expand mental 
health services and drug courts in each of the state’s 77 
counties, she said.

“Both the governor and the Legislature shared a goal of 
increasing support for programs that give Oklahomans a 
second chance, that expand access to alternative programs, 
and that address our high ranking in incarceration,” Lakey 
said.

Lakey said largely because of SQ 780 reforms, the Depart-
ment of Corrections has seen a 7.6% decrease in the prison 
population.

Dewey County Sheriff Clay Sander is on a 22-member 
council that is chaired by Attorney General Mike Hunter. 
The council recently recommended SQ 781 funds be dis-
tributed on a county level.

“I can tell you in Dewey County we have not seen any 
benefits from that program,” Sander said of the Smart on 
Crime Initiative.

The Dewey County jail typically houses 20 to 30 inmates 
on any given day, Sander said. About half of them have 
mental health or substance use problems. The county has 
no treatment facilities, he said. The closest is almost a 
40-minute drive away.

“(State Question 781) was supposed to be available local-
ly, but we’re finding it’s not there to provide it locally,” he 
said.

Between 700,000 and 900,000 Oklahomans need behavior-
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al health services, according to ODMHSAS. However, only 
one in three accesses treatment.

There are 632 state-operated crisis and inpatient mental 
health beds across Oklahoma, which are considered the 
mental health system’s safety net, advocates say. The state 
also has about 670 inpatient substance use treatment beds. 
The wait time for those beds recently has stretched up to 
six months, according to ODMHSAS.

About 10 years ago, ODMHSAS requested state funding 
for five additional crisis units. So far, the agency has been 
able to fund three. However, as funding has diminished for 
outpatient services, the demand for crisis care has grown. 
The state could now use three more facilities, agency offi-
cials have said.

Meanwhile, there are 16,106 spots in the state’s 131 city 
and county detention and lockup facilities.

“I only speak for myself, but like any sheriff on the face of 
earth that has the responsibility of running a jail will tell 
you, jail is the biggest mental health facility in any commu-
nity,” said Rogers County Sheriff Scott Walton.

“And I certainly don’t like that.”

Agencies offer little information related to 
Given’s death

Ronald Given lived in Shawnee, a city of a little more than 
30,000 people located 40 miles east of Oklahoma City.

His friends called him “Happy” because of the loud, deep 
laugh and boisterous voice he had, said Glenn Blankenship, 
director of the Shawnee Rescue Mission, a nonprofit Given 
received services from.

“He laughed at everything all the time,” Blankenship said. 
“Everyone loved him.”

The pair met about 10 years ago while Blankenship was 
running a day center in Shawnee for people experiencing or 
at risk of homelessness. Throughout the years, Blankenship 
said, his friend struggled with mental health problems and 
substance misuse, but for months, Given seemed to be on 
the road to recovery, only drinking alcohol maybe once per 
month.

His death “came out of nowhere,” Blankenship said.

It’s unclear what happened to Given at the jail.

A report from the state’s medical examiner found Given died 
from organ failure caused by cardiac arrhythmia from strug-
gling as officers restrained him. Given became ill or injured 
at the jail and the death was ruled a homicide, the report 
stated. The report noted he had a violent mental disorder.

The Frontier requested video and incident reports for Given 
related to any injury or use of force at the jail, but the jail 
refused to provide any records other than Given’s booking 
and release reports, claiming all others were exempt from 
the Oklahoma Open Records Act.

The jail staff did not report his death or injuries to the state 
health department’s jail inspection division. The jail was 
not required to report the incident because Given did not 
die at the jail, said health department spokeswoman Jamie 
Dukes.

Breonna Thompson, director of the Pottawatomie County 
jail, did not return multiple messages from The Frontier 
requesting an interview.

Cpl. Vivian Lozano-Stafford, a spokeswoman for the Shaw-
nee Police Department, said the department was told there 
was a struggle between Given and jail staff.

Asked how often mental health facilities are full, Loza-
no-Stafford said: “There are many times that there is no 
mental health facility available in the state.”

She added that officers will wait with someone at a hospital 
as long as necessary until a bed is available.

“It might be several hours,” Lozano-Stafford said in an 
email.

The Oklahoma State Bureau of Investigation opened an 
inquiry into Given’s death in 2019 and passed the findings 
along to Pottawatomie County’s district attorney.

District Attorney Allan Grubb refused to release the inves-
tigation’s findings after a spokesman for his office initially 
offered to let a Frontier reporter review the document.

Grubb has not filed criminal charges in connection with 
Given’s death.

Deadly jails

Many people come into detention centers with serious 
untreated medical and mental health issues that few Okla-
homa jails are equipped to treat.

State jail standards require facilities to complete intake 
screenings on inmates using at minimum, a medical and 
mental health questionnaire approved by the Oklahoma 
State Department of Health. The process does not require 
medical personnel.

When an inmate shows “significant” signs of mental ill-
ness, jail staff are required to monitor them “frequently,” 
the standards state, and the inmate must be evaluated by a 
medical professional.

Few Oklahoma jails have in-house health care delivery 
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services, but some have nurses that will visit periodically, 
advocates and experts say.

Jail standards require facilities to have a plan for medical 
emergencies, such as identifying a designated emergency 
room or ambulance service. Determining what constitutes a 
medical emergency frequently falls to jail staff.

Diana Ortega is a licensed practical nurse and the medical 
supervisor at the Comanche County Detention Center in 
Lawton, a city with a population of about 93,000 people 
in southwest Oklahoma. She said the jail typically houses 
more than 300 inmates. About half of them receive treat-
ment for mental health issues.

“We’re the last resort,” Ortega said.

Inmates with mental health issues there used to receive free 
medication from the Jim Taliaferro Mental Health Center, 
but following budget cuts to ODMHSAS, the clinic stopped 
in 2017.

Ortega said she and a medical assistant provide the only 
health care within the facility. It’s difficult to get doctors 
outside the jail to see inmates, she said. The jail often has to 
send them to the emergency room.

She gave an example of a mentally-ill man who was await-
ing sentencing at the jail who refused to eat. Ortega had to 
send him to the hospital several times.

“Now it’s back in my lap of taking care of someone who is 
mental health,” she said. “My thought is, ‘please don’t let 
him die on my shift.’ I want someone to help me take care 
of him. I’ll send him back (to the hospital) every day if I 
have to.”

In 2019, 20 people died after becoming injured or ill in 
Oklahoma jails, records show. Of those, only one was in 
jail as a result of being convicted of a crime. The rest were 
either being held in pretrial detention or had yet to be for-
mally charged.

The Frontier reviewed five years of jail incident and inspec-
tion reports and found many inmates reportedly showed 
signs of mental health or substance use problems before 
their deaths.

However, it’s impossible to say exactly how many.

Detention centers are required to report deaths and serious 
injuries to the state’s jail inspector, but the agency does not 
require jails to report whether the inmate had mental health 
issues.

The jail inspection division investigates deaths and may 
issue reports citing any violations of state jail standards. 
However, it cannot issue fines or carry out any other puni-
tive action.

Christina Tahhahwah was in the middle of a mental health 
episode when she was taken to the Lawton city jail in 2014, 
according to records filed in a lawsuit Tahhahwah’s family 
brought against the city of Lawton.

Tahhahwah, who had bipolar disorder, was at her grand-
father’s home in Lawton when her family called 911 after 
Tahhahwah threw a cup of milk at a relative on Nov. 13, 
2014. Her family, Tahhahwah’s father testified in the feder-
al lawsuit, had asked police to take her to a nearby commu-
nity mental health center.

Instead, officers took her to jail.

Tahhahwah, 37, was “banging and kicking” the bunk in her 
cell, court records show. The morning after Tahhahwah was 
booked into the jail, at about 11:48, officers cuffed her to 
the cell’s bars with her hands above her head, records show.

Just over an hour later, officers found Tahhahwah unrespon-
sive, according to records. Emergency responders trans-
ported her to a local hospital where she was pronounced 
dead.

Dr. John Buck Hill, an anesthesiologist hired by Tahhah-
wah’s family to testify in the case, stated in a report that 
the position Tahhahwah was restrained in likely reduced 
her lung capacity and left her struggling to breathe. Hill 
noted that Tahhahwah was severely obese, which made the 
posture particularly dangerous for her.

The position likely led to a buildup of carbon dioxide in her 
body that caused her to go into sudden cardiac arrest, he 
said.

The medical examiner found Tahhahwah died after going 
into cardiac arrest. The medical examiner’s report noted 
that she was restrained, but stated it was unclear how it 
contributed to her death.

Tahhahwah’s family sued the city of Lawton for negli-
gence, failing to provide health care and using excessive 
force. The case settled for $275,000 in 2018.

The city of Lawton did not return a message seeking com-
ment.

Brose, the CEO of Mental Health Association Oklahoma, 
said Tahhahwah’s death was “tragic.”

“It represents things that happen in incarcerated settings,” 
he said. “And it’s a horrible situation, but make no mistake 
— variations of these happen and we can do a lot better 
with what we have at our disposal.”

Damion Shade, a criminal justice policy analyst at Oklaho-
ma Policy Institute, a think tank, said the state particularly 
lacks resources in rural areas and was critical that law 
enforcement officers are expected to be the first responders 
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to someone in the midst of a mental health crisis.

“A lot of times, it’s very unfair what we do to police. … 
Many of them want to do the right thing for their communi-
ty,” Shade said. “They want to do good.”

Shade said there are many cases when officers are “forced” 
to take people to jail when there are a lack of treatment 
options in the area.

“If we really value our police officers, if we really value 
our law enforcement, we should not force them to have to 
decide what to do with someone who needs treatment when 
their only option is jail,” he said.

In some cases, advocates and experts say, it’s easier for re-
source-strained law enforcement agencies to take a person 
to jail instead of transporting them hours away to a state 
mental health facility that has a vacant space.

“I know law enforcement doesn’t always like to do trans-
portations across the state because they might not have a 
bed space available in their region, but we have a bed space 
available in Ft. Supply or we have a bed space in Muskogee 
or wherever the place is,” said Durand Crosby, chief of staff 
and operations at ODMHSAS.

“And I actually get law enforcement’s trepidation to that. 
They’re tasked.”

‘The system is not equipped’

The Oklahoma Criminal Justice Reclassification Coordi-
nation Council, chaired by Attorney General Mike Hunter, 
released a report on December 31 that listed recommenda-
tions on how to improve the state’s criminal justice system, 
including increased mental health and diversion program 
access.

Mental health and substance abuse issues were two of the 
main focuses of the council, which met throughout 2019.

“Throughout the meetings, it became clear the criminal 
justice system is becoming saturated with individuals with 
mental health and addiction issues,” the report states. “and 
the system is not properly equipped to meet all the needs.”

County jails were especially not equipped, the report noted, 
and council members recommended the state explore diver-
sion programs that would help people avoid jails entirely.

“Cleveland County Sheriff Todd Gibson presented to the 
Council and explained that the counties are not financially 

equipped to provide the mental health and rehabilitative 
services required for inmates at the county level,” the report 
said.

Gibson also noted in the report that jails were housing an 
influx of people with mental health and substance misuse 
issues in jails because of fewer felony possession arrests 
and more misdemeanor possession arrests following the 
passage of SQ 780.

The Office of Management and Enterprise Services es-
timated SQ 780 reforms saved the state $26.8 million in 
fiscal year 2019. The agency faced criticism when it pro-
jected $63.5 million in savings in FY 2018. At the time, the 
Department of Corrections and others called the estimate 
calculations flawed and inflated.

Ryan Gentzler is the director of Open Justice Oklahoma at 
the Oklahoma Policy Institute. He said the FY 2019 calcu-
lation was “much closer to reality.”

“But we believe it still overstates the savings associated 
with SQ 780,” Gentzler said.

He added: “That said, we know that SQ 780 is averting 
many prison days associated with low-level offenses, and 
funding treatment services through SQ 781 at a significant 
but realistic level should be a priority for the Legislature 
this year.”

When presenting the new calculation at a House interim 
study at the Capitol in October 2019, OMES acknowledged 
the actual savings are difficult to measure.

Shade said although counties would likely see some bene-
fits from ODMHSAS’ initiative, much of the programs aim 
to divert people from going into the Department of Correc-
tions’ system.

Voters passed SQ 780 and SQ 781 because they wanted 
people struggling with addiction or mental health to get 
treatment before law enforcement involvement, Shade said. 
Because the counties were promised those funds, the mon-
ey should be invested in treatment, he said.

“Because that’s what people voted for,” Shade said. “In the 
process of decriminalizing, we’re creating a system where 
more people are in the county jail structure.

“The only way not to be overburdensome is if we invest in 
treatment that allows many, many more people to go into 
treatment before jail.”
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Community Benefit: Can Rural Hospitals Treat More Than People?
Jon Lowry, M.P.H., Director Community Development, First Physicians Capital Group

Background
There is a growing recognition of the need to restructure health-
care delivery to address health issues not only of the patient but 
their families and the communities in which they live. An effective 
patient centered health system will foster both quality coordinated 
healthcare services addressing and improving social determinants 
that support healthy choices and safe environments from concep-
tion to end of life. An anchor mission focused management model 
integrates delivery of person-centered care with risk reduction 
strategies alongside life maintenance services to maximize out-
comes of the health/social determinant relationship which allow 
individuals and communities to achieve the highest level of health 
function possible. Adoption of this management model openly ac-
knowledges that addressing community conditions simultaneously 
with providing traditional health care impacts the entire commu-
nity and it actively demonstrates a participation in improving all 
aspects of the community the hospital serves. Healthcare systems 
that utilize a community centered health hub communicate a de-
sire for a long-term investment in the people they serve. 

The Issue
Healthcare systems have taken a variety of paths toward 
addressing local issues which effect individual health and 
community decision making; only recently recognizing the 
connection to health outcomes. Communities, especially those 
in rural or less populated regions, are often limited in resourc-
es and struggle to provide and even understand the need for an 
infrastructure that enhances a person’s ability to make healthy 
choices. Traditionally health or the absence of disease has 
been associated with access to care or provider-based services 
however that belief has changed. Current research now indi-
cates the greatest impact on health; 55%, is dependent upon 
our individual behavior and lifestyle and the social circum-
stances we live in. Access to medical care contributes an ad-
ditional 10%. Genetic constitution contributes 30% followed 
by environmental exposures at 5%. Bottom line, most of our 
personal state of health is attributed to the choices we make 
and the community in which we live.  Within these broad 
categories lie factors such as community resource allocation, 
crime, education, and income that, along with the traditional 
measures of health, determine not only the overall wellness 
of people but of their communities.  Decades of research have 
confirmed economic stability, physical environment, quality of 
education, food stability, and social cohesion are as important 
upstream to health as medical intervention is downstream to 
recovery.

The gap between healthcare and health promotion in rural 
communities is wide and appears unbridgeable. Research 
indicates there are two main reasons health entities do not 
invest in social determinants. First, it is difficult to credibly 
estimate the full benefit (dollars saved or lives improved) of 
the investment. Downrange data describing prevented health 
events, or improved outcomes are difficult to gather and often 
require time to understand the true impact. Second, health 
entities doubt the impact of services often provided outside the 
walls of medical facilities can be delivered by non-healthcare 
personnel and have a true long-lasting value. This doubt stems 
largely from how the model of medical care is trained and 
delivered and seeing healthcare as simply dollars.

The Solution
Understanding these realities First Physicians Capital Group 
(FPCG) made the decision to invest in upstream focused health 
promotion and disease prevention services focused on the people 
and the communities where they manage critical access hospi-
tals. Formally adopted as a component of its care model FPCG 
implemented the Community Centered Health Hub (C2H2) 
program specifically to address health and social determinants as 
a combined approach. This allows integration of services through 
a three-sided platform maximizing what is seen as forecastable 
outcomes by linking sustaining health services with communi-
ty-based services with hospital-based services. What is different 
about this model is its overt desire to improve the health and well-
ness of the community. Traditional hospital-based and clinic-based 
services focus on the person, C2H2 builds upon those services by 
focusing on improving the ability to live, work and play in rural 
communities. Inherent in this design is valuing prevention as 
equally important as treatment. In doing so communities no longer 
see a hospital as a place for sick people to be treated now and in 
the future but rather a business partner who engages people and 
sees a healthy future community. Working through sources in the 
hospital as well as partners in public health and community-based 
organizations, C2H2 delivers a wide variety of programs designed 
to improve education, prevent disease, promote better decision 
making, remove barriers, and provide missing resources. 

Based upon the Life Course concept, C2H2 recognizes a set of 
core time periods critical to building strong and resilient people 
and communities. By strategically engaging in efforts to improve 
community environments health entities can improve the health 
and safety of their patient population, address health equity, and 
increase the impact of health services provided across the age 
spectrum. The life course while it appears linear is a sequence of 
circular responses to interventions when applied within a C2H2 
model; prevention/screening services drive episodes of acute/
critical care followed by additional prevention/screening services 
or health/capacity maintenance services as the process repeats 
over the life course.  Use of C2H2 has facilitated the integration 
of feedback from local community leaders as investment in their 
social determinants has begun to demonstrate a return through 
healthier decision making, stronger schools, and unified social co-
hesion. Adoption of C2H2 acknowledges a health entities respon-
sibility as an anchor business within the community.

Use of C2H2 has shifted the discussion of community bene-
fit from the margins of an entity’s operations to that of overall 
accountability where all resources both human and capital can be 
leveraged to benefit the community where the entity is located. 
An institution applying this concept has recognized the strategic 
importance of moving beyond doing good things for a commu-
nity; to intentionally addressing social determinants of health 
and the impact they have on treatment outcomes; to recognizing 
their institutions responsibility to support all aspects of life from 
conception to end of life. 

FPCG has embraced the responsibility that healthcare manage-
ment has for healing entire communities through a shift from mere 
volume to a clear focus on value and the mutual benefit obtained 
by improving health as an all-inclusive concept.
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The Social Determinants of Mental Health: Definition, Validation, and Action
Ellen Fink-Samnick, ACEsConnection, October 22, 2020

Defining the Social Determinants of Mental Health 
(SDoMH) is an unparalleled opportunity for integrated and 
wholistic health care models moving forward. But my en-
thusiasm has me jumping ahead. Why should the SDoMH 
receive unique attention by the industry, not to mention 
behavioral health professionals (BHPs) and Doctors in 
Behavioral Health (DBHs).  One might think the industry’s 
fixation on the Social Determinants of Health (SDoH), is 
sufficient; NOT! Let me provide a brief overview, with 
validation and action items to engage your perspective and 
entice your energies.

Level Setting the SDoH Foundation

The health and behavioral health industry is fixated on the 
Social Determinants of Health (SDoH); the non-clinical 
psychosocial and socioeconomic circumstances that con-
tribute to healthcare outcomes. The five domains affirmed 
by Healthy People 2030 (U.S. Department of Health and 
Human Services, 2020) and their respective elements top 
the priority list for every organization:

1. Economic stability
2. Education access and quality
3. Health care access and quality
4. Neighborhood and built environment
5. Social and community context

There is substantial evidence-based validation of how the 
SDoH impact the financial bottom line for the industry, 
attributed to:

• National Health Expenditures of $3.6 trillion annually 
 (CMS, 2019)

• Over 50% of hospital readmissions (Gooch, 2018)

• $200 billion in premature deaths (Ayanian, 2015)

• Inadequate chronic illness management, with

• 4.3 million preventable emergency department 
 (ED) visits, and

• 30% of unnecessary visits, and

• 86% of chronic health spending overall (Premier, 
 2019)

The numbers and daily emerging reports are endless, and 
it would be easy to go on. The data is compelling and the 
prime focus of society. Even amid the current pandemic, 
health disparities are a constant theme. However, while the 
health and wellness of populations mandates critical atten-

tion, other concerning matters warrant notice and action, 
especially in the context of mental health disparities.

Expanding SDoH to SDoMH: Defining Action 
Items

Mental health is now the largest driver of unnecessary ED 
visits, with the associated costs for patients with behavioral 
health needs costing upwards of $2264 per visit (Institute 
for Healthcare Improvement and Wellbeing Trust, 2020). 
The numbers speak to longstanding needs across those 
populations most in need. Members of racial and ethnic 
minority groups have been identified as (NIMH, 2016):

• less likely to access to mental health,

• use community mental health less hoped,

• more likely to obtain care from EDs, hospitalizations,

• and have that care be emergent, band-aid fixes only.

These realities do nothing to enhance the quality of men-
tal health care, putting the Triple/Quadruple Aim at gross 
risk. If you think the industry’s quality compass for pop-
ulation-based care is only applicable to physical health, 
think again! Integration of a quality health and behavioral 
health experience is the preferred model of care to achieve 
the best outcomes (Health Research and Educational Trust, 
2016), and that concept is something BHCs and DBHs can 
relate to. Yet, despite the promise, this level of integration 
remains one of the most challenging issues facing health 
systems and the industry today. This issue exists even amid 
significant data that speaks to how adults with severe men-
tal illness (SMI) are more prone to chronic illnesses, die on 
average of a 10-20 years earlier than populations without 
SMI, and live amid the inequities of the SDoH (Health 
Research and Educational Trust, 2016; SAMHSA, 2016); 
but lest I digress.

Mental health and its accompanying disparities, are as 
much a public health issue as racism itself, affirmed in over 
20 states and 700 counties in the U.S, and rising across the 
globe. In fact, mental health and racism are intrinsically 
linked to, and responsible for existing inequities in diag-
nosis, treatment and management of mental health illness 
(Compton & Shim, 2015). While behavioral health practi-
tioners experience these inequities daily, data to this end is 
not present in the literature; certain not to rate it appears for 
physical health disparities. Considerable research affirms 
correlations between physical health outcomes, the SDoH, 
and health inequities (e.g., race, ethnicity, education, socio-
economic status, access to care) (Compton and Shim, 2015; 
Fink-Samnick, 2019; Williams, et. al., 2019). Action item 
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#1: We can and must do better in approaching the interplay 
of the SDoMH with SDoMH, and leveraging the evidence.

BHPs, and other providers must explore the true etiology 
of chronic mental illness exacerbation, as in how unem-
ployment derails access to mental health care in the form 
of persons being under and uninsured, institutional bias 
and stigma by providers in accepting public and third party 
insurers (e.g., Medicaid, Medicaid, dual eligibles), reduced 
reimbursement for psychiatric and mental health provid-
ers, along with provider deserts and shortages. The gaps in 
culturally-informed and inclusive treatment providers and 
interventions must also be mitigated. Let’s add on the nec-
essary shift in treatment approaches themselves. Implicit 
bias, and “a blame the patient perspective” can be conveyed 
when practitioners use verbiage as “treatment non-compli-
ant”. Instead, emphasis must transition to behaviors and in-
terventions that foster patient engagement, motivation, and 
most importantly address treatment adherence (Williams, 
et. al., 2019). Action item #2: Shift the narrative to reduce 
patient blame, bias, and mental health stigma overall.

A focus on the SDoMH will promote a more informed 
approach to care by practitioners, but also policy makers 
who advocate for necessary funding. Judgements, gener-
alizations and false narratives can easily emerge, such as 
poverty equals increased substance use or intergenerational 
teen pregnancy and family violence, rather than poverty 
as a driver of trauma, victimization and other factors that 
exacerbation mental health conditions (Compton & Shim, 
2015). A dedicated SDoMH perspective will promote less 
punitive approaches to mental health and treatment man-
dated by more vulnerable, disenfranchised, and marginable 
populations. Mental health stigma is a fierce factor to im-
pact racial, ethnic, and other cultural communities engaging 
in treatment processes. Experienced, internalized, and even 
anticipated stigmas easily obstruct meaningful behavioral 
health intervention by those persons most in need (Cardoso, 
et al., 2020). To combat these negative disruptors, BHPs, 
and programs must employ strength-based paradigms and 
tools that account for each individual in the scope of their 
reality, including beliefs of the value of mental health and 
treatment. Action item #3: View each person and popula-
tion with respect of the human condition; where they are at, 
as opposed to where the well-intended provider would like 
that person to be.

Finally, there must be assessment and consideration of trau-
ma (whether past or present) in the context of overall health 
and mental health prevention and wellness. Much can 
be learned from the recent generation of short-term tools 
incorporated to approach chronic illness, and their role in 
enhancing more successful outcomes for patients (Hudson, 
2016). Integration of the Advanced Childhood Experiences 
(ACEs), and other trauma-formed mental health assess-
ment target the unique person and population in the scope 
of their trauma, and its impact on neurocognitive, social, 
and behavioral development; factors that exacerbate the 
emergence of assorted diagnoses (e.g., ADHD, opposition-

al-defiant disorder, borderline and other personality disor-
ders, major depressive disorder, bipolar (1 and 2), peri and 
post-partum depression). The DASS-21 hones in on stress, 
anxiety, depression; all known to exacerbate any and severe 
mental illnesses (AMI, SMI).  Action item #4: Use the tools 
to assess and address health and mental health prevention 
and wellness, as a matched set.

Amplifying SDoMH Action

Dedicated SDoMH action formalizes an industry-wide pri-
oritizing of a strategic approach to the SDoMH guided by:

A. Prevention

B. Promotion, and

C. Wellness

These imperatives are empowering thriving SDoH pro-
gramming across the globe. DBH’s value grounding 
practice and reality with theory, so here’s a concept to get 
you thinking. Employing a theoretical framework based on 
Bronfenbrenner’s social ecological model will fuel needed 
organization of macro (system), meso (community), and 
micro (patient) perspectives. These dynamic domains can 
be siloed, and must be replaced by collaborative partner-
ships across sectors. In this way attention to whole person, 
or wholistic care can be realized through initiatives that 
encompass the pathophysiology, psychopathology, and 
psychosocial circumstances of patient populations. A lens 
focused on the collective expertise of upstream influencers 
(e.g., federal and state government, public policy, reim-
bursement, systematic racism) will minimize downstream 
disruptions to care access. This concerted approach will 
spur needed mental health promotion in terms of funding, 
sustainable program development and implementation, par-
ticularly in those areas most at need. One final Action item, 
#5: BHPs, DBHs and the industry as a whole must lead the 
charge to:

• build community collaboratives that break down 
 silos in care,

• affirm attention to fully integrated, if not wholistic 
 care models,

• use their unique expertise to inform policies that 
 drive sustainable funding and reimbursement of 
 providers, practitioners and programs, and

• commit to dedicated attention to the SDoMH.

This blog first appeared as an assignment for Cummings 
Graduate Institute of Behavioral Health Studies, DBH: 
9016, Fall 2020. #DBH #DBHRocks #SDoMH

Ellen Fink-Samnick is an award-winning industry thought 
leader who empowers healthcare’s interprofessional work-
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force. She is a sought out professional speaker, author, and 
educator for her innovative content and vibrant presence. 
Ellen is an international national expert on the Social Deter-
minants of Health, Workplace Bullying, Professional Eth-
ics, Professional Case Management Practice, and Wholistic 
Case Management™. Her recent books include, The Essen-
tial Guide to Interprofessional Ethics for Healthcare Case 
Management The Social Determinants of Health: Case 
Management’s Next Frontier, and upcoming End of Life for 
Case Management, all through HCPro. Along with several 
academic teaching appointments, Ellen is Lead for RISE’s 
SDoH Community and Doctor in Behavioral Health (DBH) 
candidate at Cummings Graduate Institute for Behavioral 
Health Studies. View more on her LinkedIn Profile.
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Oklahoma leaders have embraced mental health as priority health concerns
Carrie Slatton-Hodges, Point of View, The Oklahoman, November 4, 2020

Today there are many more 
people, including policymakers, 
law enforcement and families, 
advocating for the need to prior-
itize mental health and substance 
use treatment services, especially 
those impacted by these illness-
es. Services to prevent, treat and 
help Oklahomans recover from 
these illnesses are critical to the 
state’s overall success. I know 
this to be true because I witness 
real-life examples of it daily.

Oklahoma leaders and policymakers have embraced these 
diseases as priority health concerns, and even during a dif-
ficult economic stretch have been finding ways to invest in 
targeted initiatives that are gaining traction. In fact, Okla-
homa has made vast improvements in its statewide behav-
ioral health system in recent years, and we are beginning to 
realize what that means for us as a state specifically. These 
include:

• Adding residential substance abuse treatment beds 
 to virtually eliminate wait times for these services.

• Increasing the use of technology by 137% to 
 improve access to treatment and care.

• Launching evidence-based strategies to curb 
 epidemics like opioid addiction.

• Growing public-private partnerships that offer 
 pathways to gainful employment and permanent 
 housing opportunities.

• Enhancing supports offered to children and 
 families through mobile crisis, school-based 
 services and partnerships to better address veteran’s 
 needs.

Focusing on these strategies has led to more Oklahomans 
living full, productive lives.

We are quite proud of the progress made together; progress 
made possible through the partnership, commitment and 
shared goals of many people and groups.

There is heightened attention on mental health right now 
due to COVID, and there should be. Although it is import-
ant to note that because of the shared commitments, we as a 
state are in a better place to address the stressors and strain 
brought on by the pandemic. We have not experienced the 
same level of negative trends talked about in other states, 
such as dramatically increasing suicide rates and overdose 
deaths. We remain vigilant and are cautiously optimistic 
that we have the services in place to respond should this 
change. We are in this position because of past investments 
and prioritization of resources, and targeted use of funds 
that have been made available to support our state’s re-
sponse.

While it is certainly appropriate to advocate for need, we 
must not lose sight of the accomplishments and investments 
already made and are still being made to this day.

Oklahoma is in the process of building a model behavioral 
health system — one of the best in the nation. It will take 
continued collaboration and resources to achieve what the 
people need and deserve. Working together, we will suc-
ceed. That is how we have progressed to this point, and I 
am confident that together progress will continue.

Carrie Slatton-Hodges is commissioner of the Oklahoma 
Department of Mental Health and Substance Abuse Ser-
vices.

Carrie Slatton-Hodges
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Opinion: Oklahoma mental health advocates called to act
Editorial Board, The Oklahoman, October 11, 2020

After being named CEO of Mental Health Association 
Oklahoma a few months ago, Terri White said she looked 
forward to doing more advocacy work than was possible in 
her job as head of the state’s mental health agency. Recent 
remarks offer a sign of what that will look like.

At the Zarrow Mental Health Symposium, White urged 
participants not to let “your life’s work become just another 
set of meaningless talking points without action.”

“We can no longer stand by as policies or policymakers 
claim to prioritize the well-being of Oklahomans and then 
allow people in need to be denied or have limited access to 
treatment and affordable housing,” said White, who spent 
13 years as commissioner of the state Department of Men-
tal Health and Substance Abuse Services.

“We can no longer allow them to treat access to health care 
like it’s not a basic human right,” she said.

And, White said, mental health professionals cannot let 
officials “continue to try and punish the addiction, home-
lessness or mental illness out of people who belong in 
treatment and housing as opposed to the back of a police 
car, the inside of a jail cell or the inside of a prison cell.”

At the state agency, White wrestled with the Legislature 
over funding to deal with Oklahoma’s mental health and 
substance abuse problems — the state’s rates of adults with 
serious mental illness is one of the nation’s highest. She 
championed mental health and drug courts, which have 
proven successful in keeping thousands of offenders out of 
prison, and many other programs.

At the symposium, she noted the mental health toll imposed 
by the COVID-19 pandemic — one state organization 
projected in April that more than 18,000 Oklahomans could 
attempt suicide during the following 12 months. White 
said more than 370 Oklahomans will die from suicide and 
drug overdoses resulting from economic struggles, and an 
estimated 92,000 will have suicidal thoughts.

Thus, she said, mental health advocates must support 
mental health insurance parity and a full funding of Medic-
aid expansion to help minimize new addiction, trauma and 
deaths related to behavioral health.

She urged policymakers to invest in specially trained com-
munity response teams in every county. “A mental health 
crisis deserves a mental health response,” she said.

White said mental health professionals should be a key 
part of first-response systems, an idea also forwarded by 
those seeking police reform. Her former agency, she said, 
must be empowered to focus “fully and adequately on the 
growing crisis.”

The pandemic left lawmakers with about $1.3 billion less 
to spend in this fiscal year than they had the previous year. 
Another large hole is expected for the next budget year. 
Even so, White said, “We must prioritize funds for mental 
health and addiction treatment, even in a budget crisis.”

Lawmakers can expect that message to be delivered loud 
and clear in 2021.

Terri White, CEO of Mental Health Association Oklahoma
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Point of View: Mental health advocacy requires a simple skill: listen
James Bost, The Oklahoman, October 14, 2020

Most people have some level 
of awareness that mental illness 
exists and likely know someone 
who is directly affected or have 
themselves suffered from short- or 
long-term mental illness. The real-
ity is mental illness affects us all.

We know one in five adults expe-
rience mental illness each year, so 
the real awareness we aim to raise 
is how to respond. As director of 
National Alliance of Mental Ill-
ness (NAMI) Oklahoma, I propose 
we listen.

As we celebrate Mental Illness Awareness Week this 
month, the theme is, “What People with Mental Illness 
Want You to Know.” It’s an exciting opportunity to step 
outside what we think we know about mental illness — 
myths and misconceptions — and step into the perspective 
of individuals living with mental illness as they bravely 
share their lived experiences.

Our goal at NAMI Oklahoma is to provide a platform for 
these individuals to dispel the stigmas that harm those 
affected by mental health conditions. These stigmas shame 
them into silence and inaction. Misplaced feelings of shame 
and judgment from others only compound the challenges 
individuals with mental illness face. Although most people 
can be successfully treated, less than half of the adults in 

the U.S. who need services and treatment get the help they 
need.

While this annual awareness week offers many structured 
steps to take in support of those with mental illness, lasting 
change takes place in the every day. Advocates and allies 
know that having a conversation with someone struggling 
with mental illness to see how they’re managing their men-
tal health in the face of a pandemic is crucial. Take the time 
to learn how to recognize signs of mental illness in those 
closest to you, what mental health conditions exist and 
which local resources, like NAMI Oklahoma, are standing 
by to help.

MIAW aims to change the way people view mental illness. 
To effectively do so requires a shift across all spectrums 
of our society. When more advocates become educated 
about mental illness and actively reject stereotypes in their 
homes, workplaces and relationships, we are building a bet-
ter world for the millions of Americans living with mental 
illness.

It’s my privilege to work year-round with NAMI Oklaho-
ma, but if you’re new to this mission, I challenge you to 
use MIAW as a launchpad into advocacy. You can make a 
difference. That’s what people with mental illness want you 
to know.

Bost is executive director for the National Alliance on Men-
tal Illness Oklahoma.

James Bost
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Oklahoma Department of Mental Health and Substance Abuse Services
Oklahoma Department of Mental Health and Substance Abuse Services, Agency Overview

Agency Mission
The mission of the Oklahoma Department of Mental Health 
and Substance Abuse Services is to promote healthy com-
munities and provide the highest quality care to enhance 
the well-being of all Oklahomans.

Agency Duties and Responsibilities
The Oklahoma Department of Mental Health and Substance 
Abuse Services (ODMHSAS) is the state’s “safety net” 
mental health and substance use treatment services system.  
The department’s core mission is to provide prevention and 
treatment services for Oklahomans who are indigent and 
without a means to pay.  ODMHSAS is the payer of last 
resort.  In our state, as has been the case for decades, the 
need for services outpaces resources.  Because of limited 
resources, services are primarily targeted to address the 
needs of the most seriously ill; this means for persons who 
experience ongoing, persistent medical issues associated 
with mental illness or addiction, persons who are in crisis 
or have been found to be dangerous to self or others. ODM-
HSAS provides services for both adults and children. 

Treatment services include inpatient hospital and outpatient 
community-based mental health treatment services, foren-
sic services, residential treatment and outpatient services 
to address substance use dependence and addiction, in 
addition to targeted services designed to address the needs 
of high-risk populations, criminal justice diversion (Smart 
on Crime) initiatives, and efforts to address other priority 
concerns.  In addition, ODMHSAS provides prevention 
services at the state and local levels, in partnership with 
area health providers, schools, law enforcement, veteran’s 
groups and other community stakeholders.  ODMHSAS 
manages the state’s behavioral health Medicaid services, 
and has rule-making responsibility for specific statutory 
certification processes (certifying approximately 3,300 
treatment providers, organizations and individuals, through-
out the state).

The department delivered services to just over 197,000 
Oklahomans in FY 2018 and served all 77 Oklahoma 
counties through a statewide network of private providers 
at the community level.  Over 93% of all persons receiving 
department treatment and recovery services were seen by 
one of the systems contracted community-based providers.  

ODMHSAS is the State’s statutory authority responsible 
for prevention, treatment and recovery from mental illness, 
substance abuse and addictive disorders.

Funding
ODMHSAS is primarily state funded (approximately 71 
percent of all funding).  Federal funding from various 
sources comprises the majority of the rest of the budget. 

Medicaid is the most important non-appropriated funding 
source for individual client services, accounting for nearly 
17 percent of the budget. Federal block grants and other 
federal grant funding account for approximately 11 percent 
of the budget.

The department has an outstanding record of competing for 
and winning competitive grant awards. This has allowed 
ODMHSAS to test, refine and implement many noteworthy 
and award-winning initiatives that are now key elements 
within the statewide prevention, treatment and recovery 
system. This has included such things as drug and mental 
health courts, Systems of Care, opioid treatment services 
including MAT and school-based suicide prevention 
initiatives.  These awards also help support many of the 
department’s training and continuing education efforts for 
behavioral health providers statewide.

Core Functions
The following is a summary of some the department’s pri-
mary core functions: 

Inpatient Hospitals – The department operates psychiat-
ric hospital services for adults in Norman and a forensic 
hospital for adults in Vinita. The Norman hospital (Griffin 
Memorial Hospital) receives voluntary and involuntary 
court committed patients while the forensic hospital in 
Vinita (Oklahoma Forensic Center) serves only individuals 
sent for evaluation or treatment through the criminal court 
system. In addition to these hospital sites, smaller inpatient 
units are located at department facilities in McAlester, Ft. 
Supply, Tulsa and Lawton. These facilities provide acute 
inpatient psychiatric care for individuals who do not have 
access to other psychiatric inpatient care, or longer term 
care for individuals who are a danger to themselves or oth-
ers and are unable to temporarily function in a community 
setting.  The Oklahoma Forensic Center conducts forensic 
evaluations for the judicial system and provides inpatient 
care for persons found not guilty by reason of insanity.

Community Mental Health Centers – ODMHSAS is 
responsible for a statewide network of community mental 
health centers (CMHC) that provide a wide variety of ser-
vices including case management for adults and children, 
crisis intervention, psychiatric rehabilitation, medication 
services, and other outpatient mental health services. Ad-
ditionally, community based programs include assistance 
with such services as housing, employment, peer advocacy 
and drop in centers. 

Community Based Structured Crisis Centers – The depart-
ment supports Community Based Structured Crisis Centers 
for adults located throughout the state, including:  Ardmore, 
Clinton, Muskogee, Norman, Oklahoma City, Sapulpa and 
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Tulsa.  Facilities in Ardmore, Oklahoma City, Sapulpa and 
Tulsa also operate behavioral health urgent care centers that 
provide 23-hour respite and observation to help prevent 
psychiatric emergency and keep people from needing 
admission to inpatient or crisis beds.  These facilities also 
address substance abuse emergencies.

Substance Use Treatment and Recovery – As the alcohol 
and drug authority under Title 43A of the Oklahoma State 
Statutes, the department is responsible for comprehensive 
planning and program implementation in the areas of ed-
ucation, training, prevention and treatment for individuals 
and families affected by alcohol, drug abuse and gambling. 
This includes the delivery of residential and outpatient 
substance abuse services such as medically supervised 
detoxification, non-medical detoxification, residential treat-
ment, day treatment, sober living, DUI school, Drug Court 
and other outpatient services.  Approximately one-hundred 
private non-profit contractors and state operated facilities 
provide substance abuse programs. The intent is to provide 
a continuum of services to individuals with substance abuse 
disorders so they become sober and productive members 
of society.  ODMHSAS serves all 77 Oklahoma counties. 
Referral/assignment to the appropriate level of care is based 
on an initial medical assessment.

Services for Children and Youth – The department con-
tracts for a variety of mental health services for children, 
including family based, in-home services, outpatient ser-
vices and wrap around services.  Contracted providers are 
located in communities throughout the state. The Children’s 
Recovery Center (CRC) in Norman is the only state-oper-
ated facility dedicated to providing inpatient and residen-
tial treatment services for children and youth. The facility 
provides crisis services and inpatient care for both mental 
health and substance abuse.  

The Oklahoma Systems of Care (SOC) program is a na-
tionally recognized initiative that covers that serves nearly 
5,000 youth (and their families) across the state. Youth 
receiving services through SOC show decreases in school 
suspensions and detentions, decreases in contacts with law 
enforcement, decreases in self-harm and suicide attempts, 
decreases in problem behaviors and clinically significant 
improvement in functioning.  Over 70% of the youth 
coming into SOC, diagnosed as “clinically impaired,” show 
significant improvement within six months.

There is a tremendous need to expand children’s services 
throughout the state and programs such as Systems of Care, 
which cut through red tape and focus attention on the needs 
of the children and their families to provide the appropriate 
level of services. Systems of Care is targeted to impact chil-
dren, ages 6-18 years, with serious emotional and behavior-
al problems at home, school and in the community, and, it 
has been proven as a model system. 

Criminal Justice Diversion Treatment Services (Criminal 
Justice) – The department provides a variety of services 
targeted to work with the criminal justice system and aid in 

appropriate diversion of eligible offenders into treatment 
programs that provide significantly better outcomes, reduce 
taxpayer cost and change lives.  Primary examples of key 
services in this area include:  

Screening and Assessment– By serving as central screen-
ing hubs, county jail-based screenings save diversion pro-
gram resources and avoid duplicative assessment processes. 
To date, county jail-based screenings have been established 
in 37 counties and nearly 27,000 felony defendants(26,329) 
have been screened, with nearly 23,000 (22,768) final dis-
positions recorded. Screening is in the process of expand-
ing statewide for all felony level offenses, made possible by 
additional funding appropriated state funding beginning in 
FY19.  Measured outcomes of the program to date include:

Offender Screening has reduced the average time an of-
fender spends awaiting sentencing by 57 days.  Resulting in 
$15.5 million in jail day savings.

Counties without offender screening experienced an in-
crease in the percentage of non-violent prison receptions 
that was approximately twice that of counties with offender 
screening.

• An 87% decrease in the length of time offenders spent 
 in jail, from 31 days pre-implementation to 4 
 post-implementation. (Tulsa County)

• A $2.2 Million reduction in the cost to incarcerate 
 offenders, from $2,532,717 pre-implementation to 
 $326,802 post-implementation. (Tulsa County)

• A 72% decrease in length of time from arrest to 
 Drug Court Admission, from 221.5 days 
 pre-implementation to 61.7 days post-implementation. 
 (Pontotoc County)

Drug Court – The annual cost of drug court is $5,000 com-
pared to $19,000 for incarceration.  That alone is a significant 
benefit, but what really tell the story are the improved out-
comes.  A study of over 4,000 drug court graduates demonstrat-
ed that these graduates earned more than $204 million in legal 
wages and paid an estimated $6.1 million in taxes over a five 
year period.  Had these graduates been incarcerated, instead of 
in drug court, it would have cost the state an additional $191.6 
million(average sentence of three years each).  Drug Court 
graduates experience significantly lower incarceration rates 
than DOC released inmates (7.9% compared to 23.4%).  In ad-
dition to a 95.4% drop in unemployment and a 119.3% jump in 
monthly income; a 81.1% increase in participants who are able 
to again live with their children; and, a 116.7% in participants 
with private health insurance.

Mental Health Court– There are mental health courts in only 
16 counties serving approximately 500 participants at any 
given time.  Another 17 counties have requested courts.  Recent 
appropriations will allow for the addition of approximately 186 
mental health court slots statewide.  Like drug court, there are 
much lower rates of incarceration for mental health court grad-
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uates compared to released inmates and released inmates with 
a Serious Mental Illness (3.2% compared to 23.4% and 41.8% 
respectively).  The cost for mental health court is approximate-
ly $5,400 annually, per participant.  Incarceration would cost 
between $19,000 and $23,000 (person with a serious mental 
illness) annually.   

Prevention Services – Prevention services include oversight 
and delivery of initiatives targeting communities throughout 
the state.  The department oversees a network of contracted 
Regional Prevention Coordinators, located in 17 Oklahoma 
communities and serving the entire state, to conduct localized 
prevention efforts.  The department also oversees the deliv-
ery of targeted statewide initiatives such as Prescription for 
Change/OKImReady (campaign to reduce opioid/prescription 
drug abuse), opioid overdose prevention and naloxone distribu-
tion, collaborative work with sister agencies regarding Okla-
homa’s Prescription Monitoring Program (PMP), statewide 
suicide prevention initiatives (QPR, school-based services, 
awareness and outreach), 2M2L underage drinking initiative 
and other underage drinking prevention efforts, SYNAR com-
pliance enforcement and reporting, Mental Health First Aid, 
SBIRT (Screening, Brief Intervention and Referral to Treat-
ment) partnership with primary care and hospitals, the suicide 
prevention initiative, alcohol server training and numerous 
other successful efforts. 

Oklahoma Behavioral Health Medicaid – During the FY12 
legislative session, responsibility for the behavioral health 
portion of Medicaid was shifted from the Oklahoma Health 
Care Authority to ODMHSAS.  The shift of behavioral health 
Medicaid responsibilities has resulted in incredible savings to 
the state.  Annual Medicaid growth prior to the transfer was at 
14%, a rate that has been slashed by more than 90%.  In FY14, 
ODMHSAS reduced program growth to 7%.  In FY15, that 
number fell further to 5.4%.  Beginning in FY16, growth was 
held to below 3%, and has remained below 3% in every year 
since.  Had Medicaid growth continued at the annual 14% rate, 
the FY18 state share would have been in excess of $348.9 mil-
lion.  Under ODMHSAS administration, state share was only 
$149 million (a cost avoidance of almost $200 million in FY18 
alone).  The growth rate in the current fiscal year is targeted to 
be below 3% and the agency is focused on maintaining that rate 
under 3% in FY2020.

Rule-Making, Certification and Policy – ODMHSAS provides 
administration, direction, planning and technical assistance 
for a statewide system of community-based mental health and 
substance abuse treatment providers.   It sets standards, policies 
and goals for programs and monitors programs to ensure re-
quired criteria are met.  Additionally, the department performs 
evaluations and data analysis and maintains an automated in-
formation system of clients receiving services.  Over 93 percent 
of all persons receiving department services were seen by one 
of the systems contracted community-based providers.  There 
are over 300 contracted treatment providers in the ODMH-
SAS statewide network, along with more than 800 behavioral 
health Medicaid agency and individual providers. Additionally, 
ODMHSAS certifies approximately 3,300 treatment providers 

(organizations and individuals) throughout the state. 

Vision Statement
The board, commissioner and all stakeholders envision active 
partnerships with persons receiving services and their families, 
provider organizations and community leaders.  All are dedi-
cated to promoting quality of life, safety and well-being for the 
people of Oklahoma.  Consumer choice, hope, family involve-
ment and the belief in human potential are valued.  ODMHSAS 
resources support each consumer’s right to choose services that 
build on individual strengths, and actively promote the con-
sumer’s human value and dignity. Every consumer and family 
member shall receive timely and appropriate services.  Every 
Oklahoman deserves access to appropriate care.  The depart-
ment seeks to work on behalf of and benefit all Oklahomans in 
all that it does.

History
The ODMHSAS was established through the Mental Health 
Law of 1953, although publicly supported services to Oklaho-
mans with mental illness date back to early statehood.  Until 
the mid-1960s, the primary means to treat mental illness was 
institutionalization in large state hospitals.  On an average day 
in 1960, nearly 6,400 Oklahomans were in the state’s mental 
hospitals.

During much of that period, Dr. Hayden Donahue, long-time 
Oklahoma mental health director and Central State Hospital 
superintendent, was one of about a dozen American psychia-
trists actively involved in promoting a burgeoning “community 
mental health movement.” His grant proposal to the National 
Institute of Mental Health, written while he was superinten-
dent of Central State Hospital, resulted in the nation’s first 
federally-funded community mental health center being built 
in Norman in 1968. In the mid-1970s, the concept of “dein-
stitutionalization” prompted states to increase efforts to utilize 
outpatient services through these facilities.  This approach has 
proven to be an effective means of recovery and a less costly 
method to provide services as compared to long-term inpatient 
care in a hospital setting.

Oklahoma has become a national leader in several areas of 
community based services including the implementation of 
programs for assertive community treatment, alternative crimi-
nal justice initiatives such as drug and mental health courts, and 
comprehensive services for children and families.

ODMHSAS programs are helping people: reunite with their 
families; increase employment prospects and monthly income; 
stay out of jail or reduce involvement with the criminal justice 
system; reduce homelessness; break the cycle of addiction; and, 
achieve numerous other successful outcomes, such as obtaining 
higher education, increasing productivity on the job, stopping 
tobacco use, etc.

Experiencing mental health or substance use disorders can be 
as frightening and debilitating as any major physical health 
disorder. The good news is that treatment works. There is hope, 
and there is help.
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THE “BUSINESS” OF MENTAL WELLNESS 

OKLAHOMA DEPARTMENT OF MENTAL HEALTH & SUBSTANCE ABUSE SERVICES 
 

PART 1: UNFINISHED BUSINESS (2004 TASK FORCE) 
Michael Lapolla, Task Force Principal Investigator and 
Carrie Slaton-Hodges, Interim Commissioner, ODMHSAS  
 
Progress made over the past 15 years of the five macro recommendations of the 2004 
Governor’s and Attorney General’s Blue Ribbon Task Force (Task Force), and suggests 
opportunities to complete some “Unfinished Business”.   
 
PART 2: OLD BUSINESS (PREVENTION) 
Jessica Hawkins, Senior Director of Prevention Services, ODMHSAS 
 
Opportunities to continue some “Old Business”, that is the ongoing deployment of prevention 
efforts using proven methods. 
 
PART 3: SMART BUSINESS (JUSTICE) 
Nisha Wilson, Senior Director of Criminal Justice and State-operated Community Mental Health 
Centers, ODMHSAS and Dr. David Wright, Director of Decision Support Services, ODMHSAS 
 
PART 4: NEW BUSINESS (TECHNOLOGY) 
Carrie Slaton-Hodges, Interim Commissioner, ODMHSAS 
 
The potential of the “New Business” of technology applications to more efficiently and 
effectively promote mental wellness and a lifestyle free of substance abuse. 
 
A discussion of the deployment of the principles of “Smart Business” throughout the entire 
criminal justice system from prevention through reintegration. 
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Part 1: Unfinished Business (2004 Task Force)
Michael Lapolla, Task Force Principal Investigator,

Carrie Slaton-Hodges, Commissioner, Oklahoma DMHSAS

This is the first of a four-part ODMHSAS series titled “The ‘Business’ of Improving Mental Wellness”. The following 
analysis remarks on progress made over the past 15 years of the five macro recommendations of the 2004 Governor’s 
and Attorney General’s Blue Ribbon Task Force (Task Force), and suggests opportunities to complete some “Unfinished 
Business”. 

In 2004, a Governor’s and Attorney General’s Blue Ribbon 
Task Force was formed to develop a detailed cost finding 
study and companion recommendations.  A full copy of the 
report is available at https://www.ok.gov/odmhsas/docu-
ments/BR.pdf.

The 2008 Oklahoma Academy Criminal Justice Town Hall 
featured ODMHSAS announcing their “Smart on Crime” 
initiative recognizing the significant link between mental 
health, substance abuse and incarceration. The five macro 
recommendations were as follows:

1. Prevention and early intervention programs, 
along with appropriate treatment and recovery support 
services must be made available to those in need.

Since 2008, remarkable progress has been made.  

ODMHSAS has advanced community-based prevention 
initiatives along with building expanded opportunity for 
early intervention and accessibility.  This has included mea-
sures to integrate primary and behavioral health services, 
public/private partnership to create broad-based solutions, 
training in evidence-based practices, increased awareness, 
proactive efforts to address priority populations of need and 
more.

For example, initiatives such as SBIRT (Screening, Brief 
Intervention and Referral for Treatment) is a prevention and 
early intervention partnership to screen for substance use 
problems.  It is an opportunity to head-off problems before 
they develop into something more and, when appropriate, 
refer individuals to treatment services.  The same model is 
also being used to screen for depression and suicide risk.

Broad range partnerships have also been developed be-
tween community mental health centers and child-serving 
community partners to assist in early identification of se-
rious mental illness and ensure links to the right treatment 
and supports.  Additionally, there is now rapid, communi-
ty-based mobile crisis intervention services for children, 
youth and young adults up to the age of 25 who are experi-
encing behavioral health or psychiatric emergencies; and, 
targeted intervention for adults with serious mental illness 
who experience difficulty in maintaining wellness.  In both 
cases, outcomes have greatly improved in terms of services 
utilized and negative outcomes experienced.  

We will address some of these initiatives in detail at Part 3: 
Prevention. 

2. Non-violent persons who suffer from major 
mental illness or addiction should be identified and tar-
geted as early as possible upon entry into the criminal 
justice system for referral to more cost-effective systems 
that are better able to treat, monitor, rehabilitate and 
appropriately supervise these citizens.

This recommendation is a central theme of the ODMHSAS 
Smart on Crime initiative. Oklahoma has made remarkable 
progress in this area. 

ODMHSAS implemented an offender screening services 
in 2016 to assist courts in better identifying opportunity for 
diversion, and has advanced the initiative so that screening 
services are now available for all felony offenders state-
wide.  

The screening process has resulted in a $29.6 million re-
duction in jail costs.  An estimated 82% percent of indi-
viduals screened have been eligible for diversion programs 
such as supervision or treatment courts.  

The program is driving down overall costs and reducing 
incarceration.  Counties that have not utilized offender 
screening in the past experienced an increase in the percent-
age of non-violent prison receptions that was approximately 
twice that of counties that were using offender screening.  

Felony drug courts are now operating in 73 of 77 coun-
ties with over 10,000 graduates to date with an estimated 
savings of $193.6 million.  Mental health courts have 
expanded statewide, with 22 currently operating and more 
in planning.    

ODMHSAS is also working to provide effective options 
to assist courts in implementing misdemeanor diversion 
programs. Pilot-tested programs in Oklahoma have already 
served over 800 participants, providing treatment to de-
crease future criminal justice involvement.  

In addition, the department provides veterans services; has 
partnered with six Oklahoma counties to offer family drug 
courts; is working with the Office of Juvenile Affairs to ini-
tiate juvenile diversion opportunities; and expanded crisis 
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intervention training (CIT) for law enforcement. Various 
pretrial support services are available, along with reintegra-
tion services for those leaving prison.

Additional detail regarding criminal justice initiatives and 
opportunity will follow later in this publication.

3. The State of Oklahoma should establish mini-
mum standards of mandated training for all who pro-
vide services to Oklahomans impacted by mental health, 
substance abuse, or domestic violence and sexual assault 
issues. The establishment of a Training and Coordina-
tion Council responsible for oversight, coordination and 
evaluation is recommended.

ODMHSAS has expanded CIT and other law enforcement 
training opportunities and has partnered with The Council 
on Law Enforcement Education and Training (CLEET) 
to assist with reviewing course materials and instruction.  
Additionally, the department offers an extensive criminal 
justice services training calendar for multiple disciplines.  
The department also offers an annual criminal justice con-
ference that addresses priority evidence-based education 
concerning law enforcement, courts and treatment collab-
orative issues.  And no other element of state government 
has expressed any interest. 

Additionally, training opportunities for behavioral health 
prevention, treatment and recovery providers has signifi-
cantly grown over the past two decades.  The department 
annually offers over 600 courses and 4,000 hours of con-
tinuing education credits.  It also works directly with pro-
vider agencies to continually update procedures and ensure 
implementation of best practices.

The department regularly partners with licensing boards 
and has expanded partnership with the state’s two medi-
cal schools to collaborate on joint training and education 
initiatives.

Outside of the ODMHSAS efforts, nothing of significance 
has happened in this arena.     

4. Oklahoma’s leadership should work to increase, 
to the highest possible level, the number of trained and 
educated professionals and paraprofessionals equipped 
with the knowledge and expertise to address these is-
sues.
This recommendation is both a higher education and 
workforce issue.  It is, by definition, a necessary element of 
being able to provide necessary services.

It is fundamentally the sole responsibility of the Oklahoma 
State Regents for Higher Education.  There is no evidence 
or recollection that any entity has requested the State Re-
gents to do this.  And if a proposal was made, there is no 
evidence of any receptivity by OSRHE.

5.   The Task Force recommends that further study is 
needed in 2005-2006 to evaluate the needs of offenders 
and other custody populations who have mental illness 
and/or substance abuse issues, data collection systems 
on sexual assault and other related actions as identified 
by the task force.

This recommendation has been inconsistently pursued.  By 
definition, any advancement of this issue will require strong 
leadership within the executive branch along with support 
funding. 

ODMHSAS has partnered with county jails and the Depart-
ment of Corrections (DOC) on various initiatives, although 
there has been limited opportunity to expand activity state-
wide.  

The Reentry Intensive Care Coordination Teams (RICCT) 
initiative provides treatment services in the community for 
persons discharged from prison.  This nationally recognized 
initiative has reduced the rate of prison returns for partici-
pants compared a baseline comparison of released inmates.  
Additionally, participants within two years of release have a 
56 percent higher reported income than a baseline compari-
son of released inmates.  

Integrated Services Discharge Managers (ISDMs) are 
ODMHSAS employees who work with prison staff.  They 
work with discharging inmates with serious mental illness 
in order to connect them to mental health services in the 
communities of their choice.  

While there has been progress over the past 15 years, there 
is still much to be done.  Technological advancements and 
continued progression of behavioral health services pro-
vides opportunity for success.
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This is the second of a four-part ODMHSAS series titled “The ‘Business’ of Improving Mental Wellness”. The following 
analysis suggests opportunities to continue some “Old Business”, that is the ongoing deployment of prevention efforts 
using proven methods.

Part 2: Old Business (Prevention)
Jessica Hawkins, Senior Director of Prevention Services, ODMHSAS

UPSTREAM - A man and a woman were fishing on the 
river bank when they saw a woman struggling in the 
current. They rescued her. Soon, they saw a man strug-
gling. They rescued him, too. This continued all after-
noon. 

Finally, the exhausted pair decided to go upstream to 
find out where and why so many people were falling in. 
They discovered a beautiful overlook along the river’s 
edge without any warning signs or protective barriers. 
The couple went to community leaders to report the 
number of victims they had rescued and explain the 
connection to the unprotected overlook. 

Community leaders agreed to install a protective guard 
and post warning signs. Preventing the problem ‘up-
stream’ saves resources, energy, and lives.
 
While immediate attention on treatment is urgently needed, 
upstream prevention is essential to eliminate mental health 
and substance use problems.  Identifying and treating indi-
viduals’ existing problems will not alone impact the known 
social factors that drive or underlie misuse and cause nega-
tive outcomes.  

Prevention aims to prevent problems before they begin by 
addressing the conditions that create risk.  This is called 
primary prevention - the purpose is to not only reduce risk 
when it’s found, but to fundamentally eliminate the possi-
bility of risk existing at all.  Is this possible?  Yes!

Many decades of research have demonstrated three import-
ant findings: (1) mental health and substance use problems 
are largely preventable; (2) the risk factors that drive poor 
mental health and substance use and the factors that protect 
people from these problems are known; and (3) practices, 
programs, and policies that prevent these programs to exist. 

STATEWIDE PREVENTION SYSTEM

The Oklahoma Department of Mental Health and Substance 
Abuse Services operates a system of prevention in the 
state with the vision of every Oklahoman being provided 
the opportunity to achieve a state of health and well-being 
free from mental, emotional, and behavioral problems.  
The department aims to integrate preventive practices and 
programs into Oklahomans everyday lives – their families, 
schools, workplaces, places of worship, doctors’ offices, 
and communities.  What does this look like?  

SBIRT OK - The department partners with primary care 
offices throughout the state to implement universal patient 
screening.  The goal is not to identify severe problems, 
although these screenings do and help get Oklahomans into 
treatment, but rather to reinforce healthy behaviors and 
motivate patients to decrease unhealthy alcohol and drug 
use, increase healthy coping skills.  This healthcare practice 
is called SBIRT OK – Screening, Brief Intervention, and 
Referral to Treatment.  It relies on the influence of our local 
healthcare professionals and the power of self-regulation. 

For example, most of the population abstains from alcohol 
or drinks at low risk levels – a doctor’s reinforcement of 
that behavior sustains that healthy behavior.  Few people 
have alcohol use disorder and require specialty addiction 
treatment services.  But many Oklahomans, although not 
yet meeting criteria for alcohol use disorder, drink at levels 
that are very dangerous for themselves, their families and 
their communities.  In fact, binge drinking – high quantities 
in short periods of time – is the costliest and most danger-
ous form of alcohol use.  A brief, structured conversation 
with a SBIRT trained healthcare provider is enough for 
most people to modify their behavior and prevent the de-
velopment of serious problems.

Schools - Prevention is integrated into local schools 
through the planning and delivery of programs and policies 
to support healthy development among Oklahoma youth.  
Some prevention services directly serve students and their 
families, and other focus on maximizing teacher skills and 
school environments that protect children from mental, 
emotional, and behavioral problems. 

One example is the PAX Good Behavior Game (GBG).  
Elementary school teachers are trained in the GBG, and in-
tegrate the strategies in their everyday classroom practices.  
GBG teaches young students self-regulation and co-reg-
ulation, peer support, and social-emotional skills.  The 
strategies in GBG provide numerous short and long term 
benefits for young people, including decreased disruptions, 
improved classroom performance, and improved mental 
health outcomes, including fewer depressive symptoms, 
suicide attempts, and substance use. The department funds 
Oklahoma State University Center for Family Resilience 
to offer Oklahoma elementary schools training and support 
in implementing GBG.  This school prevention offering, 
among others by the department, helps protect Oklahoma 
children for a lifetime.
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Opioid Abuse - There has been a comprehensive effort 
to address opioid use and prevent opioid overdose in 
throughout Oklahoma. As a result, opioid deaths have been 
trending down since initially implementing a coordinated 
response.  By combining targeted prevention strategies with 
innovative treatment and recovery services, the state has re-
alized an incredible drop in opioid overdose deaths.  In fact, 
Oklahoma is one of only a handful states to see decreases 
in opioid overdose.  Additionally, proactive work with the 
medical community regarding policy, practice and educa-
tion has aided in a 29 percent decrease in opioid prescribing 
between 2013 and 2017.  

Suicides - There are also multiple suicide prevention ini-
tiatives that have contributed to the state’s reduced suicide 
death rate.  Partnership at the community level to reduce 
underage drinking including free training for retail staff 
regarding responsible beverage sales and service, various 
opportunities for technical assistance and other targeted 
initiatives to build community capacity.
These are just a few examples of more than 30 upstream 
approaches the department funds across the state to prevent 
alcohol and other drug use, depression, suicide, overdose, 
and many more priority mental health problems in Oklaho-
ma; through extensive partnerships with local community 
coalitions, schools, universities, faith leaders and business-
es. 

CONCLUSION
There is a strong science base for preventing behavior-
al health disorders and promoting emotional well-being.  
Research clearly demonstrates that numerous programs, 
practices, and policies can reduce the prevalence of mental 
and addictive disorders, as well as a related set of problem 
behaviors that are associated with the development of these 
disorders and disruptive to societal health.  Relatedly, activ-
ities to promote emotional wellbeing have been shown to 
increase the frequency of pro-social behaviors and to have 
salutatory effects on several measures of societal function-
ing.

There are a wide range of evidence-based preventive strate-
gies and policies available that may be successfully imple-
mented to reduce instances of illness and negative conse-
quences that too often occur as a result of mental health 
and substance use challenges.  They present opportunity to 
reduce risk factors, strengthen protective factors, improve 
mental wellness as well as contribute to better physical 
health, and generate social and economic benefits. 

These prevention strategies work, are significantly more 
cost effective than addressing the problem once it has 
grown in proportion, and are proven to deliver long-term 
positive outcomes.
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Part 3: Smart Business (Justice)
Nisha Wilson, Senior Director of Criminal Justice and State-operated Community Mental Health Centers, 

ODMHSAS; Dr. David Wright, Director of Decision Support Services, ODMHSAS

This is the third of a four-part ODMHSAS series titled “The ‘Business’ of Improving Mental Wellness”. The following 
analysis suggests opportunities to deploy the principles of “Smart Business” throughout the entire criminal justice system 
from prevention through reintegration.

ODMHSAS Smart on Crime
Substance use addiction and mental illness are two of the 
biggest public health issues facing our state. Another huge 
issue facing our state is an unsustainable incarceration 
rate, which is destroying families and costing hundreds of 
millions of dollars.  Finding ways to link Oklahomans to 
appropriately divert Oklahomans to treatment as an alterna-
tive to incarceration is imperative.   

ODMHSAS has undertaken a variety of initiatives to pro-
mote a Smart on Crime approach to criminal justice chal-
lenges resulting from untreated mental health and substance 
use issues.  These initiatives provide resources to courts 
and other criminal justice partners, local law enforcement, 
Oklahoma communities, families and individuals seeking 
help. 

By engaging individuals in the right services before they 
experience adverse behavior that leads to criminal justice 
system involvement, at the earliest possible time once they 
enter the criminal justice system, while incarcerated and/or 
when they exit incarceration, we can avoid a continuance of 
future negative actions and successfully restore that per-
son’s ability to be a successful and contributing community 
member.  

Prevention and Pre-Booking Initiatives
The first opportunity to initiate diversion is at contact in the 
field.  Training opportunities for law enforcement has been 
greatly expanded over the past several years including Cri-
sis Intervention Teams (CIT) training, continuing education 
training in best practices and the provision of technical as-
sistance to partners throughout the criminal justice system.  

Additionally, the use of technology is allowing for real-time 
access to clinicians at that point of first contact.  ODM-
HSAS is expanding the use of telehealth technology and 
outfitting law enforcement with mobile tablets to deliver 
crisis intervention, assessment and other services remote-
ly.  Services are provided through partnership with local 
Community Mental Health Centers (CMHC) and allows 
for immediate diversion as appropriate.  Initial results have 
delivered better outcomes, reduced the need for law en-
forcement transport outside of the community and saved 
tax dollars.

Initial Detention and At-Booking
Support services are now available for pretrial agencies, 

courts and jails to assist with expedited bond decisions that 
encourage rehabilitation and public safety.
 
Post-Booking/Initial Hearing
The pilot for standard offender screening reports was 
initiated in 2016. Screening services are now available for 
all felony offenders statewide, and courts are expanding 
use.  The screening process has reduced the average time an 
offender spends in jail while awaiting sentencing, resulting 
in a $29.6 million reduction in jail costs.  An estimated 
82 percent of individuals screened have been eligible for 
diversion programs such as supervision or treatment courts.  
The remainder, those with high criminogenic risk and un-
likely to benefit from treatment or other diversion options, 
go onto prison.  The program is driving down overall costs 
and reducing incarceration.  

At Disposition and Sentencing
Drug courts, mental health courts, and family drug courts – 
are continuing to deliver outstanding results.  Over 15,000 
Oklahomans have graduated from Oklahoma specialty 
courts. That represents a lot of lives transformed and a lot 
of taxpayer dollars saved. 

Drug Court:  Felony drug courts are operational in 73 
counties. The annual cost for a participant in drug court is 
$5,000, compared with $19,000 it would cost to incarcerate 
that person.  That alone is a significant benefit.  But, what 
really tells the story are the improved outcomes.  Not in-
carcerating these individuals means that the state has saved 
$193.6 million (had they been incarcerated for an average 
of three years each).  And, it delivers reduced future incar-
ceration issues compared to persons released from prison.  

• 96% drop in unemployment.
• 134% jump in monthly income.
• 109% increase in participants with private health 
 insurance.
• 90% increase in participants who are able to again 
 live with their children.
• Only 7.9% of drug court graduates become 
 incarcerated, compared with 23.4% of released 
 inmates.  

Mental Health Court: There are now 22 Mental Health 
Courts with 4 courts in planning, and 700 mental health 
court slots available statewide. Results for graduates are 
just as impressive as they are for drug court graduates.  
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Only 3.2% for graduates go on to become incarcerated, 
compared to 23.4% of released inmates. 
  

• A 97% drop in arrests.
• Jail days reduced by 89%...over 17,000 days that 
 would have otherwise been spent behind bars.
• A 63% reduction in needed hospital inpatient days.
• And, a 60% increase in employment.

Drug and mental health courts address nonviolent felony 
offenses; however, ODMHSAS is also working to provide 
effective options to assist courts in implementing mis-
demeanor diversion programs.  Misdemeanor diversion 
programs partner criminal justice accountability with evi-
dence-based substance abuse and mental health treatment 
services to decrease future involvement with the criminal 
justice system. 

Misdemeanor Diversion
Misdemeanor diversion programs are operational in 20 
counties with an additional 12 counties in planning stages.  
There were over 800 participants in FY19. Fundamental 
priorities include early identification of eligible defendants, 
quick access to individualized evidence-based services, 
incentives for participation and data collection to measure 
effectiveness. There are two models currently utilized in 
Oklahoma.

• Misdemeanor Treatment Courts are highly 
 structured programs that include, but are not 
 limited to, regular court appearances, case
  management, supervision, random drug screens, 
 group and individual therapy by certified treatment 
 agencies.  

• Deferred Adjudication Treatment programs 
 provide diversion strategies such as deferred 
 prosecution agreements as the legal mechanism 
 for participation.  The participant receives 
 individualized treatment services provided by 
 certified treatment agencies without the supervision 
 of the court.  Treatment providers report to the 
 district attorney when a participant is non-compliant 
 with services.  

There are currently six Oklahoma counties utilizing family 
drug courts. This initiative is a multidisciplinary, collab-

orative approach to serve families who require substance 
use disorder treatment and who are involved with the child 
welfare system. The courts provide safe environments for 
children, intensive judicial monitoring and interventions to 
treat parents’ substance use disorders and other co-occur-
ring risk factors. Positive outcomes include higher rates of 
participation and better adherence to substance use disorder 
treatment, family reunification and less time for children in 
foster care. 

In addition, the department provides specialty court ser-
vices to identify and meet the specialized needs of veterans, 
is working to implement tele-court initiatives to enhance 
access to remote locations and is working with the Office of 
Juvenile Affairs to initiate juvenile diversion opportunities.

Reintegration
The Reentry Intensive Care Coordination Teams (RICCT) 
initiative provides treatment services in the community for 
persons discharged from prison.  This nationally recognized 
initiative has reduced the rate of prison returns for partici-
pants compared a baseline comparison of released inmates.  

Integrated Services Discharge Managers (ISDMs) are 
ODMHSAS staff who office alongside Oklahoma Depart-
ment of Corrections staff in many of the state’s prisons.  
ISDMs work with discharging inmates with serious mental 
illness in order to connect them to mental health services in 
the communities of their choice.  

There has also been partnership with the prison system to 
support links to mental health and substance use treatment 
in support of commutation. This has included prerelease 
communication and direct contact with community provid-
ers. 

 
Conclusion
In 2008, the Academy prioritized initiatives to smart-
ly address the link between untreated mental health and 
substance use issues.  The state is now a leader in the areas 
of diversion and alternatives to incarceration, with our 
programs being touted as models for other states to follow.  
Still, there is tremendous opportunity as we move forward 
to invest in evidence-based strategies that will aid our com-
munities, state and all Oklahomans. 
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This is the last of a four-part ODMHSAS series titled “The ‘Business’ of Improving Mental Wellness”. The following anal-
ysis suggests opportunities to deploy the “New Business” of technology applications to more efficiently and effectively 
promote mental wellness and a lifestyle free of substance abuse.

Part 4: New Business (Technology)
Carrie Slaton-Hodges, Commissioner, ODMHSAS

Expanding Access to Behavioral Health Services
The Oklahoma Department of Mental Health and Sub-
stance Abuse Services (ODMHSAS) serves approximately 
196,000 Oklahomans annually, an increase in numbers 
served by nearly 38,000 (24%) over the past decade. 
 
There has been targeted investment in service expansion 
during this time, primarily in criminal justice initiatives.  
There have also been service cuts in years where the state 
has experienced economic downturns.  Overall, appropri-
ations to deliver core services has remained stagnant and 
even somewhat declined during this period.  

How do you increase numbers served, and even improve 
outcomes for persons receiving those services, without 
corresponding funding increases?  The answer is innovation 
coupled with a proactive approach to modernize agency 
practices, increase efficiencies and create a system for con-
tinuous improvement.  

Innovation, particularly the use of new technology, has fu-
eled advances in service delivery.  Technology alone is not 
a panacea for all that we must accomplish. It does however 
provide tremendous opportunity to advance mental health 
and substance use prevention, treatment and recovery.  

Embracing Technology
ODMHSAS has worked to increase the use of technology, 
including early use and expansion of telehealth services 
as a means to address treatment gaps.  Created was one of 
the largest behavioral medicine telehealth networks in the 
country.  This has led to significant advancements through 
the years, expanding the number of Oklahomans being 
served and keeping costs contained.

From that early adoption, the department has grown into 
the use of various technological advances.  This has in-
cluded the development of mobile response capabilities, 
integration of services with primary care providers, recov-
ery progress monitoring, delivery of rehabilitative services, 
on-demand access to care professionals, training and tech-
nical assistance enhancements, and more. 
 
Mobile devices like cell phones, smartphones and tablets 
are providing new platforms for access and engagement.  
In short, technology provides the potential to reach more 
clients and help engage and retain them in services. 

For example, ensuring mobile connection with existing 
clients, and providing mobile communication equipment, is 

allowing for the delivery of multiple treatment and recov-
ery services.  Downloadable apps are being used to support 
and encourage wellness.  New clients are able to have 
face-to-face assessments in real-time from wherever they 
are located, and when in immediate need. Some examples 
include:

• Mobile crisis intervention services are now avail-
able for children, youth and young adults up to the age of 
25 who are experiencing behavioral health or psychiatric 
emergencies.  The initiative provides rapid, communi-
ty-based crisis intervention services utilizing teams to 
deliver face-to-face response within one hour of contact.  
These links can be made on-site if needed or conduct-
ed virtually using telehealth.  If a family is not already 
equipped to use mobile connection, then they are provided 
that capability for follow-up and prevention of another 
crisis situation.  The cost to provide the technology is far 
less than a traditional crisis response, and the outcomes are 
better.  These services are now available statewide.
 
• ODMHSAS initiated a pilot program with Grand 
Lake Mental Health Center to facilitate greater access to 
treatment services through technology.  This collaboration 
has involved the use of telehealth technology and mobile 
tablets to deliver crisis intervention, assessment, treatment 
and recovery support services. The successful demonstra-
tion is helping to guide other community health centers to 
do the same.  The pilot has proven the ability to serve more, 
reduce costs, use fewer high-end services and improve 
outcomes.

• As part of the Grand Lake pilot, law enforcement 
agencies in the service area were provided mobile tablets to 
be used for in-field behavioral health assessments.  The in-
field access to assessments allows for a decision on whether 
the individual needs transport to crisis care, can utilize 
local services or can remain/return home with scheduled 
follow-up care.  Many police units are now being provided 
additional tablets so that one can be left with the individual.  
In the pilot program’s first year, in-patient admissions for 
persons encountered by law enforcement were cut nearly 
in half.  Last year, Grand Lake reported that none of these 
individuals were admitted to inpatient care.   This initiative 
is being expanded to other communities, and is being pro-
moted nationally for implementation in other states.  

• As part of the states opioid response, ODMHSAS 
expanded the use of medication assisted treatment ser-
vices statewide.  This included the delivery of services via 
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telehealth though contracted providers and in partnership 
with local primary care providers.  Oklahoma is the first 
state in the nation to use telehealth for the delivery of these 
services. 

• Community mental health centers are partnering 
 with area hospitals to provide telehealth assessment 
 and evaluation services, and to make warm handoffs 
  of clients being referred from the hospital to 
 community behavioral health providers.

• State health department locations have been
 provided tablets to link clients to ODMHSAS 
 contracted behavioral health services.  The effort 
 is another way to reduce barriers and increase 
 access for persons in need of assistance.

Additionally, technology is being used to advance integra-
tion of behavioral health services in primary care settings.  
An example includes:

• Project ECHO (Extension for Community Health 
 Care Outcomes) is a collaborative model of 
 medical education and care management that 
 empowers clinicians in rural and underserved 
 communities to provide specialty care to more 
 people where they live. The initiative uses 
 technology to connect interdisciplinary teams at the 
          OSU Center for Health Sciences with community 
 providers to discuss treatment for chronic and 
 complex medical conditions.  ODMHSAS has 
 partnered with OSUCHS to use this capability to 
 support medical providers (focused on providers in 
 rural areas) regarding mental health and addiction 
 issues.  This expands access to quality behavioral 
 health care in areas where specialty care may not 
 be as readily available.

Effectively delivering mental health and substance use 
services presents complex and multifaceted challenges.  
Meeting the needs of all Oklahomans must reflect the 
uniqueness of a diverse cultural, geographic and socioeco-
nomic population.  Effective response requires the use of 
evidence-based services that are appropriate for the individ-
ual and personal circumstance.  Technology is a valuable 
tool to enhance our ability to succeed.

Conclusion
Mental illness and addiction are the most pressing of 
public health issues for Oklahoma.  However, our ability to 
properly address these health needs has a far greater impact 
on our state than many realize.  These are issues that touch 
every facet of society – the workplace, schools, families, 
issues related to homelessness, foster care, criminal justice 
– the list goes on.

Prevention, treatment and recovery from mental illness and 
addiction are also economic issues.  They are issues that 
impact our ability to attract and develop new economic 
opportunity, and the overall ability of our state to grow and 
prosper in the future.   

We must expand access to all mental health and substance 
use services throughout our state.  While the door has crept 
open slightly in recent years for specific populations, it still 
remains far too narrow for everyday Oklahomans and their 
families to get all the right services, at the right time, so 
that we can avoid preventable, negative consequences.
Continued investment in innovative approaches is neces-
sary.  Progress made has laid the foundation for expansion.  
Technology is a key to reaching our goals.
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Oklahoma Legislative Mental Health Caucus 
Senator Julia Kirt and Representative Josh West, Inaugural Caucus Co-Chairs

Ahead of the 2021 Legislative Session, a group of legisla-
tors from both chambers and both sides of the aisle came 
together to announce the formation of the Legislative Men-
tal Health Caucus. Our goals included reducing untreated 
mental health conditions that impact our economy, work-
force, children, law enforcement and veterans as well as our 
businesses, schools, and our healthcare system. The caucus 
works together to address the overlapping mental health 
and substance use disorder crisis in Oklahoma through 
evidence-based policy change.

This year, we learned together about our state’s mental 
health needs and about evidence-based solutions to meet 
those needs. We held monthly meetings during the legisla-
tive session with guest speakers who addressed high-level 
trends in the data, and collaborated with one of Oklahoma’s 
leading research organizations: the Healthy Minds Policy 
Initiative. 

Our job duties, as members of the Caucus, are to be in-
formed, be ambassadors and be vocal supporters for 
evidence-based policy solutions. The educational nature 
of the Caucus has allowed us to raise honest questions and 
capitalize on the value of expertise and new perspectives 
from the ground. In addition to the substantive policy victo-
ries in its first session led by many different champions, the 
Mental Health Caucus was successful because it was able 
to create meaningful learning opportunities for those of us 
with great power and responsibility to shape our collective 
response to mental health crises.

The pandemic has illuminated for many the great need for 
mental healthcare to be woven into our medical infrastruc-
ture, and the Caucus will continue to champion access to 
excellent mental healthcare for all. This means looking at 
improving access to this care in schools, at veteran’s cen-
ters, and municipally for emergency personnel and first-re-
sponders. The first year has shown us the great potential 
we have to listen, learn, and drive solutions that lead to less 
untreated mental illness and addiction among Oklahomans 
by reducing mental health stigma and increasing access to 
quality care.

In the upcoming year, the Caucus will work to identify 
policy priorities, targeted bills and specific budget requests. 
The Caucus is also adding informational tours of behavior-
al health facilities across the state to our regular learning 
opportunities. 

Inaugural Co-Chairs: 
Representative Josh West
Senator Julia Kirt 

Founding Members: 
Representative Steve Bashore
Representative Meloyde Blancett
Representative Jeff Boatman
Representative Ty Burns
Representative Carol Bush
Representative José Cruz
Representative Sheila Dills
Representative Mickey Dollens
Representative Kyle Hilbert
Representative ChrisKannady
Representative Mark Lawson
Representative Marcus McEntire
Representative Garry Mize
Representative Cyndi Munson
Representative Logan Phillips
Representative Ajay Pittman
Representative Randy Randleman
Representative Eric Roberts
Representative Collin Walke
Senator JJ Dossett
Senator Jo Anna Dossett
Senator John Haste
Senator Chris Kidd
Senator Greg McCortney
Senator John Montgomery
Senator Frank Simpson
Senator Blake Stephens
Senator Roger Thompson
Senator George Young
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Unite for Behavioral Health
National Council for Behavioral Health

For decades, this country has underfunded and undervalued 
mental health and substance use care with devastating re-
sults. Today, only 43 percent of all people living with men-
tal illness receive treatment for their condition — although 
the numbers go up to 67 percent for serious mental illnesses 
like schizophrenia, bipolar disorder and major depression, 
unacceptable gaps in access remain. And only 12 percent of 
Americans with a substance use disorder receive specialty 
treatment in any given year. 

Yet, in the midst of this crisis, Americans are seeking 
mental health and substance use services more than ever 
before. People understand that prevention works, treatment 
is effective and recovery is possible. The stigma is fading. 
But unfortunately, lack of access to timely, high quality 
treatment has replaced stigma as the most significant barrier 
to a healthier America. The National Council for Behavior-
al Health is fighting to change that — to build a nation that 
recognizes the essential truth: Without mental health, there 
is no health. Without access to addiction treatment, recov-
ery will be out of reach for many.

On October 31, 1963, President John F. Kennedy signed 
into law the Community Mental Health Act, which dras-
tically altered the delivery of mental health services and 
inspired a new era of optimism in mental health care. More 

than50 years later, the nation must once again embrace 
a bold agenda of change. Unite for Behavioral Health is 
a new initiative that will leverage the National Council’s 
track record of success, along with the passion and exper-
tise of our more than 3,326 member organizations to lead 
the nation towards a future that values the whole health of 
every American.

The Unite for Behavioral Health Campaign seeks to 
achieve five essential objectives that, together, represent the 
greatest opportunity to improve the health and well-being 
of the entire nation. The time is now and we are ready to 
make a real and lasting difference.

1. Change The Model: CCBHCs In All 50 States
Our country faces an access challenge that is the direct 
result of decades of under investment in “safety-net” 
services. Today, community behavioral health organiza-
tions simply do not have the resources to meet the needs 
in their communities. We set out to change that. Working 
with our champions in Congress, we helped get the Ex-
cellence in Mental Health and Addiction Treatment Act 
enacted in 2014. It created national standards and sustain-
able funding for Certified Community Behavioral Health 
Clinics (CCBHCs). Today, hundreds of organizations 
are leading a bold shift to integrate physical and mental 
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health care, address social determinants of health, provide 
24/7 crisis care, collaborate with law enforcement and 
schools and coordinate with hospitals to reduce emergen-
cy department visits and readmissions. This is the model 
for the future and our goal is to extend it nationwide.

2. Respond to the Addiction Crisis
More than 20 million Americans are living with a drug 
or alcohol addiction. At the same time, drug overdose 
deaths — from opioids and other drugs — have more 
than tripled since 1990. This is unacceptable. The Na-
tional Council is fighting to build capacity in our delivery 
system to ensure that everyone who seeks treatment is 
able to receive it. We will continue to fight to remove 
barriers to medication-assisted treatment (MAT) while 
advocating for funding sufficient to address the addic-
tion crisis nationwide, including the Substance Abuse 
Prevention and Treatment Block Grant and other pro-
grams funded by the Substance Abuse and Mental Health 
Services Administration. We will work to strengthen the 
availability of resources and incentives to help states and 
local governments expand drug treatment, prevention and 
recovery efforts.

3. Strengthen the Field: Workforce Development
It is estimated the current field of behavioral health care 
professionals can only meet 26 percent of the need for 
services nationwide, and the deficit is significantly great-
er in rural areas. Projections suggest that the problem will 
get exponentially worse without targeted interventions. 
The National Council will work to support policies that 
incentivize more people to pursue careers in the addiction 
and mental health field, through enhanced reimbursement 
policies that enable clinics to pay competitive wages, 
expansion of Medicare reimbursement, loan repayment 
programs and more.

4. Build On the Parity Law
More than 10 years after the Mental Health Parity and 
Addiction Equity Act was passed, people are still being 
denied access to mental health and addiction treatment 

on par with physical health care. Furthermore, too often, 
insurance coverage continues to be inadequate, especially 
for people experiencing their first episode of psychosis. 
That is unacceptable. We must treat mental illnesses and 
addictions the same way we treat cancer or heart disease, 
by ensuring access to evidence based care when and 
where it is needed. The National Council will work with 
policymakers, providers and advocates to ensure full 
implementation of parity in all 50 states. Where the parity 
law is not sufficient to ensure robust coverage, we will 
work with advocates to change federal and state laws.

5. Expand Mental Health First Aid
More than 2 million individuals have been trained in 
Mental Health First Aid (MHFA) to identify and effec-
tively respond to people who are experiencing mental ill-
ness and substance use disorders. We know that anyone, 
anywhere, can make a difference and potentially save a 
life — in their schools, communities, places of work and 
worship. The National Council will advocate for addi-
tional state and federal funding to ensure MHFA training 
is available to police officers, teachers and other critical 
audiences in every community.

National Council : Ready to Make A Difference for the 
Next Generation
We have made tremendous progress as a nation, reducing 
stigma and expanding access to care. But we have more 
to do. We know that recovery is possible, and we believe 
it should be the expectation — not the exception. At the 
National Council for Behavioral Health, we are fighting 
for a nation that values the mental health of all its people. 
And we are ready to leverage every aspect of our orga-
nization to make a difference for the future. Our 3,326 
member organizations operate in all 50 states. They employ 
more than 750,000 professionals and serve over 10 million 
adults, children and families living with mental illnesses 
and addictions. Two million Americans have been trained 
in Mental Health First Aid. We are united in our mission 
and we are working to make a difference. Join us and let’s 
make a difference.
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A 10-Year Plan for Improving Mental Health and Wellness in Tulsa
Richard A. Wansley, PhD, Emeritus Professor of Psychiatry and Behavioral Sciences, Formerly, 

Vice President, OSU Center for Health Sciences, Principal, Advocate Oklahoma LLC

In March 2018, the well-respected Washington DC-based 
public policy group, Urban Institute (UI), completed their 
nearly two-year study of Tulsa’s mental health status of 
people in our region, their needs, and current system of care 
by publishing their planning report entitled, “Prevention, 
Treatment, and Recovery: Toward a 10-Year Plan for Im-
proving Mental Health and Wellness in Tulsa.” The report 
was sponsored by The Anne and Henry Zarrow Foundation 
of Tulsa and locally managed by the University of Tulsa 
(TU) under the initial leadership of Dr. Gerard Clancy, 
then later by Dr. Jeffrey Alderman. UI and TU received 
guidance and assistance from a steering committee made 
up of about a dozen well-informed representatives of not 
only mental health providers but also experts in education, 
public health, health care policy, government, philanthro-
py, and others touched in some way by the challenges 
of preventing and treating mental illness. Well over 100 
of other professionals, government officials, private and 
public practitioners, and consumers also provided input into 
the final product. It was my privilege to have served on the 
steering group as well as a consultant on this initiative. This 
expansive report is available publicly on Urban Institute’s 
website, https://www.urban.org/, then search by the title of 
the report.

Based on the extensive national, statewide, and local data 
research as well as review and conversations by the steering 
committee, the following overarching goals for the work 
were reached:

• Close the gap in life expectancy between Tulsans 
 living with mental illness and all other Tulsans and 
 Oklahomans in general (a difference of 27 years);

• Lower the rate of suicide attempts and overdoses, and 
 the number of deaths from both causes (Tulsa’s 
 suicide rate and drug overdose death rate is 50 
 percent higher than its homicide rate, Tulsa is 15th 
 among the nation’s cities in suicide rates per 
 100,000 people);

• Lower the share of Tulsans who experience poor 
 mental health;

• Reduce criminal justice system, first responder, and 
 hospital emergency room costs cause by untreated 
 and poorly treated mental illness.

The report uncovered several, important priority findings 
which ultimately led to proposed actions and related strate-
gies. These key findings were:

• Mental illness is a major driver of general poor health 
 and low life expectancy across the Tulsa region;

• Children and youth are at increasing risk of mental 
 illness and lack a strong foundation for lifelong 
 mental health;

• Tulsa’s system of mental health and substance 
 abuse treatment, while having its strengths, is 
 fragmented, uncoordinated, and dominated by 
 costly and ineffective responses;

• Inadequate public (government) funding for mental 
 health services constrains service provision and 
 quality of care for those who cannot afford private 
 pay services;

• Many mental health-related challenges track closely 
 to the geography of disadvantage, reflecting areas 
 of concentrated poverty, economic underinvestment, 
 and social exclusion.

In order to tackle these important key findings, Urban Institute 
and the steering committee structured a plan under five “Ac-
tion Areas” bolstering with four “Crosscutting Pillars”. These 
“Pillars” were identified as “Human Capital”, “Physical Cap-
ital”, “Intellectual Capital” (which also included public policy 
considerations), and “Financial Capital”. Many of the strategies 
associated with the “Crosscutting Pillars” continue to have 
implications for public/government policies as well as recom-
mended measures for private-sector undertakings, including the 
following selective list:

• Build the capacity and competencies of primary care 
 medical providers to enable better mental illness and 
 substance abuse diagnosis and treatment within their 
 practices; while having more community-oriented 
 psychiatrists was defined as a relevant need, much 
 attention needs to be paid to the earliest medical 
 contact which is typically through primary care. Along 
 with this recommendation, another suggestion was to 
 build the capacity and retention of non-medical 
 professionals and paraprofessionals (clinical social 
 workers, psychologists, counselors and peer support 
 specialists) and do so within a system of “integrated 
 health care” that is incentivized by financial 
 reimbursements;

• Expand best-practices behavioral health care for 
 children and youth through increased resources 
 and expertise in their schools, grow the numbers 
 of child/adolescent specialists in Tulsa, and scale 
 up facilities for more in-patient care of children and 
 youth. A companion strategy was recommended 
 which calls for prevention and better recognition 
 of the early signs of disease within a system which 
 easily transitions children to treatment programs.
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• Enlarge the number of charity or publicly funded 
 psychiatric beds. In Tulsa, most inpatient mental 
 health care beds are private with no set-asides for 
 “indigent care”. Tulsa Center for Behavioral 
 Health, an in-patient hospital of the Oklahoma 
 Department of Mental Health, is almost always 
 filled to its capacity. Likewise, it was clear that 
 options for in- and outpatient substance abuse 
 treatment were also needed and therefore 
 recommended in the report.

• Accept the federal dollars available to Oklahoma for 
 expansion of Medicaid; ensure that high-quality 
 mental health treatment is covered and comply 
 with the federal mandate for parity of insured coverage 
 between medical and mental health services.

• Organize a means to promote continuous data 
 collection, oversight, and policy analysis of mental 
 health in Tulsa and Oklahoma while also recommending 
 sound public policy options.

Many more evidence-based strategies were also suggested 
in the planning report and deserve to be highlighted but due 
to restrictions to words in this article cannot be mentioned, 
but I refer you the original report as well as other articles in 
this Town Hall document. 

Since publication of the report, key actions have been initiated 
and others are in the planning stage. A public-private partner-
ship between The Anne and Henry Zarrow Foundation, the 
Oklahoma Department of Mental Health, and Oklahoma State 
University has stimulated or underwritten several important 
strategies which include expansion of a psychiatry residency 
program under the leadership of Dr. Jason Beaman, OSU’s 
Project Echo – Psychiatry (a virtual consultative and education-
al program which elevates competencies in many rural primary 
care settings), an addiction medicine fellowship program, and 
plans for a new public psychiatric hospital. Ever more is being 
done within the public education sector (see other articles in 
this document as well). And, significantly, the Healthy Minds 
Policy Initiative led by Mr. Zack Stoycoff has been founded by 
the Zarrow Foundation  – one set of its products is research and 
analysis of public policies and efforts to meet the demands of 
mental illness and substance abuse in Oklahoma and across the 
country, see their website: https://www.healthymindspolicy.org. 

Oklahoma communities can benefit from Tulsa’s 10-Year Plan 
since much of the collected data was not just Tulsa only but 
statewide information and Oklahoma public policies. While 
some of the challenges to Tulsa are unique to our particular 
locale, many are experiences shared by cities and towns across 
our state and, therefore, the accompanying actions and strat-
egies recommended in the report may then be transferable to 
other communities. 
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A hopeful lens for mental health policy
Zack Stoycoff, MPA, Senior Policy Director, Healthy Minds Policy Initiative

Let’s get the doom and gloom out of the way.
Yes, Oklahomans are dying at alarming rates from suicide 
and drug overdoses. We all know too many Oklahoma 
students fall short of their potential in school and that thou-
sands of Oklahoma adults fall through the cracks due to 
untreated mental illness and addiction.

You don’t need a policy organization to tell you that. You 
know it because you’ve likely seen the effects of untreat-
ed mental health and addiction in our own family, among 
friends and peers. That’s what happens when one in five of 
us experiences mental illness in a state without widespread 
access to treatment and support. And in a year marked by 
global pandemic, the issue has only become more personal 
and real. In fact, studies say nearly half of Americans have 
experienced depression and anxiety amid virus fears, social 
isolation and economic downturn.  

We’re here to tell you there’s reason for hope. For one, 
that’s because mental illness and addiction — substance 
use disorder, to use the medical term — are treatable and 
manageable. Recovery happens every day. 

But more to the point, you’re having these conversations at 
exactly the right time. For any policy solutions generated 
by this year’s Oklahoma Academy Town Hall, there will 
be people willing to listen. Mental health and addiction are 
increasingly bipartisan issues. For all the bad it has done, 
COVID-19 has increased focus on the need for mental 
health supports worldwide. With heightened focus from all 
corners of the political spectrum, data-driven policy solu-
tions on this topic will make a difference.

Our organization banks its existence on that premise, and it 
applies to your work in this Town Hall, too.

I represent a nonpartisan mental health policy team dedicat-
ed to supporting policymakers, schools, law enforcement 
and community leaders with collaborative, data-informed 
strategies and approaches that reduce the devastating 
effects of mental illness and substance use disorder on our 
communities. Launched in 2019 with a grant by The Anne 
and Henry Zarrow Foundation, Healthy Minds Policy 
Initiative sets its eyes on transformative change for Oklaho-
mans experiencing mental illness and substance use disor-
der. 

We tackle policy issues through five basic principles. We 
hope they serve as guideposts for your discussions, too:

1. Mental and physical health care are inseparable, 
and deserving of the same urgency and dignity in prac-
tice, funding and policy.

2. Prevention and early intervention investments are 
crucial. Oklahomans deserve access to high-quality, ac-
cessible mental health treatment and support well before 
a life-altering crisis.

3. Mental health resources should be used efficient-
ly, effectively and with accountability for outcomes and 
costs.

4. The solutions to our public mental health challeng-
es will come from trust and cooperation, informed by 
data and research-backed evidence.

5. The future is bright. Our public mental health crisis 
is not insurmountable.

To apply these principles, it helps to understand that mental 
health affects the cost and outcomes of every system, insti-
tution and policy area we could consider. It must be woven 
into every conversation, not raised as an afterthought.
Here are a few urgent examples.

In Oklahoma, 82 percent of new prison inmates with non-
violent offenses have mental health and substance abuse 
needs, and increasing access to mental health care has had 
a measurable reduction in crime rates in other states. It’s 
costlier to jail than it is to treat, so it’s easy to link great in-
efficiencies in our justice system with our inability to treat 
mental illness. 

Mental health care are supports are also linked to better 
educational outcomes and fewer behavioral disruptions at 
school. An analysis of school-based social and emotional 
learning programs covering more than 270,000 K-12 stu-
dents found that such programs increased standardized test 
scores by 11 percentile points, according to research pub-
lished in Child Development. Moreover, a U.S. Department 
of Health and Human Services study found that adequate 
mental health treatment can reduce expulsions and suspen-
sions by 44 percent. 

And in the wider health care industry, we have long sepa-
rated mental health care from what some call “real” health 
care. We offered little mental health training to general 
practitioners, and told patients to seek mental health care in 
different places. As a result, we have failed to screen and 
diagnose mental health conditions in most health care set-
tings. In fact, as many as 45 percent of people who commit 
suicide had seen a primary care physician in the last month 
of their life, according to one study in the American Journal 
of Psychiatry. Taxpayers and the wider industry suffer, too. 
General health care costs can be two to three times higher 
for individuals with an untreated mental health condition, 
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according to the Milliman research group. In one example 
of why this is the case, the Centers for Disease Control 
cites a growing body of research linking mental health and 
trauma with heart disease — one of the costliest chronic 
conditions in the U.S. health care system.

Across sectors and policy issues, we’ve fallen short be-
cause we’ve failed to treat mental health as a core function. 
We’ve punted it away as a problem for a different field 
of medicine, a different policy conversation. And, sadly, 
we’ve never fully empowered existing treatment systems to 
meet the need. 

The solution should include funding and acknowledging 
mental health needs anywhere Oklahomans seek services, 
learn and live. It must include dealing with mental health as 

a core function and concern of education, criminal justice, 
health care and beyond. If you’re interested in researching 
specific policy tracks to this end, we’d recommend integrat-
ed care models, collaborative care and parity (health care 
and insurance); integrated framework models (school-based 
services); and pre-arrest diversion (criminal justice).
These issues are difficult, but they are not insurmount-
able. There are policy efforts making progress in thinking 
through solutions, this year’s Oklahoma Academy Town 
Hall included. After a high-profile opioid lawsuit and the 
challenges caused by COVID-19, Oklahoma’s interest in 
making progress on mental health and addiction issues has 
never been greater. 

So, rest assured: There is hope. Your presence at this table 
is case in point.
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Drug and Mental Health Court gives offenders a second chance
Family & Children’s Services, January 31, 2018

Mental Health Court bridges two disciplines, criminal law 
and mental health treatment, in a judicially, supervised co-
ordinated systems approach that supports treatment services 
for mentally ill offenders. This therapeutic court approach 
seeks to protect public safety, break the cycle of repeat-
ed contact with the criminal justice system, and provide 
effective treatment options instead of the usual criminal 
sanctions for offenders with mental illness.

Improving access to appropriate services within the mental 
health system reduces the number of repetitive law en-
forcement contacts for individuals with mental illness, thus 
reducing the direct cost to the criminal justice system. The 
interdisciplinary court team includes representatives from 
the District Attorney and Public Defender’s offices, proba-
tion officers, and local community mental health providers, 
including Family & Children’s Services.  Since Family & 
Children’s Services began providing services in the Tulsa 
Courthouse in 2006, staff have helped hundreds of mentally 
ill people stay out of jails and prisons. 

Amber Dan is the senior program director for the agency’s 
substance abuse division.  Dan said that extensive evalua-
tion and assessment occur to determine if a person would 
be a good fit for one of the specialty courts programs.   
Therapists, case managers, and recovery support specialists 
meet with participants and address a variety of areas in-
cluding mental health and substance abuse.  Specialty court 
programs include mental health court and drug court and 
provide eligible, non-violent, felony offenders the opportu-
nity to participate in a highly structured, court-supervised 
treatment program in lieu of incarceration.

Dan said, “When participants come to us for services, they 
present with a variety of needs.  It is our goal to offer all of 
the resources necessary to address these needs and reduce 
barriers to success”.  Clients are linked to the med clinic 
and meet with a psychiatrist … Our goal is to have them 
connected to as many services as possible within the first 

week of joining the program.  Most patients, by the time 
they finish, will be in the program for about two years, 
Dan said. With mental health court, participants are able to 
remain in the program as long as needed depending on their 
needs and progress made.

If a mental health issue is found to be the reason why 
someone is committing crimes, then treatment will be more 
effective than prison, where there frequently is no treatment 
other than drug therapy. Mental health court programs re-
quire them to get the therapy they need, in addition to other 
necessities.

Participants, after a rigorous determination of their eligibil-
ity, complete their treatment, such as counseling, sobriety, 
medication and other interventions, before their record is 
expunged of their offenses for which they were charged. 
The goal is to, rather than sending them to prison, treat the 
underlying issues from which they suffer, and thus save the 
justice system time and money while helping them recover.

Unfortunately, the criminal justice system is not ideally 
suited for individuals with mental illness. In particular, 
there are individuals with serious mental illness who do 
not volunteer for treatment or are not compliant with the 
treatment they do receive, including medications. These 
individuals may be homeless, abuse drugs and/or alcohol 
and engage in minor criminal behavior. They often have 
a history of recurring hospitalization. Increasingly, those 
treatment resistant clients find themselves incarcerated 
in local jails and state prisons.  Our program steps in and 
makes a difference in these cases.

“The ultimate goal is not to be punitive. The program’s goal 
is to look at what barriers our participants are struggling 
with and support them in those areas. If we are able to do 
that, then we have not only improved someone quality of 
life, but we have also taken one less offender out of the 
justice system.”
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Five years later: Voters still waiting for SQ 781’s 
investments in mental health, substance use disorders

Ryan Gentzler, Oklahoma Policy Institute, June 25, 2021

Oklahoma’s justice reform movement has made significant 
headway toward reducing the state’s incarceration rate over 
the last several years. Voters kick-started this progress with 
the passage of State Question 780, a ballot referendum re-
soundingly approved in 2016. This measure had  an imme-
diate impact on reducing the flow of people into prisons for 
minor drug and property offenses.

SQ 780 and its companion measure, SQ 781, were de-
signed in the justice reinvestment mold: reduce spending 
on prisons, and invest those savings into treatment services 
for things like substance abuse and mental illness. SQ 780 
helped to accomplish the first goal, but the 2021 legislative 
session marked the third budget without a corresponding 
investment that voters demanded. Though the Legislature 
has again failed to fund the treatments that SQ 781 statuto-
rily required, we know that justice reform has measurably 
reduced the prison population and that mental health re-
mains severely underfunded. There’s no getting around the 
fact that sustainable progress in public safety will require 
a much greater investment in substance abuse and mental 
health services than lawmakers have shown an appetite for 
so far.

SQ 780 and 781 are designed to both reduce en-
try into the criminal justice system and address 
root causes of crime 

SQ 780 and 781 were landmarks in Oklahoma’s justice re-
form movement. After the failure of officials to implement 
previous reform laws passed in 2012, a broad coalition of 
legislators, nonprofits, and businesses came together to 
propose two ballot measures to jump-start the process and 
demonstrate popular support for justice reform. 

SQ 780 reduced all simple drug possession crimes to mis-
demeanors rather than felonies and raised the felony thresh-
old of property crimes from $500 to $1,000. The offenses 
targeted were nonviolent and some of the most common 
for people entering prison. SQ 781 directed the Office of 
Management and Enterprise Services (OMES) to calcu-
late the savings to the state from the reduced incarceration 
attributable to the changes made by SQ 780 and distribute 
that money to counties according to their population to be 
reinvested in local mental health solutions.

The idea draws on the justice reinvestment framework, 
which emphasizes routing savings from reduced incarcer-
ation into treatment for substance abuse and mental illness 

in order to address conditions that contribute to criminal 
behavior.

In the five years since the SQs passed, the Leg-
islature has never actually funded SQ 781

OMES released its first calculation of savings in July 2018. 
Using a methodology with unfortunately flawed assump-
tions, OMES calculated savings at more than $63 million in 
the first year. Lawmakers understandably balked at the high 
number, which amounts to about 12 percent of the entire 
Oklahoma Department of Corrections budget, and left SQ 
781-related funding out of the budget.

OMES changed its calculation method for FY 2019, 
estimating savings at $27 million. Again the Legislature de-
clined to deposit funds into the fund created by SQ 781, but 
they did send $10 million to the Oklahoma Department of 
Mental Health and Substance Abuse Services (ODMHSAS) 
for its Smart on Crime initiative.

This year, working with the Department of Corrections and 
OK Policy, OMES completely reworked its calculation and 
arrived at about $11 million in corrections savings for FY 
2020. With a more reasonable calculation and a surprising-
ly rosy budget picture, advocates were hopeful that SQ 781 
would finally be funded. However, when the budget was 
released, there was again no appropriation for that purpose, 
but instead designated $15.5 million to ODMHSAS for 
various initiatives.

While SQ 780 reduced the prison population, 
Oklahoma’s mental health needs are still high

The fundamentals of our justice system have shifted 
since Oklahomans voted on SQ 780 and 781. Our once 
world-leading prison population has fallen, thanks to SQ 
780 and the reform efforts that rode its wake. But our 
spending on mental health remains dismal, and the Legisla-
ture this year declined a golden opportunity to change that.

Since the last federal count ranked Oklahoma’s incarcer-
ation rate as the highest in the country at the end of 2018, 
our prison population has fallen by 18.6 percent. That’s 
more than 5,000 fewer people in Department of Corrections 
facilities or awaiting transfer to a facility. Even before the 
COVID-19 pandemic froze transfers and slowed criminal 
case processing, the prison population had fallen by more 
than 2,000 people, or 7 percent, since December 2018. 
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While the prison population may not sustain all of that 
decline as courts process backed-up cases, it is likely to 
remain substantially lower than prior to the pandemic.

SQ 781 was designed to tie this progress on reduced 
incarceration to greater investments in mental health, but 
the Legislature has unfortunately shown little interest in 
completing the deal. The ODMHSAS appropriation was 
reduced by $13 million in the upcoming fiscal year that 
starts July 1, 2021, saying that Medicaid expansion funding 
and the $15.5  million for justice system-related programs 
would still allow growth in services.

With Oklahoma ranked 46th nationally for mental health 
spending, the windfall from Medicaid expansion and sav-
ings from SQ 780 presented an opportunity to take a leap 
up the rankings. Instead, legislators took it as an opportu-
nity to provide nearly $350 million in tax cuts that benefit 
out-of-state corporations and wealthy Oklahomans.

Achieving our public safety goals still requires 
investment in local responses to mental illness 
and substance abuse

In approving SQ 780 and 781, Oklahomans endorsed a 
new approach to criminal justice that emphasizes treatment 
over incarceration. Our collective public safety depends 

on much more purposeful investment in improving mental 
health and substance abuse issues.

First, the rules for the distribution of SQ 781 funds can be 
improved by OMES, with or without action by the Leg-
islature. The current rules require “eligible recipients” to 
submit proposals to OMES and the local District Attorney 
office for use of the funds and be released by approval of 
OMES. It’s important to keep locals in charge of their pro-
grams, but prosecutors are not experts in rehabilitation or 
service provision. It may make more sense to allow ODM-
HSAS to play a more central role in vetting and approving 
local programs funded by SQ 781.

Of course, without an appropriation to the fund from the 
Legislature, the rules for distribution don’t matter. Hopeful-
ly, if the Legislative Office of Fiscal Transparency (LOFT) 
shows a similar level of savings as the official OMES esti-
mate, as suggested by Senate Appropriations Chair Roger 
Thompson this year, legislators may have the confidence 
they need to pull the trigger on an appropriation to the SQ 
781 fund.

Going forward, however, the Legislature must dispense 
with excuses and follow the directions given to them by 
voters in 2016: make real investments in the locally con-
trolled public services that will make our communities 
safer.
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She spent six months in an Oklahoma jail waiting for mental health treatment
Brianna Bailey, The Frontier, June 29, 2021

Joy Sharp awoke shortly after 1:30 a.m. one night in Sep-
tember 2020 as her 24-year-old daughter broke into her 
house, screaming angry accusations. 

Grace Franklin heard voices and had delusional thoughts. 
She had spent most of the past few weeks in a near cata-
tonic state, staring at the walls of Sharp’s house in rural 
Stephens County or sitting in the bathtub. Franklin has 
been diagnosed with schizophrenia, but like many people 
with the disease, she refused treatment because she didn’t 
believe she was sick.

Sharp called 911 as Franklin tried to force her way into 
her mother’s locked bedroom. She hoped law enforcement 
would finally help Franklin get the mental health services 
she needed. 

Franklin, who has no prior criminal record, would instead 
spend most of the next six months locked inside the Ste-
phens County jail with her case in legal limbo, unable to 
understand the charge against her or assist an attorney with 
her defense. She joined a long waiting list of mentally ill 
people held in jails across Oklahoma found incompetent to 
stand trial. Franklin was forced to wait for a bed to open up 
at the Oklahoma Forensic Center in Vinita, a state hospital 
where mentally ill people deemed too sick to participate in 
legal proceedings receive court-ordered treatment — but 
only until they are well enough to face criminal prosecution 
or the state can’t legally hold them any longer.  

In March, there were 55 men on the Forensic Center’s wait-
ing list and 29 women. Some had been waiting for as long 
as six months for a bed to open up. Nearly all were waiting 
for treatment to have their competency restored in criminal 
cases. Their charges ranged from violent felonies including 
assault, arson and sexual battery to misdemeanors including 
outraging public decency, resisting a police officer and drug 
possession. 

The Oklahoma Department of Mental Health and Sub-
stance Abuse Services, which runs the Forensic Center, 
declined to release the names of people waiting for compe-
tency treatment at Vinita or detailed information about their 
criminal cases, citing patient privacy laws and some court 
records that had been sealed by county judges. Like Frank-
lin, 13 men and women on the waiting list in March faced 
only misdemeanor charges. 

In response to the growing demand, the Forensic Center is 
adding more beds. The state Legislature has also appropri-
ated more funding for crisis services for the mentally ill in 
the coming year. 

But mental health advocates say Oklahoma needs more 
treatment options and laws that make it easier to have a 
person committed to a psychiatric facility before landing in 
jail. 

Oklahoma consistently ranks among the worst states for 
access to mental health treatment and prevalence of mental 
illness. Between 62 percent and 94 percent of Oklaho-
mans in need of mental health treatment do not receive the 
services they need, according to the Oklahoma Department 
of Mental Health and Substance Abuse Services. Jails have 
become one of Oklahoma’s largest de facto mental health 
providers.

Franklin was barefoot and dressed in a nightgown when  
Stephens County sheriff’s deputies arrested her in the 
front yard of Sharp’s home. The deputies could have taken 
Franklin to a hospital for a mental health evaluation to see 
if she met the criteria to be held in emergency detention for 
up to five days. But Franklin shouted at one of the deputies 
and resisted as the officers tried to place her in hand re-
straints and lead her to a patrol car, according to a sheriff’s 
office report. 

A family member reported that Franklin had smoked mari-
juana that night, so the deputies arrested her and took her to 
jail. The Stephens County district attorney’s office charged 
Franklin with public intoxication, a misdemeanor that car-
ries a maximum sentence of six months in jail. 

The state can hold criminal defendants deemed too mental-
ly ill to stand trial for the maximum sentence for the crime 
they are charged with, or up to two years in order to restore 
their competency.

Courts can dismiss criminal charges for people with mental 
illness like Franklin and divert them into treatment in the 
community, but typically only if prosecutors are willing 
to extend leniency, state mental health officials told The 
Frontier. 

Durand Crosby, chief operating officer of the Oklahoma 
State Department of Mental Health and Substance Abuse 
Services, said the agency advised the Stephens County dis-
trict attorney’s office to drop Franklin’s criminal case and 
send her to treatment or at least release her on bail.

“The local community mental health center can still treat 
this person, she doesn’t have to languish in jail,” he said. 

But Stephens County District Attorney Jason Hicks said 
that his office did not support releasing Franklin into the 
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community because she allegedly kicked the sheriff’s dep-
uty during her arrest and also later grabbed and scratched a 
detention officer at the jail. 

“If we let someone out of jail and dismiss a case knowing 
that somebody needs treatment, and they go out and injure 
somebody or kill somebody, the liability for everybody in-
volved in that is going to end up being pretty high,” Hicks 
said. “And I won’t ever agree to that.” 

Jails present health and safety 
risks for the mentally ill 

In jail, people with severe mental illness are more vul-
nerable to escalating health problems from inadequate 
medication, neglect and lack of self-care, said Lisa Dailey, 
executive director of the Treatment Advocacy Center, a 
Virginia-based nonprofit that promotes mental health law 
reform.   

In April, 65-year old Christa Sullivan died at the Oklahoma 
County Detention Center while waiting for a bed to open 
up at Vinita to restore her competency. Sullivan had been in 
the jail’s custody for 11 months after allegedly stabbing her 
husband and had been found incompetent to stand trial in 
March. 

The cause of Sullivan’s death is still under investigation, 
but jail officials said she “had experienced extreme aver-
sion to self-care and suicidal ideations, as well as a number 
of physical incidents causing hospitalization,” according to 
a statement the detention center released in April. 

People with severe mental illness are also more prone to vi-
olent altercations with jail staff after failing to comply with 
demands, which can put their lives in jeopardy, Dailey said. 

“They won’t do what you’re expecting them to do, because 
they may have a very limited understanding of where they 
even are,” she said. “It’s a horrible combination — being in 
a psychiatric crisis and to be incarcerated.” 

At the Stephens County jail, Franklin was sometimes held 
in isolation and had no communication with her family for 
months. 

In October 2020, jailers strapped Franklin in a restraint 
chair after she refused to obey their commands and 
scratched a detention officer’s hands and arms during a 
struggle, according to a jail incident report. 

Without family support, Sharp believes her daughter’s men-
tal health further deteriorated inside the jail.

“There’s no one to help. There’s no sympathy, because 
they’re only viewed as criminals,” she said.

Stephens County officials cancelled in-person visitations 
at the jail because of the coronavirus pandemic. Sharp says 
she deposited money to Franklin’s jail account and sent her 
a letter listing the phone numbers of family members, but 
she believes Franklin was either unable or unwilling to call 
because she was in a state of psychosis. 

Stephens County Undersheriff Bobby Bowen said that al-
though the pandemic forced the jail to curtail visits, prison-
ers have access to tablets and can communicate with family 
members via text, video chat or phone calls. The county 
also provides indigent prisoners with stamps and writing 
supplies to send letters. Prisoners are typically only held in 
solitary confinement if they pose a safety risk or for medi-
cal reasons, he said. 

The length of Franklin’s stay at the jail waiting for a bed to 
open up at Vinita is not unusual, Bowen said.

“We have a list of people that are just here waiting,” he 
said. 

When family members called the jail, staff would only say 
whether Franklin was still in custody.

Sharp wrote letters and called state and federal lawmak-
ers and used social media to complain to the state mental 
health department—anything to try to speed up the process 
of getting Franklin help. 

Franklin’s mother and grandmother say they also tried to 
call her court-appointed attorney for help, but he didn’t 
respond until March.  

The attorney, Ron Williams, said he handles as many as 
200 to 300 cases a year for indigent clients through a con-
tract with the state. He declined to speak specifically about 
Franklin’s case but said he doesn’t have time to return calls 
from people with loved ones in jail.  

“If I talked to every family member, I’d be overrun,” he 
said. 

There’s a waiting list for treatment 

A Stephens County judge initially ruled Franklin incompe-
tent to stand trial in December, but she would have to wait 
in jail for almost another four months for a bed to open at 
the Forensic Center. 

The waiting list has long been a problem for the Forensic 
Center. In 2015, an Oklahoma County district court judge 
threatened to hold then-state Mental Health Commissioner 
Terri White in contempt of court after one defendant waited 
six months for treatment in Vinita.
Stalled court proceedings and other delays stemming from 
the coronavirus pandemic over the past year have further 
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exacerbated the problem. There’s also fewer beds free at 
the Forensic Center as Oklahoma courts have found more 
defendants not guilty by reason of insanity in recent years 
as society has become more aware of mental health issues, 
Crosby said. 

Unlike people found incompetent to stand trial, criminal 
defendants found not guilty by reason of insanity can spend 
decades at the Forensic Center and may only be released 
by court order if it is determined they are no longer dan-
gerous. People found not guilty by reason of insanity were 
mentally disturbed when they committed a crime and did 
not understand the nature or consequences of their actions. 
Many committed violent offenses including homicide. The 
Forensic Center has to provide nursing care for some elder-
ly residents found not guilty by reason of insanity, because 
there are few assisting living homes willing to take clients 
from the center,  said Crystal Hernandez, executive director 
of the Forensic Center. 

The Forensic Center is a tidy, modern 200-bed facility on a 
country road that sits in the shadow of the abandoned East-
ern State Hospital, a sprawling complex of crumbling red 
brick buildings first established by the Oklahoma Legisla-
ture in 1909 to treat the state’s mentally ill. 

Patients at the Forensic Center receive medication and ther-
apy. There’s a concession stand that serves popcorn once a 
week, a recreation room where patients play board games 
and a library stocked with donated books. The Forensic 
Center is also equipped with a mock courtroom, with a 
judge bench, witness stand and gallery. Staff use the room 
to practice proper courtroom decorum and to test whether 
patients are cognizant enough to participate in real legal 
proceedings.

But the goal isn’t to treat patients until they are well. 

The men and women who come to the Forensic Center to 
have their competency restored are treated only until they 
are well enough to understand the criminal charges against 
them and able to assist their attorney in their defense. 

The average stay for people found incompetent to stand 
trial at Vinita is 90 days, but the duration of treatment can 
vary depending on how ill a patient is when they arrive. 

The Oklahoma Department of Mental Health and Sub-
stance Abuse Services is getting ready to add 16 beds to the 
Forensic Center in July to help to shorten the waiting list. 

The center is converting some existing rooms into more 
beds for patients to keep up with demand. It’s been a strug-
gle just to find adequate space for the expansion, Hernan-
dez said. 

“We serve the entire state and we’re not comparatively very 

big,” Hernandez said. 

State mental health officials also hope to help more people 
achieve competency faster with a pilot program to adminis-
ter antipsychotic medication to patients at county jails. The 
goal is to stabilize patients before they arrive at the Foren-
sic Center making their stay shorter, Crosby said. 

Need for help before a crisis

Mental health advocates say more options for treatment 
could help people with severe mental illness before they 
become involved in the criminal justice system.

Marilyn Welton’s 52-year-old son has been arrested dozens 
of times and has been in and out of jail over the past 30 
years while battling mental illness. He’s also logged three 
trips to the Forensic Center during that time.  

Jeff Welton was transferred to the Forensic Center again 
in March after a 10-month stay at the Pittsburg County 
jail. Because of coronavirus restrictions, Marilyn Welton 
was only allowed to visit her son twice while he was at the 
jail—once to help calm him when he was in an agitated 
state and a second time to let him know his father had died.

“The jails are the long term hospitals now for people with 
diagnosed mental illness,” she said.

The Welton family is launching a new nonprofit, WJW 
Mental Health Legal Fund, to provide advocacy and legal 
support for people with severe mental illness. 

After talking with members of the Welton family, Sen. Joe 
Newhouse, R-Tulsa, introduced a bill in the Oklahoma 
Legislature in 2019 to make it easier for families to obtain 
a civil court order to have their mentally ill loved ones 
committed to treatment before they become involved with 
the criminal justice system.

The measure passed out of committee but never advanced 
to a vote on the Senate floor. 

Current state law only allows for families to seek involun-
tary commitment when a person poses an immediate threat 
to themselves or others. Newhouse’s bill would lower that 
standard, allowing more people to receive treatment before 
a mental health crisis, which can often lead to arrest and 
jail. 

“These are individuals that just need some help,” he said. 

Oklahoma lawmakers enacted the Labor Commissioner 
Mark Costello Act in 2016 that allows families to ask a 
judge to order people with mental illness to receive treat-
ment on an outpatient basis in some circumstances. 
The law was named in honor of the former head of the 
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Oklahoma Department of Labor, who died after his mental-
ly ill adult son, Christian Costello, stabbed him in 2015. 

But the assisted outpatient treatment programs the bill 
authorized have never been fully funded or implemented 
in Oklahoma. The Oklahoma Department of Mental Health 
and Substance Abuse Services asked the Legislature for 
$12.6 million for assisted outpatient treatment programs 
under the Mark Costello Act in 2020, but lawmakers did 
not approve the funding amid budget cuts due to the coro-
navirus pandemic and lower tax revenues. 

State lawmakers did approve a new budget in May that 
includes additional funding for crisis intervention programs 
for law enforcement and more treatment options in Okla-
homa. The new funding includes $7.5 million to increase 
the number of mental health crisis and urgent care beds in 
the state and $3 million for mobile crisis units to respond to 
mental health calls. 

Billed for her stay in jail 

A bed at the Forensic Center finally opened up for Franklin 
in March. After treatment with antipsychotic medication, 
Franklin’s mental state improved to where she could begin 
calling Sharp on the phone. 

Franklin cried during their first phone conversation. She 
told her mother that she hadn’t called for all those months 
in jail because she believed her family was dead. 

The Stephens County Sheriff’s Office filed a motion in 
March to bill Franklin more than $5,500 for the 171 days 
she spent in jail—$32.25 a day. Sharp started to cry when 

she looked up Franklin’s court case online and saw the bill.

“It’s cruel and unusual — it’s outrageous,”  she said. 

With treatment, Franklin’s condition gradually improved. 
She began reading the Harry Potter book series and called 
family members regularly from Vinita. 

Franklin’s attorney asked the court to dismiss the public 
intoxication charge against her, arguing that the state has no 
jurisdiction to prosecute her because she is a member of the 
Choctaw Nation. 

Franklin’s case and all of the costs were dismissed on June 
22 and she was transported back to the Stephens County 
jail, where Sharp picked her up and took her back to the 
family farm. 

Today, Franklin is taking medication and doing well. She 
was excited to go to Walmart and shop for her favorite 
foods, Sharp said. 

Sharp is angry about the amount of time her daughter spent 
in jail waiting for treatment. Franklin could have been sta-
bilized with medication much faster if she would have gone 
directly to treatment instead of spending six months in jail, 
she said. 

“Mentally ill people have rights,” Sharp said. “She 
shouldn’t have been in jail. She should have been getting 
help. Instead of it being a nine month ordeal, it would have 
been a three month ordeal.”
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Addressing Mental Health Transport
Tom Cassidy, MPA, Health Policy Analyst, INTEGRIS Health

Providing appropriate care for patients in acute psychiatric 
distress can be a challenge for Oklahoma care providers, 
state and local agencies, and loved ones of those in need. A 
lack of appropriate capacity, funding issues, and the com-
plex needs of Oklahoma’s population impact every partic-
ipant in the care for mental health patients. One example 
of a problem caused by these compounding issues is the 
struggle to find an adequate solution to the transport needs 
for these patients while they are receiving emergency care.

Patients experiencing mental health crises are often trans-
ferred between multiple care providers in multiple settings 
before ultimately being admitted into a mental healthcare 
facility. Each care setting and each care provider leaves 
an important mark on the patient’s experience and can 
ultimately contribute to the patient’s health outcomes. An 
important component in this overall care experience is the 
way patients are cared for as they are transported between 
care settings. By improving the procedures we use to 
evaluate and transport patients facing mental health crises, 
we can ensure these patients are receiving the best possible 
care for the best possible outcomes.

Individuals who experience mental health crises do not 
fit one particular mold. These patients could be children 
or adults; they could be experiencing other urgent health 
issues or just require behavioral healthcare; and they could 
be seeking psychiatric care for the first time or they can 
be someone under a long-term care plan. Though these 
patients may have different backgrounds and conditions, 
many of their needs remain the same. Patients need appro-
priate care, as soon as reasonably possible, offered in ways 
that respect their dignity and humanity. Improper care can 
inflict trauma on patients, hurting their recovery and caus-
ing longer-term issues to arise. Delaying care, especially 
in the most sensitive of cases, can put patients at risk and 
violate their legal rights.

In the case of patients experiencing a mental health crisis, 
it is not uncommon that their first interaction as they access 
the care they need will be with the police. Law enforcement 
are often the first to respond to a 911 call about individuals 
who are in distress.  Law enforcement officers, however, 
are not medical providers, and they are not able to treat the 
underlying medical issues that have caused a patient’s dis-
tress. While the law enforcement officer or emergency med-
ical services worker may be the first interaction a patient 
with acute mental health needs has on their journey towards 
care, it cannot be the only stop. Law enforcement or EMS 
may wish to transport the patient to a mental healthcare 
provider, but the path to admission at a mental health care 
facility or crisis center is not so direct.

Most mental healthcare facilities or crisis centers require 

that patients are cleared of other, underlying health is-
sues before they can be admitted. In other words, before a 
mental health provider is willing to accept a patient, they 
require that a doctor medically clear the patient and confirm 
that they are not currently experiencing other, urgent health 
needs that would require stabilization before the patient is 
ready for behavioral healthcare. Some examples of un-
derlying health issues that must be addressed first include 
ensuring that the patient is not at risk due to trauma from 
self-harm, experiencing negative effects related to drug use 
or withdrawal, or facing acute issues like diabetes attacks. 
Thus, rather than transporting a patient directly from their 
point of crisis to a mental healthcare provider, the first trip 
in a patient’s journey is often to an emergency department 
at a hospital. 

At the emergency room, if the patient is cleared of any 
other medical issues and stabilized for admission into a 
psychiatric care unit, they will be ready to transfer to a 
mental health unit. At this point, the lack of psychiatric 
bed availability often causes the patient to have to wait in 
the emergency room for transfer to an appropriate facility. 
Once an appropriate bed is available, the patient will be 
transferred from the emergency room to the mental health 
care facility.

Thus, in a common mental health admission process, a pa-
tient must be transported between care settings twice over 
a period of time lasting several hours. These transfers are 
often delicate situations. A patient may not yet be stabilized 
before they reach the emergency room, and though they are 
medically stabilized when they are transferred from the ER 
to the mental health care facility, they may still be in a very 
vulnerable state. The method by which they are transported 
must not only ensure the safety of the patient and the care 
provider, but also avoid causing further psychological harm 
or trauma.  

In these two transports, the risks to patients and caregivers 
are numerous. In an unsecured environment, like the back 
of an ambulance, there are many objects that a patient could 
use to cause harm to themselves or their caretakers. In an 
environment like a police car, which may give the impres-
sion that a patient is under arrest or facing punishment, 
the transport experience may be traumatic, especially to 
juvenile patients. In a private mode of transportation, like 
a family member’s car, there are legal risks since the care 
providers who have responsibility to ensure the patient is 
taken care of during their transport to the care environment 
they need are not able to monitor and account for what oc-
curs during the transport.  There are additional social con-
sequences which may be caused by diverting ambulances 
and law enforcement to perform mental health transport for 
several hours during which other emergencies may arise.
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The patient’s best interests are served when the providers 
responding to the patient’s needs are properly trained in 
how to respond to acute mental health crises, the patient is 
treated consistently throughout the entire transport process, 
and the transport is conducted in the least restrictive meth-
od necessary to ensure patient and caregiver safety. A few 
states have created model programs which Oklahoma could 
learn from to ensure our patients are served in the best way. 
 
In Virginia, a pilot program in which a specially trained 
third party, rather than law enforcement, transported pa-
tients needing psychiatric care in secure, unmarked vehi-
cles was highly successful. The program boasted a 100% 
success rate in getting patients to their treatment locations 
safely and on time without using law enforcement resourc-
es. In rural Virginia, this program was especially appreci-
ated because mental health transport can often take several 
hours for law enforcement officers to conduct, placing a 
strain on small law enforcement agencies while also trans-
porting patients in a less than ideal setting. 
 
The option to engage a third party to perform mental 
health transports has the potential to improve experience 
and outcomes for patients receiving care. This option also 
reduces the strain caused due to the time required when 

local law enforcement or EMS providers perform mental 
health transport. However, the creation of a third-party 
option, either at the state or regional level, requires fund-
ing in order to be able to actually relieve the obligation of 
mental health transport from local agencies. Additionally, 
this new third-party must be funded at a level sufficient to 
meet demand on a regular basis. If mental health transport 
options become an additional constraint in meeting demand 
for mental health care, like bed availability in mental health 
facilities is, patients will be forced to wait even longer to 
receive the care that they need. The result is that emergency 
rooms will be required to hold these patients for longer than 
they currently, which can take up beds that may be needed 
by other patients in emergency situations. 
 
Hospitals, first responders, and mental healthcare providers 
all desire to find an option to provide for appropriate trans-
port care for patients facing mental health crises. Issues 
like finding appropriate funding and determining which 
body at the local or state level should be responsible for 
providing mental health transport have prevented the state 
from finding a permanent solution to these needs. Oklaho-
ma can learn from other states’ experiences with mental 
health transport reform in order to improve this process for 
patients and care providers. 
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Rising costs: Mental health transports strain law enforcement resource
Matt Patterson, NonDoc.com, April 3, 2019

The sheriff’s department cruiser from a rural Oklahoma 
county drives alone on a highway with a single deputy at 
the wheel and a man in the backseat.

Only an hour earlier, the man had threatened to kill himself 
and anyone who tried to intervene. Concerned, his family 
called 911. The deputy calmed the man down and eventual-
ly managed to get him in the back of his cruiser.

But their destination isn’t the nearest jail — it’s a mental 
health facility with an open bed. If they’re lucky, the local 
county facility will have space, but that’s rare. More often 
than not, the deputy will spend the rest of his shift and then 
some trying to find somewhere that can take the man expe-
riencing a mental health crisis.

Emergency orders of detention, often referred to as EODs, 
are a fact of life for law enforcement who encounter mental 
health crises, but in rural areas they become especially 
tricky.

This scenario plays out over and over again in rural Okla-
homa counties already grappling with wide open spaces 
and only a handful of deputies or officers to police them.

Oklahoma law enforcement agencies conducted 17,860 
mental health transports in 2018. That represents an explo-
sion over the last half decade. In 2012, 8,122 were trans-
ported, according to figures from the Oklahoma Depart-
ment of Mental Health and Substance Abuse.

‘We don’t have the personnel’
Elected in 2009, Stephens County Sheriff Wayne McKin-
ney has a lot of ground to cover. The county is 900 square 
miles, and he has 12 deputies in his regular patrol rotation. 
On any given shift, just two are on duty.

“The EODs are probably one of the biggest time consum-
ing tasks we have,” McKinney said. “We don’t have the 
personnel to adequately protect our county, and then you 
add a situation like that which is also important, it takes a 
lot of manpower away.”

The challenges start when a deputy arrives at the scene, 
McKinney said. One of the first hurdles is understanding 
what is happening.

Bill Perkins, one of McKinney’s deputies in Stephens 
County, said most cases initiate with a call from a family 
member. When the deputy arrives, one of the first tasks is to 
assess the threat level.

“The deputy does an evaluation to determine if they meet 
our criteria as far as harming themselves or others,” Per-
kins said. “At that point, we may or may not take them into 
custody depending on that evaluation.”

When people are deemed to be a threat to themselves and 
do not agree to visit a mental health center on their own, 
reporting parties can sign an affidavit detailing what threats 
were made before law enforcement arrived. Then, law 
enforcement can begin the EOD process and an individual 
can be taken to the nearest hospital for further evaluation. 
Often, however, the journeys extend well outside the coun-
ty line.

When that happens, McKinney said he is usually forced to 
call in an off-duty deputy to fill the slot. Meanwhile, at the 
hospital, things are rarely simple.

“The worst situations are when you have a deputy sitting at 
an ICU for an extended period of time like 24 or 48 hours,” 
Stephens County Undersheriff Bobby Bowen said. “We had 
one of those not long ago, and it’s a big time problem.”

Emergency rooms aren’t ideal situations anyway.

“Those emergency rooms don’t consider themselves mental 
health facilities,” Perkins said. “So you have a deputy on 
standby waiting around to see if they’re going to admit 
them or if they will have to take them somewhere else that 
could be literally hours away.”

Patients admitted to a mental health center can be held for 
up to 120 hours. Beyond that, a court order is needed. Per-
kins said Stephens County deputies have been tied up for 
periods as long as 24 hours at hospitals.

The Jim Taliaferro Community Mental Health Center in 
Lawton is the nearest facility to transport Stephens County 
residents in EOD situations. It’s about 45 minutes from 
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Duncan. McKinney and his deputies said they have also 
taken people to Wichita Falls, Texas, and as far away as 
Oklahoma City.

“Texas has a pretty good system,” McKinney said. “They 
have a lot of facilities. We’ve taken them down there sever-
al times.”

Lawmakers who are former law enforcement 
have first-hand knowledge
Rep. Johnny Tadlock (R-Idabel) spent 28 years in law en-
forcement, including a stint as McCurtain County sheriff in 
far southeastern Oklahoma. He found EOD transfer prob-
lems frustrating.

“I never wanted to be rude to anyone, but my thinking 
when I was sheriff was, ‘I’m doing my job and it shouldn’t 
be my problem. You guys need to do your jobs,’” Tadlock 
said of the delays in getting patients admitted to mental 
health facilities.

Tadlock supervised about 20 deputies in his department. 
When an EOD required one to be used for transport, he 
called another deputy in. The solution created a cascading 
effect.

“It became a budget issue,” Tadlock said. “You’re spending 
all this money, and for what you’re spending, you could 
hire another deputy.”

Freshman Rep. David Hardin (R-Stillwell) served as Adair 
County Sheriff for five years.

“It came up frequently,” Hardin said at the Capitol. “The 
biggest problem was trying to find a bed. Sometimes we’d 
have to go to Wagner or Vinita. There were a couple of 
times where we had to go across state lines.”

Agencies can bill the state for transport costs beyond 20 
miles, but it comes at a greater cost than gasoline.

“Their shift is usually over when that happens,” Hardin 
said. “You’re not going to get anything else out of them for 
that day.”

The drag on resources isn’t confined to rural areas.

“We’ve had police in the Oklahoma City area transport 
people hundreds of miles, so it doesn’t matter if it’s a rural 
or urban situation. If beds are full, they have to travel,” said 
Terri White, commissioner of the ODMHSAS.

Tadlock: ‘It’s the bed space’
Tadlock said the solution to the transport problem is fairly 
simple.

“We need the services and the bed space,” he said. “That’s 
where the logjam is created. That’s what we hear all the 
time. It’s the bed space. If that’s the excuse, it’s pretty obvi-

ous what’s needed.”

A military veteran who has advocated for better mental 
health care in Oklahoma, Rep. Josh West (R-Grove) agrees.

“All roads lead back to the bed issue — access to mental 
health treatment,” he said. “We just don’t have it. Those 
that we do have are closing down. So it’s going to be a 
huge issue, especially for rural areas.”

West recently traveled to the White House for the an-
nouncement of President Donald Trump’s executive order 
expanding three mental health programs for veterans.

West said the subject comes up frequently at the Capitol 
with other legislators, those in law enforcement and at his 
home.

“My wife is a therapist and a veteran, and it’s a big-time 
conversation at my dinner table,” West said.

Freshman Rep. Randy Randleman (R-Eufaula) is a psy-
chologist. He’s worked with school districts across Okla-
homa. Before earning his doctorate, he served as a teacher. 
He sees a need for more beds as well as expanded treatment 
options.

“There’s a massive need for more beds,” he said. “And I 
think there’s a massive need for outpatient mental health.”

Randleman said shrinking resources have exacerbated the 
problem.

“I’d like to see more services,” he said. “If you notice, 
we’re losing some of our rural hospitals. Having access to 
mental health services especially in rural areas continues to 
be a an obstacle.”

Outside of the need for more beds, Randleman said more 
mental health professionals in rural areas accepting Medic-
aid and Medicare would help alleviate some access prob-
lems.

Still, he said the issue is also about quality over quantity.

“What’s really scary to me is if someone does an evaluation 
and they’re not trained properly in those procedures,” he 
said. “I don’t want to see that.”

Getting ahead of problems can help reduce the need for 
mental health transports later on. White said the national 
average for investment in mental health treatment and ser-
vices is about $120 per person. In Oklahoma, she said it’s 
$56. That sum includes substance abuse and mental health 
services including in-patient treatment.

“Only one in three Oklahomans in need of treatment are 
able to get it,” White said. “When people can’t get them, 
that’s when they go into crisis.”
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Solutions offered regarding mental health 
transports
There is an effort to solve one problem associated with 
EOD transfers. Often sheriffs deputies have to determine 
who is responsible for the transport something that can be 
more complicated than it sounds.

When Tadlock served as sheriff he had a handshake deal 
with local police. If the person was a city resident the local 
police were responsible. If they lived outside city limits his 
department handled the transport.

Mullin urges Congress to renew mental health program by 
Anna Bauman & Abby Bitterman

Sen. David Bullard (R-Durant) is running SB 609 which 
passed the senate unanimously in March. The bill would 
provide clarification to local and county law enforcement 
regarding the transport of mentally ill patients.

Under current law, the agency that “found” an individual 
is responsible for mental health transport. The bill changes 
that to the agency that “initially contacted” the individual, 
and it defines that to include fire departments and other 
public agencies.

“Every time we have to transport someone to another area, 
we lose that resource off the street,” Bullard said. “This bill 
resolves a particular issue that I had heard about from those 
in law enforcement who had concerns about it.”

Bullard said attempts have been made to determine if other 
ways of transporting those who are mentally ill can be 
explored, including ambulance services. The bill initially 
included funding for third-party transport services, but 
ultimately that language was stripped both for lack of funds 
and vendors.

“Those third parties don’t make enough from doing it, and 
often it can be at strange hours,” he said.

Bullard said those in law enforcement he spoke with were 
more concerned about clarifying who was responsible for 
the transport than the money.

“When I asked them what was more important — the 
dollars or establishing the point of contact — every one of 
them said they were already dealing with the dollars and 
that they wanted to straighten out who is responsible for the 
transport,” he said.

More beds could also be part of a broad solution, he said.

“I know there have been situations where an officer has 
contacted a facility and taken the person there only to arrive 
and find out that bed was taken by someone else as they 
were driving to the facility,” he said. “That’s frustrating.”

Technology can also help to alleviate some of the problems, 
at least when it comes to assessing whether a person needs 
to be taken to an in-patient mental health facility.

West said some deputies in Delaware and Craig County 
have access to tablets through a program started by the 
Grand Lake Community Mental Health Center that can 
connect them find a therapist 24 hours a day. The therapist 
can then help advise the officer in real time.

White said efforts like that — which were developed local-
ly and funded by the state — are important to the overall 
mental health picture in Oklahoma.

But she said there is still plenty of room for improvement.

“We have great outcomes, but we’re only getting one in 
three people through a narrow door,” she said.
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9 Ways to Fight Mental Health Stigma
Luna Greenstein, National Alliance on Mental Illness, October 11, 2017

Most people who live with mental illness have, at some 
point, been blamed for their condition. They’ve been called 
names. Their symptoms have been referred to as “a phase” 
or something they can control “if they only tried.” They 
have been illegally discriminated against, with no justice. 
This is the unwieldy power that stigma holds.

Stigma causes people to feel ashamed for something that 
is out of their control. Worst of all, stigma prevents people 
from seeking the help they need. For a group of people who 
already carry such a heavy burden, stigma is an unaccept-
able addition to their pain. And while stigma has reduced 
in recent years, the pace of progress has not been quick 
enough.

All of us in the mental health community need to raise our 
voices against stigma. Every day, in every possible way, 
we need to stand up to stigma. If you’re not sure how, here 
are nine ways our Facebook community responded to the 
question: “How do you fight stigma?”

Talk Openly About Mental Health
“I fight stigma by talking about what it is like to have bipo-
lar disorder and PTSD on Facebook. Even if this helps just 
one person, it is worth it for me.” – Angela Christie Roach 
Taylor

Educate Yourself And Others
“I take every opportunity to educate people and share my 
personal story and struggles with mental illness. It doesn’t 
matter where I am, if I over-hear a conversation or a rude 
remark being made about mental illness, or anything 
regarding a similar subject, I always try to use that as a 
learning opportunity and gently intervene and kindly ex-
press how this makes me feel, and how we need to stop this 
because it only adds to the stigma.” – Sara Bean

Be Conscious Of Language
“I fight stigma by reminding people that their language 
matters. It is so easy to refrain from using mental health 
conditions as adjectives and in my experience, most people 
are willing to replace their usage of it with something else 
if I explain why their language is problematic.” – Helmi 
Henkin

Encourage Equality Between Physical And 
Mental Illness
“I find that when people understand the true facts of what 
a mental illness is, being a disease, they think twice about 
making comments. I also remind them that they wouldn’t 
make fun of someone with diabetes, heart disease or can-
cer.” – Megan Dotson

Show Compassion For Those With Mental Illness
“I offer free hugs to people living outdoors, and sit right 
there and talk with them about their lives. I do this in pub-
lic, and model compassion for others. Since so many of our 
homeless population are also struggling with mental illness, 
the simple act of showing affection can make their day but 
also remind passersby of something so easily forgotten: the 
humanity of those who are suffering.” – Rachel Wagner

Choose Empowerment Over Shame
“I fight stigma by choosing to live an empowered life. To 
me, that means owning my life and my story and refusing 
to allow others to dictate how I view myself or how I feel 
about myself.” – Val Fletcher

Be Honest About Treatment
“I fight stigma by saying that I see a therapist and a psychi-
atrist. Why can people say they have an appointment with 
their primary care doctor without fear of being judged, but 
this lack of fear does not apply when it comes to mental 
health professionals?” – Ysabel Garcia

Let The Media Know When They’re Being 
Stigmatizing
“If I watch a program on TV that has any negative com-
ments, story lines or characters with a mental illness, I 
write to the broadcasting company and to the program 
itself. If Facebook has any stories where people make 
ignorant comments about mental health, then I write back 
and fill them in on my son’s journey with schizoaffective 
disorder.” – Kathy Smith

Don’t Harbor Self-Stigma
“I fight stigma by not having stigma for myself—not hiding 
from this world in shame, but being a productive member 
of society. I volunteer at church, have friends, and I’m a 
peer mentor and a mom. I take my treatment seriously. 
I’m purpose driven and want to show others they can live 
a meaningful life even while battling [mental illness].” – 
Jamie Brown

This is what our collective voice sounds like. It sounds like 
bravery, strength and persistence—the qualities we need to 
face mental illness and to fight stigma. No matter how you 
contribute to the mental health movement, you can make a 
difference simply by knowing that mental illness is not any-
one’s fault, no matter what societal stigma says. You can 
make a difference by being and living StigmaFree.
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Addressing Mental Health Stigma
The Centre for Addiction and Mental Health (CAMH)

Challenging the stigma associated with mental illness takes 
understanding, education and a closer look at our own atti-
tudes toward health.

Mental Illness is not a Character Defect

There are many reasons why people develop mental illness. 
Some are genetic or biological. Some are a result of child-
hood trauma or overwhelming stress at school, work or 
home. Some stem from environmental injustice or violence. 
Sometimes, we simply don’t know. Regardless of the rea-
sons, these are health problems just like cancer, arthritis or 
diabetes. So why does society look at people with mental 
illness, including substance use disorders, differently? The 
answer is Stigma. The real question however, is how do we 
stop it?

The Effects of Stigma

Fear and misunderstanding often lead to prejudice against 
people with mental illness and addictions, even among ser-
vice providers. It’s one of the main reasons why many peo-
ple don’t consider it a real health issue. This prejudice and 
discrimination leads to feelings of hopelessness and shame 
in those struggling to cope with their situation, creating a 
serious barrier to diagnosis and treatment.

• Stigma seriously affects the well-being of those 
 who experience it.

• Stigma affects people while they are experiencing 
 problems, while they are in treatment, while they 
 are healing and even when their mental health 
 problem is a distant memory.

• Stigma profoundly changes how people feel about 
 themselves and the way others see them.

Seven Things You Can Do to Reduce Stigma

1.) Know the facts. Educate yourself about mental 
 illness including substance use disorders.

2.) Be aware of your attitudes and behaviour. Examine 
 your own judgmental thinking, reinforced by up
 bringing and society.

3.) Choose your words carefully. The way we speak 
 can affect the attitudes of others.

4.) Educate others. Pass on facts and positive attitudes; 
 challenge myths and stereotypes.

5.) Focus on the positive. Mental illness, including 
 addictions, are only part of anyone’s larger picture.

6.) Support people. Treat everyone with dignity and 
 respect; offer support and encouragement.

7.) Include everyone. It’s against the law to deny jobs 
 or services to anyone with these health issues.

The Centre for Addiction and Mental Health (CAMH) is 
Canada’s largest mental health teaching hospital and one 
of the world’s leading research centres in its field. CAMH is 
fully affiliated with the University of Toronto and is a Pan 
American Health Organization/World Health Organization 
Collaborating Centre.

With a dedicated staff of more than 3,000 physicians, cli-
nicians, researchers, educators and support staff, CAMH 
offers outstanding clinical care to more than 34,000 pa-
tients each year. The organization conducts groundbreaking 
research, provides expert training to health care profes-
sionals and scientists, develops innovative health promo-
tion and prevention strategies, and advocates on public 
policy issues at all levels of government. And through our 
Foundation, they’re working to raise tens of millions of 
additional dollars to fund new programs and research and 
augment services.
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Care with Dignity 
Jason Beaman, D.O., M.S., M.P.H., FAPA, Chair, Department of Psychiatry & Behavioral 

Sciences, Clinical Assistant Professor, OSU Center for Health Sciences

When an individual is in a mental 
health crisis, entrance to the mental 
health system often involves several 
points of contact within the commu-
nity. The most common points of 
contact are law enforcement, emer-
gency departments (ED), and mental 
health treatment facilities (MHTF). 
Proper care must be exercised at 
these three critical points, because 
individuals with psychiatric condi-
tions often experience co-occurring 
medical conditions, which are often 
undiagnosed and contribute to a staggering life expectancy 
gap. 

The process of addressing medical concerns prior to 
providing psychiatric treatment is commonly referred to 
as ‘medical clearance.’ The term ‘medical clearance’ is 
commonly used within Oklahoma by medical and mental 
health communities; however, it lacks a consistent defini-
tion amongst providers. MHTFs commonly request med-
ical clearance of patients, sometimes out of concern and 
sometimes out of habit. Some of these concerns include the 
possibility that patients may have a medical problem that is 
more appropriately addressed in a medical facility or their 
facility lacking the resources to care for the patient. Further 
complicating legitimate MHTF concerns are ingrained his-
toric practices that appear to override evidence-based med-
ical research (e.g. only accepting patients with a minimum 
Blood Alcohol Level). In EDs, providers are often unaware 
of specific medical concerns or capabilities of the receiving 
MHTF. EDs frequently rely on non-medical personnel at 
MHTFs for determining whether a patient meets medical 
acceptance criteria. 

The lack of a consistent definition of medical clearance is 
not without consequences. Patients are needlessly shuffled 
within the medical system, causing additional stress and de-
laying treatment at their point of maximum acuity. In short, 
they are not shown “care with dignity.” They are often sub-
jected to unnecessary tests and procedures that are without 
merit or purpose. Often, these patients are in the custody of 
local police departments who are charged with maintaining 
safety. Law enforcement end up caught in an inefficient 
process which can significantly delay their ability to patrol 
and carry out their primary duty, public safety. 

In the city of Tulsa, I chaired a Task Force entitled “Proj-
ect Blue Streets” to create a protocol for patients to enter a 
therapeutic milieu quicker, for MHTFs to have confidence 
in their ability to provide appropriate care to the patient, 
for ED clinicians to experience less frustration, and for law 
enforcement to spend more time ensuring public safety 
and less time shuffling patients to and from destinations. 
The process of creating the protocol began in June 2018 
and completed in June 2019. The protocol went live in July 
2019; since then MHTFs and EDs have experienced a much 
smoother and more efficient process in providing medical 
clearance. No longer are patients needlessly shuffled from 
one place to the next. 

I propose to build a statewide protocol entitled “Care with 
Dignity,” which will build upon Project Blue Streets’ suc-
cess in Tulsa but allow the entire state to benefit from a sys-
tem that currently does not respect patients facing a mental 
health crisis. The process would be much the same in that 
the Task Force would meet with stakeholders (MHTFs 
and ED clinicians) to learn the ins and outs of their estab-
lishments, and then Task Force would create and write a 
protocol for dissemination to the MHTFs and EDs. 
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“I propose to build a statewide protocol entitled “Care with 
Dignity,” which will build upon Project Blue Streets’ success in 
Tulsa, but allow the entire state to benefit from a system that 
currently does not respect patients facing a mental health 
crisis.” — Dr. Jason Beaman



Oklahoma’s untapped workforce: Economic case for addressing mental health
Healthy Minds Policy Initiative, April 23, 2021

People living with untreated mental illness may struggle 
with productivity and absenteeism, and those with severe 
mental illness are often not participating in the workforce 
at all. Because of this, Oklahomans experiencing mental ill-
ness make up a large part of an untapped workforce. How-
ever, many more Oklahomans can thrive in the workforce 
with simple treatment and wellness interventions available 
to employers and policymakers, including supported em-
ployment programs and other evidenced-based practices.

Recovery is possible and happens every day with appro-
priate treatment and supports. By embracing this paradigm 
and advancing practices proven to strengthen and grow the 
workforce, Oklahoma and its business community can ben-
efit from increased workforce productivity and participation 
leading to economic gains and improved tax collections. 
There are solutions to Oklahoma’s workforce needs; it’s 
just smart business.

KEY TAKEAWAYS

• Addressing mental health can help solve some of Okla-
homa’s toughest economic and workforce challenges, 
both by increasing the workforce and by improving 
productivity of existing workers.

• Investments in employee mental health have a 
well-documented return on investment.

• Employers have opportunities to improve their bot-
tom lines and fuel economic growth with HR minded 
solutions (including employee wellness programs and 
tactics to create a stigma-free workplace) and external 
advocacy (such as through chambers of commerce and 
business associations).

BACKGROUND

A healthy workforce is critically important. Employee 
mental health plays a large role ensuring the best possible 
outcomes for both employer and employee. Mental illness 
exists on a continuum or spectrum, with experiences span-
ning from mild to severe. Mild to moderate mental illness 
includes but is not limited to an array of common diagno-
ses such as depression and anxiety. Serious Mental Illness 
(SMI) generally consists of schizophrenia, bipolar disorder, 
and severe forms of other disorders. Both categories have 
unique impacts on Oklahoma’s workforce. Nationally, 
employees with untreated depression lose an average of 45 
work days annually to absenteeism and presenteeism — the 
practice of employees coming to work but not fully func-
tioning — combined.

However, people with any mental illness can succeed in 

the workplace given appropriate supports. For example, 
more than 80 percent of employees nationally who re-
ceived mental health treatment reported improvements in 
both job satisfaction and efficacy. However, just last year, 
59 percent of Oklahomans that reported a need for mental 
health treatment did not get help. Fear of repercussions at 
work and stigma around mental illness, as well as the lack 
of access to quality, affordable care can prevent employees 
from getting help.

Cultivating an open and stigma-free workplace, as well as 
ensuring benefits packages and employee assistance pro-
grams are available to staff are general solutions preventing 
escalating problems and supporting those with depression 
and anxiety. Those experiencing SMI may require more 
intensive supports, such as involvement in a supported em-
ployment program. Supported employment programs create 
the opportunity for people experiencing SMI to obtain and 
maintain successful, competitive employment by providing 
long-term support, assistance, and a number of resources. 
Supported employment programs emphasize the individual 
strengths of each participant, and encourage meaningful 
work by actively seeking partnerships with employers in 
each participant’s field of interest Work is therapeutic, and 
will improve the mental health of Oklahomans.

COVID-19 AND THE MENTAL HEALTH 
LANDSCAPE

COVID-19 has had a profound and likely lasting impact on 
not only physical health of Oklahomans, but mental health 
as well. In July 2020, 39.6 percent of Oklahoma adults 
reported experiencing anxiety and depression symptoms 
at the height of the pandemic. Additionally, one in three 
COVID-19 patients nationally are diagnosed with a psychi-
atric or neurological condition within six months of their 
illness. The pandemic has especially impacted Oklahoma’s 
oil and gas industry, which has experienced a precipitous 
drop in price, resulting in existing wells being shut down 
and oil field worker layoffs. In 2020, Healthy Minds Policy 
Initiative projected that economic threats to Oklahoma 
petroleum industry alone would lead to a yearly increase of 
five additional suicides, eight additional overdose deaths, 
1,651 additional cases of SUDs involving illicit drugs, 
and 528 additional cases of alcohol abuse or dependence 
annually.

The increased demand for mental health services has 
highlighted gaps in Oklahoma’s mental health treatment 
systems, even as access to care is being expanded. Medic-
aid expansion will take effect July 1, 2021, resulting in an 
estimated 178,000 to 278,000 new Medicaid enrollees. This 
will challenge the existing capacity of behavioral health 
and primary care providers to meet the demand for behav-
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ioral health services. The comparatively small number of 
behavioral health providers participating in insurance net-
works—typically because of low reimbursement and high 
administrative burden—will likely be insufficient to meet 
the increased demand for services. Currently, Oklahomans 
with private insurance seek out-of-network mental health 
care 7 to 9 times more often than other kinds of care — di-
rectly impacting employee access to care. Without network 
adequacy in the state’s insurance networks, or an insurer’s 
ability to sufficiently offer access to both in-network and 
specialty care, Oklahomans will continue to struggle to 
find appropriate and affordable behavioral health services 
in-network and close to home. 

The increased need for mental health care in addition to the 
limited access to care that many Oklahomans face inev-
itably leads to higher health costs for the employer, with 
lost productivity and absenteeism negatively impacting the 
bottom line.

WORKFORCE IMPACTS

Oklahoma’s workforce has room for improvement in both 
quality and quantity, particularly in terms of labor participa-
tion. For example, the state’s labor-force participation rate, 
or the number of all employed and unemployed workers di-
vided against the state’s civilian population, is 60.8 percent 
as of February 2021. With nearly 40 percent of Oklahoma 
civilians not participating in the labor force, a portion of 
that number may be attributable to or impacted by a lack 
of mental health treatment or supports. Considering that 
depression is the leading cause of disability in the U.S. for 
ages 15 to 44, mental health likely plays a significant role.

In addition to the low labor participation rate, Oklahoma 
has in recent history had a low unemployment rate, hover-
ing around 3 percent, which is typically considered full em-
ployment. Although the rate increased to above 12 percent 
at the height of COVID-19 shutdowns, it has declined back 
to about 4 percent.

Studies show that most adults with mental illness want to 
work, and approximately 6 out of 10 succeed with ap-
propriate supports. There are also many people who live 
with SMI or AMI that are currently working below their 
potential due to untreated mental illness. By utilizing best 
practices and embracing Oklahomans experiencing mental 
illness, the state can expect to see benefits in current em-
ployee productivity.

Presenteeism results in productivity loss in the workplace. 
When sick, fatigued, depressed and anxious employees 
show up for work, they are not bringing their best selves 
to the table. Employees experiencing depression miss an 
average of 31 days of work each year and lose another 28 
days of work due to lack of productivity. However, only 
one third of the people who need mental health treatment 
will get it. Fear of repercussions at work, stigma around 
mental illness and the lack of access to quality affordable 
care disincentives employees from getting help.

THE OPPORTUNITY: 
ROI FROM MENTAL HEALTH

Investing in mental 
health brings two direct 
benefits for employers 
– improving the return 
from existing employees 
and reducing organiza-
tional health care costs. 
The U.S. has an annual 
lost earnings amount of 
$193.2 billion due to 
untreated mental illness. 
Investing in mental 
health of Oklahomans 
in an investment in the 
state’s economy, with 
profitable outcomes, as 
evidenced by a study of 
U.S. and Canadian com-
panies who prioritized 
employee wellness. Those companies saw a significant rise 
in stock appreciation, or an increase of their market value, 
over a six-year period.

Left untreated, mental health conditions often result in 
higher healthcare costs for a number of reasons. Mental 
health and physical health are inextricably linked. One ex-
ample of this is the link between anxiety and risk factors for 
developing costly physical conditions when left untreated. 
Anxiety is commonly known to increase the level of corti-
sol, the stress hormone, in the body. When levels of cortisol 
are left unchecked in the body, it can raise the risk of dan-
gerous and expensive health problems such as high blood 
pressure and obesity. Though there is no generally agreed 
upon annual cost of untreated mental health in healthcare, 
research consistently shows higher medical costs for those 
with untreated mental illness than those without.

In this context, civilian refers to “persons 16 years of age and older re-
siding in the 50 states and the District of Columbia, who are not inmates 
of institutions (e.g., penal and mental facilities, homes for the aged), 
and who are not on active duty in the Armed Forces.” The civilian labor 
force population consists of civilians classified as either employed or 
unemployed, as defined by U.S. Department of Labor. (U.S. Department 
of Labor, n.d)

Outside the walls of employers, investing in evidence-based 
practices enabling people with SMI to work will improve 
communities’ workforce availabilities and improve costs in 
the public sector. This can be seen in a reduction of Social 
Security and/or Social Security Disability for people who 
participate in supported employment programs. Based on 
this premise, the Social Security Administration recently 
invested in an ongoing research project in 30 U.S. cities, in-
cluding Tulsa. This project provided grants to chosen local 
area service providers to conduct a study on these models 
to see if supported employment programs significantly 
save costs and reduce enrollment in SSI/SSDI by providing 
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appropriate levels of support and empowering people who 
otherwise would likely have had to rely on government 
programs.

SOLUTIONS
Although the burden of untreated mental health weighs 
heavily both socially and economically on Oklahomans, 
there are solutions. Addressing the issue on macro and mi-
cro levels broadens the solution and allows for new ways to 
look at and address the health of the workforce.

For employers: 
Steps for maximizing existing workforce

• Facilitate tools and information for staff. For example, 
training employees in Mental Health First Aid is a 
way to normalize mental health and ensure protective 
factors for staff. Mental Health First Aid, a program of 
the National Council for Behavioral Health, addresses 
issues caused by mental health stigma and broadens un-
derstanding of interventions needed for mental health 
issues. Further information and training requests can be 
found at www.mentalhealthfirstaid.org.

• Have a strong employee wellness program that empha-
sizes mental health routine care. The American Psy-
chiatric Association has released a toolkit for business 
owners about the inextricable relationship between 
mental health and business health, with information 
about creating wellness programs. This resource is free 
and available online with in depth information offering 
ideas and insights into employer wellness programs. 
This can be found at www.workplacementalhealth.org.

• Have a strong benefits package. The business commu-
nity can step up by taking a deeper look at how their 
benefits packages influence the quality of mental health 
care that employees receive. In some cases, preven-
tative mental health care can be difficult to obtain in 
certain benefits packages. The American Psychiatric 
Association recommends that employee ask their insur-
ance provider about the frequency of in-network and 
out of network care for mental health services and the 
denial of care rates as compared to medical services. 
In addition, having a reliable and quality Employee 
Assistance Program is beneficial for workplace men-
tal health, reducing burnout and absenteeism as staff 
wellness increases.

Protective factors are defined by the Substance Abuse and Mental Health Services 
Administration (SAMHSA) as, “characteristics associated with a lower likelihood 
of negative outcomes or that reduce a risk factor’s impact. Protective factors may 
be seen as positive countering events. Some risk and protective factors are fixed: 
they don’t change over time. Other risk and protective factors are considered 
variable and can change over time. Variable risk factors include income level, 
peer group, adverse childhood experiences (ACEs), and employment status.” 
(Substance Abuse and Mental Health Services Administration, 2019). 

• Expand your hiring search to include programs sup-
porting and training people with mental illness or 

recovering from addiction. Local and state workforce 
boards and programs such as Workforce Oklahoma 
often support programs training people to enter the 
workforce. In addition, numerous nonprofits operate 
supported employment programs, which offer wrap-
around supports for people with serious mental illness. 
These programs, which serve those experiencing SMI, 
see rates of competitive employment at 60 percent, 
which is significantly higher than the 20 percent of 
those with SMI who receive no support. Employers 
can reach out to local nonprofits to express interest in 
partnering in these programs, letting the service pro-
viders know that their company would be a good fit 
for clients or that they would be willing to work with 
an employment specialist to create a supportive work-
place. The Employment and Housing Director at the 
Oklahoma Department of Mental Health and Substance 
Abuse Services (ODMHSAS) oversees the state funded 
supported employment programs, which includes 14 
teams across the state. Below is a map of Individu-
alized Placement and Support (IPS) Model teams in 
Oklahoma: 

For policy: Increasing workforce availability

Employers and policymakers have the ability to advocate 
for common-sense solutions by building relationships with 
legislators and having conversations with other business 
leaders about the importance of smart mental health policy. 
Employer advocacy for Oklahomans’ mental health is key, 
and investing in prevention keeps our population healthy 
and our economy thriving.

• Activate the business voice for mental health. Cham-
bers of commerce and other business advocacy groups 
can be powerful voices in Oklahoma for positive 
change. Participating in these organizations’ legisla-
tive advocacy efforts and advocating for inclusion of 
mental health funding and supports are tangible ways 
to advance the cause of mental health in Oklahoma. 
Business leaders can also speak directly with their 
legislators or local public policy officials about the 
economic and business importance of a strong mental 
health system.
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• Expand Supported Employment Programs. Investing in 
supported employment programs increases the return 
on investment by empowering individuals with serious 
mental illness to become self-sufficient and to success-
fully rejoin the workforce, putting more money into the 
economy and reducing the need to rely on other social 
service programs long-term. Despite the evidence 
behind the effectiveness of support employment and 
similar models, these programs are provided to only 2 
percent of the people served in state systems nation-
wide. Several Oklahoma nonprofits currently receive 
funding for supported employment through ODM-
HSAS. As of December 2020, ODMHSAS reports 
that the waiting list for potential employment seekers 
looking for the help of one of these teams exceeds 300 
participants, with projected growth in 2021.

• Expand mental health treatment systems. Oklahoma 
has a myriad of needs within its mental health treat-
ment systems, including capacity in its mental health 
crisis systems, a need for inpatient beds, mental health 
provider workforce gaps and unique issues in children’s 
mental health care. Healthy Minds Policy Initiative 
explores all of these issues, with research regularly 
posted on www.healthymindspolicy.org. Particularly 
key issues include:

◊ Expand telehealth. Telehealth parity ensures that 
medically-appropriate telehealth visits are treated 
the same as similar in-person visits, with no greater 

patient costs or limitations and with equal provider 
reimbursement. Oklahoma already mandates service 
parity in telehealth, but not full parity in payment 
and process. In a public health emergency, expanded 
telehealth measures helped Oklahomans through the 
COVID-19 era on a temporary basis. If made perma-
nent, they can transform access to care in rural areas 
and for mental health services. Passing SB 674 in the 
2021 Legislative Session would be a key step.

◊ Make mental health more accessible in general health 
care settings. The Oklahoma Department of Mental 
Health and Substance Abuse Services, the Oklahoma 
Health Care Authority and major higher education 
institutions in Oklahoma are advocating for specific 
models that integrate mental health care into primary 
care, which allows more mental health conditions to 
be treated sooner. Integrated care means providing 
universal screening for behavioral health conditions 
during primary care visits, and treatment for those 
who need it, as well as improving coordination be-
tween primary care providers and behavioral health 
care specialists allowing for better follow-up care. In 
Oklahoma, there is a limited supply of psychiatrists, 
but a higher than average number of primary care 
providers, making it an ideal state for implementing 
integrated care. These models can have substantial 
and long-term benefits for the wellness of the Oklaho-
ma workforce
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Mental Health First Aid
National Council for Behavioral Health

Why Mental Health First Aid
Mental Health First Aid is a public education program that can 
help communities understand mental illnesses, seek timely in-
tervention, and save lives. The core program, delivered to more 
than 1 million people across the country through a network 
of more than 12,000 instructors, has already saved lives and 
brought hope to many.

1 in 5 Americans has a mental illness and many are reluctant to 
seek help or might not know where to turn for care. The symp-
toms of mental illness can be difficult to detect — even when 
friends and family of someone who appears to be developing 
mental illness can tell that something is amiss, they may not 
know how to intervene or direct the person to proper treat-
ment – which means that all too often, those in need of mental 
health services do not get them until it is too late. As a society, 
we largely remain ignorant about the signs and symptoms of 
mental illness, and we ignore our role as responsible communi-
ty members to help people experiencing these illnesses.

What is Mental Health First Aid
Mental Health First Aid is a groundbreaking public education 
program that introduces participants to risk factors and warning 
signs of mental health problems, builds understanding of their 
impact, and overviews common treatments. Mental Health 
First Aid is a live training course, which uses role-playing 
and simulations to demonstrate how to assess a mental health 
crisis; select interventions and provide initial help; and connect 
persons to professional, peer and social supports as well as self-
help resources.

Mental Health First Aid allows for early detection and inter-
vention by teaching participants about the signs and symptoms 
of specific illnesses like anxiety, depression, schizophrenia, 
bipolar disorder, eating disorders, and addictions. The program 
offers concrete tools and answers key questions like “What can 
I do?” and “Where can someone find mental health help?” Par-
ticipants are introduced to local mental health professionals and 
resources, national organizations, support groups, and online 
tools for mental health and addictions treatment and support.

Mental Health First Aid demystifies mental illness and gives 
participants the capacity to obtain, process, and understand the 
health information and services needed to make appropriate 
decisions and seek care.

Reach and Audiences
In 2008, the National Council for Behavioral Health brought 
Mental Health First Aid to the U.S. As of April 2017, more than 
1 million persons in communities across the country have been 
trained as Mental Health First Aiders through a network of 
more than 12,000 certified instructors.

Mental Health First Aid has been taught to a variety of audi-
ences including health, human services, and social workers; 

employers and business leaders; faith community leaders; 
college and university staff and faculty; law enforcement and 
public safety officials; veterans and family members; persons 
with mental illness-addictions and their families; and the gener-
al public. New York, Philadelphia, Washington, DC and other 
major cities and counties have adopted Mental Health First 
Aid as a proven strategy to engender healthier communities by 
training large groups of public health and public safety work-
ers, government and social services staff, and caring citizens.

Certified instructors teach the program in communities across 
the United States. To find a course or contact an instructor in 
your area, visit www.MentalHealthFirstAid.org.

Youth Mental Health First Aid
Youth Mental Health First Aid, focused on youth 12 to 25 
years, is being rolled out across the U.S. after a year-long pilot. 
This version is designed to teach neighbors, teachers, parents, 
peers, and caring citizens how to help a child or teen who is 
experiencing a mental health or substance use problem or is 
in crisis. The youth version provides an ideal forum to engage 
communities in discussing the signs and symptoms of mental 
illness, the prevalence of mental health disorders, the effective-
ness of treatment, and how to engage troubled young people in 
services.

Youth Mental Health First Aid is primarily designed for adults 
— family members, caregivers, school staff, health and human 
services workers, etc. — who work with young people 12-25, 
and is also appropriate as a peer support program for older 
adolescents. The curriculum spans mental health challenges for 
youth, review of normal adolescent development, and intensive 
guidance through the ALGEE action plan for both crisis and 
non-crisis situations. Topics covered in the manual include anx-
iety, depression, substance use, disorders in which psychosis 
may occur, disruptive behavior disorders (including AD/HD), 
and eating disorders. Youth Mental Health First Aid may only 
be taught by instructors certified specifically in this version.

The launch of Youth Mental Health First Aid coincides with 
the Born Brave Bus Tour hosted by Lady Gaga and her mother 
Cynthia Germanotta’s Born This Way Foundation. The Na-
tional Council is a partner on the bus tour which is comprised 
of  interactive “tailgate” events in the 27 U.S. cities of Lady 
Gaga’s Born This Way Ball tour, during which young people 
will meet to share stories of bravery and empowerment. Mental 
health professionals will be onsite to raise awareness of mental 
health and connect young people in need of support to local 
resources. Following the bus tour, the National Council and the 
Born This Way Foundation will offer Mental Health First Aid 
trainings in communities across the U.S.

The National Council for Behavioral Health seeks to make 
Youth Mental Health First Aid available in every one of 4,197 
colleges and 13,809 school districts in the U.S.
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Mental Health and “Special Populations”
Summary by Craig Knutson

In attempt to minimize quantity of articles for this document yet 
maximize the content of this important subtopic, we have identi-
fied five distinct agencies/organizations that cover mental health 
issues, from disparities and barriers to access and treatment 
options available to non-Caucasian populations here in America.  
As we have seen with COVID-19, racial and ethnic minorities 
have been disproportionately affected with low mental health 
access, screenings, and treatments.

I visited personally with the Regional Minority Health Analyst 
in the Office of the Assistant Secretary for Health at HHS about 
their research and outreach efforts ( www.minorityhealth.hhs.
gov ).  The Office of Minority Health was created in 1986 as 
a recommendation from the 1985 Secretary’s Task Force on 
Black and Minority Health.  Its mission is to improve the health 
of racial and ethnic minority populations through the develop-
ment of health policies and programs that will eliminate health 
disparities.

There are ten regional centers across the country; Oklahoma 
is in Region 6, which also includes Arkansas, Louisiana, New 
Mexico and Texas. They have developed Minority Profiles for 
five distinct populations (Black/African American, American 
Indian/Alaska Native, Asian American, Hispanic Latino, and 
Native Hawaiian/Pacific Islander) that provide detailed demo-
graphic, education, economic, insurance coverage and health 
status information.  Much of their work is focused on health 
equity promoting policies, programs, and practices.

Within the Substance Abuse and Mental Health Services 
Administration (SAMHSA) is the Office of Behavioral Health 
Equity ( www.samhsa.gov/behavioral-health-equity/policy ).  
They have a disparity impact strategy intended to increase the 
identification and monitoring behavioral health disparities, and 
to implement changes to reduce those disparities.  They require 
a Disparity Impact Statement (DIS) for all new grant awards.  
They have a long list of issue briefs that cover a wide variety of 
topics, ranging from the impacts of COVID-19 and Opioids on 
people of color to advancing best practices among those same 
populations.

The National Alliance on Mental Illness ( www.nami.org) is 
a wealth of information.  They have state fact sheets on every 
state.  In Oklahoma, for instance, close to 600,000 adult Oklaho-
mans have a mental health condition; in February 2021, 47.5% 
of adult Oklahomans reported symptoms of anxiety or depres-
sion; 58,000 Oklahoma youth, aged 12-17, have depression; and 
Oklahomans are over 4 times more likely to be forced out-of-
network for mental health care.  These and many other findings 
are available at this site.

NAMI also has an extensive blog section where they feature 
the latest research, stories of recovery, ways to end stigma, and 
strategies for living well.  One of the blogs I ran across research-
ing this topic was entitled Disparities Within Minority Mental 
Health Care.  It detailed the many problems minorities encoun-
ter, issues with insurance, long wait times, difficulty finding 
specialist, sky-rocketing deductibles and co-pays, access, and 
quality of care.  While providing evidence that little has changed 
since the 1999 Mental Health: A Report of the Surgeon Gen-
eral report, the blog details specific steps advocates can take to 
improve the mental health system.

According to the American Psychological Association ( www.
apa.org ), mental and behavioral health is a critical and frequently 
unaddressed matter in racial and ethnic minority communities. 
They emphasize that there is an inadequate provision of cul-
turally and linguistically appropriate mental health care among 
these populations and encourages greater collaboration between 
governments (federal and state) and the provider communities. 

In their publication Health Care: Disparities in Mental Health 
Status and Mental Health Care the APA recommends eight 
specific actions, including targeted research, improved access, 
expanded awareness of evidence-based prevention, early inter-
vention, and treatment service offerings, and enhanced policy 
and advocacy efforts.

The American Psychiatric Association ( www.psychiatry.
org) has an extensive set of data under the category of Diverse 
Populations.  While the US population remains primarily White 
(just over 60%), we are continuing to become more diverse each 
year.  It is estimated that by 2044, more than half of all Ameri-
cans will belong to a minority group.  

Among the findings of their research, the following was 
revealed.  People who identify as being two or more races are 
more likely to report any mental illness within the last year than 
any other race/ethnic group; American Indians/Alaskan Natives 
report higher rates of posttraumatic stress disorder and alcohol 
dependence than any other ethnic/racial group; and mental 
health problems are common within the criminal justice system, 
which has a disproportionate representation of racial/ethnic mi-
norities.  Approximately 50-75% of youth in the juvenile justice 
system meet criteria for a mental health disorder.

They, like other organizations, have identified similar “barriers 
to care,” including lack of insurance or being underinsured, lan-
guage barriers, the lack of culturally competent providers, and 
mental illness stigma, which tends to be greater among minority 
providers.

“According to data on mental health care professional shortages, the vast 
majority of states have met less than 50% of mental health care needs among 
their populations, citing poor provider shortages and vast disparities across 
racial and ethnic groups.”  Kaiser Family Foundation
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Oklahoma and the United States are in an alarming envi-
ronment with the continuing high rate of veteran suicide.  
Nationally, some 6,000 veterans are committing suicide 
each year. In Oklahoma it is over 110.

The rate of veteran suicide is at such levels that in July 
2021, the U.S. House Appropriations Committee rec-
ommended an additional $286 million to bring to $599 
million the FY2022 funding allocated for suicide outreach 
through three initiatives to support state agencies, univer-
sities, teaching hospitals and community-based health care 
organizations to actively treat ideating veterans.  This falls 
in line with a 2018 strategic plan by the U.S. Department of 
Veterans Affairs that exclusively turned to external agen-
cies to help reduce veteran suicide by 20 percent by 2025.  
If the federal funding is approved, Oklahoma must be 
active in securing these funds.

Oklahoma’s metrics indicate the need for more funding 
at the federal and state level, based on a deep analysis of 
state and federal data and foundation data of Oklahoma 
veteran suicides by Doctors Travis Roach and Saheli Nath 
at the University of Central Oklahoma. The data below also 
draws on the findings of the U.S. Department of Veterans 
Affairs (VA).

• Oklahoma’s veteran suicide rate far exceeds the state’s 
civilian population, and the veteran population for sur-
rounding states.  The state veteran suicide rate is 40.6 
per 100,000 veterans, compared to 32.2 regionally and 
32 nationally.

• While veterans comprise 8 percent of Oklahoma’s pop-
ulation, they account for 20 percent of its suicides.

• Oklahoma’s veteran suicide rate has increased by 34 
percent in the past decade.

• Some 82 percent of Oklahoma veteran suicides are by 
firearm, making it the second highest rate among the 
states.

• Oklahoma has the highest suicide rate among veterans 
ages 18-34. Between 2006-2016, the rate increased 78 
percent.

• Suicide among Oklahoma’s Vietnam-era veterans are 
nearly twice the national average when examined by 
county rate. This phenomena of geographic clustering 
is apparent in Oklahoma counties with larger veteran 
populations.

• Suicide rates among Iraq-war female and Afri-
can-American veterans also are above the national 
average.

• Dr. Tracy Morris at UCO employed multiple veteran 
suicide research ratios to conclude that of Oklahoma’s 
290,000 veterans, between 20,000 and 50,000 may be 
in mental distress.  Some 800 veterans may be ideating 
suicide.

Tracking Oklahoma Veteran Suicides

In Oklahoma, the Office of Chief Medical Examiner for 
Oklahoma conducts autopsies on all suicides.  The Oklaho-
ma State Department of Health is responsible for collect-
ing data on these suicides, which are reported to the U.S. 
Center for Disease Control.

To enhance a greater understanding to assist in the treat-
ment of ideating veterans, counselors and researchers 
require access to etiological data—the contributing causal 
factors to suicide.  However, this data collection is limited 
in the state to only a few of the factors that veteran suicide 
researchers have deemed as important to know to aid in 
treatment.

In the tsunami of research studies conducted in attempts to 
predict which veterans are most likely to commit suicide, 
more than 1,000 projects have relied on large scale aggre-
gated data.  However, a meta-analysis of those studies by 
the VA determined that huge amounts of data had no value 
in pinpointing those specific individual veterans who were 
most likely to take their own lives.

The conclusion by researchers and counselors is that an 
individualized approach must be undertaken to specifically 
address the individual background of every ideating veter-
an.

A greater understanding of the specific etiology of Okla-
homa ideating veterans would add momentum to engaging 
them in treatment, which is both complicated and complex.  
This need is substantiated by two startling national facts. 
First, nearly half of all ideating veterans who committed 
suicide had not seen their counselor in the 6-12 months 
before they took their lives.  Second, nearly a third of veter-
ans nationally who took their own lives did not show up for 
their second appointment for counseling.

The etiology of veteran suicide

Research by the U.S. Department of Veterans Affairs deter-
mined there are three dominant categories that contribute to 
veteran ideation: the ethos of military culture (“man-up and 
handle the stress yourself; don’t acknowledge problems”); 
difficult employment experiences; and post-deployment ad-
justment challenges, particularly in the first awkward year 
of transition from military to civilian life.

Veteran Suicide Rates in Oklahoma, Nation are Alarming
Mark Kinders, Ed. D., July 12, 2021
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A UCO review of research journal articles studies found 
more than 20 contributing or mitigating factors to veter-
an suicide, of which only one is collected by Oklahoma’s 
state agencies.  Etiological factors include: gender, type of 
military discharge, years of service, rank, combat exposure, 
probable Traumatic Brain Injury (TBI), diagnosis of Post 
Traumatic Stress Disorder (PTSD), education level, prob-
able depression, alcohol or drug dependence, past mental 
health service use, previous suicide attempts, childhood 
abuse, stressful life events (divorce, job loss, death of a 
loved one), or cognitive or emotional disturbances (a sense 
of burdensomeness, depression, worthlessness, anger, 
hopelessness). Mitigating factors were social supports and 
connection through religious beliefs or affiliation, or com-
munity engagement through social/fraternal/civic/social 
organizations.

Two years ago, Oklahoma began a systematic approach 
to rallying government, health care sector, private foun-
dations, veteran businesses, Armed Forces, and higher 
education resources to reduce veteran suicide in Oklahoma.  
More than 100 individuals and organizations are participat-
ing in the comprehensive mitigation efforts of the Gover-

nor’s Challenge empaneled by Gov. Kevin Stitt.  

Progress has been made under the coordination of the 
Oklahoma Department of Veteran Affairs, with substantial 
planning assistance from the Substance Abuse and Mental 
Health Services Administration (SAMHSA) of the U.S. 
Department of Health & Human Services.

The task force is off to an excellent start with passion-
ate professionals who are committed to reducing veteran 
suicide volunteering their time and expertise.  Remaining 
to be addressed, however, are greater access to etiological 
factors, and the federal and state resources to implement the 
group’s extensive strategic plan for greater communication 
to veterans of available resources, as well as training coun-
selors and law enforcement in veteran ideating behavior 
and treatment.

Mark Kinders, Ed. D., is a U.S. Marine Corps veteran and 
Vice President-Emeritus at UCO who continues there as 
a Visiting Scholar to coordinate multiple veteran suicide 
research and mitigation projects.

University of Central Oklaho-
ma researchers, Doctors Travis 
Roach and Saheli Nath drew 
upon a decade’s worth of data 
from state, federal, and foun-
dations to gain a clearer un-
derstanding of veteran suicides 
in Oklahoma. Here are four 
of their data sets on the geo-
graphic distribution of veteran 
suicides by county, and by occu-
pation, from their 2020 research 
for the Oklahoma Department 
of Veterans Affairs, “Technical 
Report on Veteran Populations 
and County Suicide Rates.”

Oklahoma Veteran/Civilian Suicides by Age Distribution

Oklahoma Veteran and Civilian Suicides by Occupation

Highest Veteran Suicide Rate by County in Oklahoma
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How to Help Veterans in Oklahoma: One Perspective
Misty Anne Jobe, M.A., Captain, US Army (Retired)

What can be done in Oklahoma to 
support the mental health needs of 
veterans? Before answering that 
question, I would like to offer one 
perspective. I served in the Okla-
homa Army National Guard as 
a Medical Service Corps Officer 
for almost 11 years, with almost 
5 of those years on Active Duty, 
where I was medically retired as 
a Captain. I served as the Pro-
grams Manager for Sexual Assault 
Prevention, Suicide Prevention 
and Resilience Programs and as a 
Sexual Assault Response Coor-
dinator, both in Oklahoma and 
while on deployment. For the last 
several years, I have presented at several civilian mental 
health conferences on the topics of Understanding Military 
Culture for Civilian Mental Health Clinicians. I know first-
hand that women risk exposure to hostility and hazardous 
work environments for merely being female when serving 
in the predominately male military culture. This exposure 
results in unique mental health challenges that traditional 
programs do not adequately address.

I am writing this from the perspective of a female veteran. 
I am proud that I had the opportunity to serve my country. 
This article is in no way intended to portray the military 
or military men in negative ways. I served with both an 
Infantry Brigade and Field Artillery Brigade at a time when 
those were almost exclusively male organizations. I served 
with some of the most honorable men in the military. But 
there is a culture of sexual harassment and sexual assault 
that takes place in the military that leaves many victims to 
feel that they must suffer in silence while they are still in 
the military. While there are robust prevention and re-
porting programs in the Military (I was in charge of those 
programs), due to policy and procedural issues, they’re not 
always the most victim-friendly programs.

When I was first asked to write this article, it was for the 
2020 Mental Health Town Hall Statewide Conference. 
However, due to the pandemic, that conference was can-
celed. I am updating the article for the 2021 Conference to 
reflect developments since I first wrote the article, but the 
sentiments are the same and our mental health needs have 
not changed. I first wrote about Specialist Vanessa Guillén 
in 2020. 

When I write, I first compose in my head, which is what I 
have been doing for this article. I have struggled to make 
it not too dry and academic sounding, although maybe it 
is still dry. But now I am emotional and writing this from 

a place of pain. At the time of this writing, Specialist 
Vanessa Guillén, the young soldier from Fort Hood who 
was missing for more than 2 months, had just been found 
murdered. Shortly before she disappeared, she had reported 
a man in her chain of command for sexually harassing her. 
It was believed that he was responsible for her disappear-
ance, although now he is not a suspect in her murder and 
the suspect is dead. However, Vanessa’s story has inspired 
hundreds, or perhaps thousands, of female veterans to come 
forward and share their own stories of sexual harassment 
and sexual assault while serving in the military, using the 
hashtag #IamVanessaGuillén. I have spent the last 2 nights 
reading these stories. I have also spent most of this week 
reaching out to female veterans, making sure they are 
okay, since I knew that Vanessa’s story would affect them. 
I did not realize, until last night, how much her story was 
impacting me as well. 

According to a recent article in Stars and Stripes, a mil-
itary newspaper, as many as 75% of sexual harassment 
and assaults in the military are not reported. This is due to 
several factors but mainly because victims are afraid of re-
taliation, both personal and professional, and that they will 
not be believed. Why am I writing about this in this article, 
since this article is supposed to focus on mental health? It 
is because this is the culture of female veterans, the ones 
who are seeking mental health treatment and services in the 
civilian community. Also please understand that this does 
not happen once during a female service member’s career. 
There are often numerous incidents of harassment and/
or assault, sometimes to the point where the victim cannot 
differentiate the details. 

According to a 2015 VA Study for Women Veterans, 80% 
reported unwanted sexual attention during their military 
service. I was the lead Advocate on a case when I was 
deployed where there were accusations from 27 victims 
against the same perpetrator, who was a practicing physi-
cian. During court proceedings, victims were not allowed 
to testify or give victim impact statements. He pled guilty 
to 2 charges, got a suspended sentence, served one week in 
military jail, was discharged from the military, and, depend-
ing on which state he is in, may not be required to register 
as a sex offender. This is our reality. 10 years later I should 
not be sitting on my sofa, crying for a 20-year-old soldier 
whom I never met and nauseous from reading hundreds 
of social media posts from other female veterans who are 
hurting and in desperate need of help. 

On the one-year anniversary of Vanessa’s death (June 16, 
2021), The Vanessa Guillen Act was signed in Texas, which 
aims to protect military members who report sexual ha-
rassment and sexual assault without fear of retaliation and 
to address concerns that nothing will be done. In addition, 

CPT Misty Jobe, 
US Army (retd.)
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the military has instituted changes to the military justice 
system regarding prosecuting sexual assault cases. These 
are progress but it remains to be seen whether these will 
either reduce sexual harassment/assault cases or mitigate 
the long-term mental health needs of victims and survi-
vors, especially once they have left the military, are in the 
civilian community, and are seeking mental health services, 
which is the focus of this article.

Women are currently the fastest growing population in both 
the military and veteran communities, and female veterans 
are 2 ½ times more likely to die by suicide than their civil-
ian counterparts. Often, the first person they report sexual 
harassment or assault to is a civilian mental health provider 
after getting out of the military or perhaps to a provider 
at the VA. In my opinion, the Oklahoma City VA does a 
wonderful job in providing physical and mental health 
treatments dedicated to women. However, not all female 
veterans are comfortable going to the VA. Also, many of us 
benefit from other services in addition to traditional evi-
dence-based mental health treatments.

What can be done in Oklahoma to support the emotional 
and mental health needs of veterans? Veterans face a vari-
ety of unmet mental health needs as a result of their service. 
This applies to all veterans, not just female veterans who 
have been victimized. Keep in mind that many female vet-
erans are also dealing with combat trauma. We need access 
to services and funding for those services. Following is a 
summary of what works and what is needed:

A voucher system is a not a new concept. This has been 
proposed for veteran mental health treatment in Oklaho-
ma for many years, and this flexibility should also include 
mental health wellness programs. I do not know where 
funding would come from for these vouchers. That is up 
to you all - the policy makers and Oklahoma’s leaders - to 
decide. We are asking for your help. Our lives were forever 
changed by our military service—in many ways for the bet-
ter, but also in some detrimental ways. Some, like Vanessa, 
joined the military as teenagers. Others, like myself, joined 
as single mothers who wanted to provide a better life for 
our families. We left our children in the care of others while 
we deployed to far-away countries. We performed our duty 
and served our country. Now we are asking for your help.

Captain Jobe served for almost 11 years with the Oklahoma 
Army National Guard as a Medical Service Corps Officer, 
with almost 5 years of those on Active Duty, retiring as a 
Captain from the Army. She is the mother of twin daughters 
who are recent college graduates. She is passionate about 
veteran advocacy and educating anyone who will listen on 
veteran-related issues. 
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Data Trends in Suicide and Mental Health Among Homeless Populations
National Health Care for the Homeless Council, Fact Sheet, May 2018

PURPOSE
This fact sheet was developed by the National Health Care 
for the Homeless (HCH) Council as part of a series related 
to emerging issues in the HCH field. To determine areas of 
interest, the Council met with the HCH Clinician’s Network 
Steering Committee and together, prioritized those topics 
that the clinicians identified the need of a renewed frame-
work and public awareness as they relate to homelessness. 
Of those, suicidality and the disparities among homeless 
populations was among the most reported.

BACKGROUND
According to the Centers for Disease Control (CDC), sui-
cide is the tenth leading cause of death overall and has been 
climbing, as shown by the increase in suicide rates high-
lighted in Figure 1. Nearly 45,000 people died by suicide in 
the United States in 2016. Among ages 35-54, suicide is the 
fourth leading cause of death, and among ages 10-34, sui-
cide tragically ranks as the second leading cause of death. 
Three percent of those who died by suicide suffered from 
Severe Prolonged Mental Illness (SPMI), and of those three 
percent, 78 percent of deaths by suicide were among those 
suffering with bipolar disorder.

COMMON RISK FACTORS OF SUICIDE
Despite these high and growing numbers, there continues 
to be a relatively large 
gap in knowledge on 
the issue. According 
to the Interpersonal 
Theory of Suicide, 
the desire to attempt 
or commit suicide is 
caused by the simul-
taneous presence of 
“thwarted belong-
ingness,” “perceived 
burdensomeness,” and 
a general hopelessness about these states. While there is 
no single cause of suicide, recent literature has identified a 
number of potential risk factors, as shown in Table 1.

All of these, if impacting children at a young age, can be 
categorized as Adverse Childhood Experiences (ACEs), 
which include neglect, abuse, or household dysfunction. An 
ACE score of 7 or more increases the risk of suicide in ado-
lescents by 51 times, and by 30 times in adults. It is import-
ant to note that some definitions of traumatic events may be 
more inclusive than others. For example, additional types 
of trauma and violence listed by the Substance Abuse and 
Mental Health Services Administration (SAMHSA) include 
serious accidents or medical procedures, community vio-
lence, school violence, bullying, natural disasters, historical 
trauma, forced displacement and system-induced trauma. 
While suicide prevention efforts typically take place at the 
individual or family/relationship levels, experts in the field 
suggest a comprehensive effort across education, business, 
and health care fields to reduce exposure to adverse experi-
ences and ultimately reduce suicidal behaviors and the risk 
factors that contribute to them. 

INCREASED RISK AMONG HOMELESS 
POPULATIONS
In comparison to the general population, a 2012 study 
found suicide rates to be 10 times higher for a homeless co-
hort, and other research has indicated a higher suicide rate 
among people experiencing homelessness than the general 
population. In fact, more than half of people experiencing 
homelessness have had thoughts of suicide or have attempt-
ed suicide.

According to a 2017 study, more than 40 percent of home-
less teens struggle with depression, which is 12 percentage 
points higher than their housed peers. School-age children 
and youth who are homeless are three times more likely 
to attempt suicide than students who live at home with a 
parent or guardian (20 percent versus six percent housed).  
Additionally, research has found that LGBTQ youth expe-
riencing homelessness are twice as likely to commit suicide 
compared to heterosexual youth who are homeless, accord-
ing to the National Coalition for the Homeless.

Research has shown that individuals experiencing home-
lessness have greater morbidity and mortality rates than 
the general population and experience more co-morbid-
ities than their housed counterparts. When compared 
to non-homeless populations, individuals experiencing 
homelessness face a multitude of complex health and social 
issues that are often integrated with past, present, and daily 
trauma that impact these individuals’ prioritization and 
decision-making efforts.

MENTAL HEALTH AND UTILIZATION 
TRENDS AMONG HCH PROGRAMS
According to the HRSA Uniform Data System (UDS), in 
2016, 161,229 patients were seen by mental health staff 

© The Oklahoma Academy for State Goals Addressing Mental Health ~ Improving Mental Wellness119



over 847,612 visits in health centers receiving 330(h) fund-
ing. These visits included patients seen by psychiatrists, 
licensed clinical psychologists, licensed clinical social 
workers, licensed mental health providers, and other mental 
health staff.

As shown in Figure 2, this is a 15 percent increase from 
139,777 patients seen by mental health staff in 2015, and a 
27 percent increase in patients seen by mental health staff 
in 2014. This represents an 18 percent increase in visits, up 
from 719,635 in 2015, and a 23 percent increase in visits 
since 2014. It should be noted that 330(h)- funded pro-
grams increased from 268 in 2014 to 295 in 2015 (or by 
10 percent); however, there was not an increase in funded 
programs from 2015 to 2016.

Similarly, the number of patients diagnosed with mental 
health conditions has increased each year, with a steady 
increase in patients diagnosed with “depression and other
mood disorders” since 2014, and nearly identical trends 
in increased diagnoses of “anxiety including PTSD” and 
“other mental disorders, excluding drug or alcohol abuse.” 
Meanwhile, diagnosis of “attention deficit and disruptive 
behavior disorders,” though rising slightly, has remained 
comparatively level (Figure 3).

The UDS does not provide patient-level detail of encoun-
ters, therefore, utilization and diagnosis of mental condi-
tions are not direct indicators of suicide trends. As a proxy, 
the demonstrated increased diagnoses and utilization of 
mental health services in HCH programs indicates an in-
creasingly at-risk population.

SUICIDE AND CIRCUMSTANCE AMONG 
PEOPLE EXPERIENCING HOMELESSNESS
While there is a dearth of national-level data that accounts 
for death by suicide specific to homeless populations, the 
CDC’s National Violent Death Reporting System (NVDRS) 
offers a state-based surveillance system that pools and 
links detailed information – from death certificates, police 
reports, coroner or medical examiner records, and crime 
laboratories – into a usable, 
anonymous database. Table 2 
shows participating state data 
from 2014† —the most recent 
year publicly available—
grouped by circumstances and 
demographics, compared to the 
general population.

CAUSES AND CONSIDERATIONS
During a workshop at the 2017 National Health Care for 
the Homeless Council annual conference, one health center 
serving homeless populations reported that when screening 
for suicide attempts, they found 33 percent of their patients 
have attempted suicide. This percentage is unfortunately in 
accordance with findings from other research focused on 
suicide and homelessness.

As discussed in the National Health Care for the Home-
less Council’s publication on the value provided by HCH 
programs, many individuals that are unhoused have health 
conditions that are often intertwined with behavioral health 
issues. In fact, 68 percent of homeless individuals reported 
that they had experienced psychological distress in the past 
month. These health issues are exacerbated by exposure to 
the elements, heightened risk of violence through physical 
and sexual abuse, and a fragmented health system with 
restrictions on how and to whom care is delivered, which 
can lead to hopelessness, distrust, misuse of emergency 
services, and self-treatment.

Given the conditions above that already increase the likeli-
hood of suicide in the general population, these compound-
ing factors place those experiencing homelessness at an 
explicitly higher risk.
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Cherokee Nation to offer employees mental wellness leave
Anadisgoi, Cherokee Nation Businesses, May 25, 2021

Principal Chief Chuck Hoskin Jr. and Deputy Chief Bryan 
Warner signed an executive order Tuesday providing all 
Cherokee Nation government employees with a total of 
two hours of paid mental wellness leave each month. Chief 
Hoskin also announced future plans to build walking trails 
at tribal facilities for employees and citizens to improve 
their physical and mental health.

The mental wellness leave can be used at employees’ 
discretion each month and is intended to provide employ-
ees with opportunities for personal growth outside of the 
workplace, including additional family time, health and 
wellness activities, therapy or counseling appointments, or 
other activities focused on improving morale and mental 
wellness.

“Cherokee Nation employees and citizens have faced 
unique barriers and hardships throughout the COVID-19 
pandemic. Employees in all Cherokee Nation departments 
have taken on additional tasks that have focused on the 
mitigation of the COVID-19 virus, providing additional 
services, health care and other life-sustaining resources to 
our elders and families that go far and above their typical 
work load,” Chief Hoskin said. “Often with limited staffing 
to ensure office safety, employees have delivered traditional 
services and also served more than 10 times the number 
of citizens with COVID-19 individual assistance over the 
last year. Our employees have been instrumental in helping 
citizens who experienced the loss of family members and 
friends, the loss of income, the loss of a residence and so 
much more. At the same time, many of these employees 
were experiencing similar personal circumstances. I believe 
providing our employees with time to care for their own 
mental wellness is vitally important to the health and well-
ness of the Cherokee Nation as a whole.”

The executive order was signed into effect Tuesday morn-
ing.

“The COVID-19 pandemic has taken a toll on mental 
health and wellness across the world, including right here at 
home among our Cherokee Nation employees,” said Dep-
uty Chief Warner. “I want to commend all of them for the 
time and effort they put into public service to the Cherokee 
people, but at the same time, I want to encourage them to 
really take some time each month to just reflect on them-
selves and their families. Chief Hoskin and I believe the 

mental wellness of Cherokee Nation employees, along with 
an inclusive work environment that encourages employees 
to identify areas of personal growth and ends the stigma 
surrounding mental wellness, is of the upmost importance.”

Chief Hoskin also announced on Tuesday plans to construct 
walking trails and other outdoor spaces at a number of 
Cherokee Nation facilities throughout the tribe’s reserva-
tion, which will offer employees and citizens an opportuni-
ty to improve their mental and physical wellness.

To mark the tribe’s efforts to build new walking trails 
throughout the reservation, Chief Hoskin and Deputy Chief 
Warner re-dedicated the Konrad Holmes Memorial Trail 
in Tahlequah, named in honor of the courageous Sequoyah 
High School student who succumbed to a long battle with a 
rare form of cancer at the age of 19 in 2004. Holmes’ fam-
ily joined Cherokee Nation leaders to celebrate the trail’s 
re-dedication during a small ceremony Tuesday.

“The more that I have learned about Konrad, the more I 
know we are on the right path with this trail and our plans 
to expand trail access wherever we possibly can,” Chief 
Hoskin said.

The Konrad Holmes Memorial Trail weaves its way around 
the Cherokee Nation W.W. Keeler Tribal Complex facilities 
and the nearby Sequoyah High School campus, and was 
initially dedicated in 2003 in honor of Holmes’ strength, 
courage and determination.

“Since its initial construction, portions of the existing trail 
route have unfortunately fallen into disrepair,” said Chief of 
Staff Todd Enlow. “As we renew our efforts to encourage 
Cherokee Nation employees and citizens to take time for 
mental wellness, we have the perfect opportunity to rebuild 
this trail in honor of Konrad. He reminded us that no matter 
what adversities we face, we should always strive to be 
positive, to love our families and to focus on what really 
matters rather than taking things for granted. Re-dedicat-
ing this trail in his honor will ensure his story is shared for 
generations to come, while also providing others a place to 
personally reflect on their lives and improve their overall 
health.”

Upgrades to the existing trail are expected to begin soon.
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Suicide Prevention and Inpatient Care in Indian Country: 
What We’re Getting Right and What We Can Do Better

Nathan T. Billy, M.Ed, LPC, Deputy Director, Behavioral Health, Choctaw Nation Health Services Authority

In 2018, the National Indian Health 
Board awarded the Choctaw Nation 
of Oklahoma (CNO) Zero Suicide 
Team the Hope & Healing Award 
for system-wide innovations in 
addressing suicide prevention and 
effective patient treatment. The 
team had been newly formed just 
two years earlier, and the award 
was both an honor and a reflection 
of the collaborative work of multi-
ple professionals across numerous 
disciplines in the Choctaw Nation 
Healthcare Services Authority (CN-
HSA). What isn’t often evident in pictures full of smiling 
people accepting graciously given awards is the challeng-
ing work behind the scenes: the joys shared from successes 
and the comforting knowledge of things getting better is 
wonderful—but there are challenges and roadblocks to the 
provision of effective, compassionate patient care. Espe-
cially in an area where there is little room for error and 
roadblocks are not simply inconveniences to overcome but 
can result in devastating consequences to human lives. 

CNHSA maintains a passion for its mission: to provide the 
highest quality health care to the people we serve. This is 
particularly true in the care we offer to those struggling 
with suicidal ideation and severe mental illness that may 
require inpatient treatment. And who are these people we 
serve? As a tribal healthcare system with a 10 ½ county 
service area in Southeastern Oklahoma, CNHSA’s primary 
service population consists of members of federally recog-
nized tribes. But we are citizens of Oklahoma, with tribal 
and non-tribal citizens living and working together in their 
jobs, schools, and religious institutions. In very real, tangi-
ble ways—tribal health is public health. 

It is the successful collaboration among our tribes, our 
counties and our state that can best assure quality health 
care of the people we serve together, especially our most 
vulnerable. Here I will share with you what we’ve done 
well—those things we’re getting right, as well as what we 
can do better to improve the lives of our citizens struggling 
with suicidal ideation and mental illness. 

Getting It Right: How System-Wide Policy and 
Procedure Improves Patient Care

2019 was a pivotal year for expansion of screening and 
assessment for depression and suicidal ideation using 
evidence-based tools. CNHSA policy and procedure now 
requires all patients over the age of 10 who present to 

Behavioral Health, Family Practice, or the Pediatric Clinic 
to complete the Patient Health Questionnaire-9 screen-
ing (PHQ-9) every three months. The Obstetric Unit also 
screens all patients for depression and provides appropriate 
pre-natal and post-natal follow-up. Depression screens with 
concerning scores always result in further evaluation for 
potential depressive disorders using provider evaluation, 
outpatient behavioral health consultation, or integrated care 
therapist services.
 
All patients who screen positive for suicidal ideation 
must complete the Columbia Suicide Severity Risk Scale 
(C-SSRS). The C-SSRS is also required for all patients age 
10 and above who present to the Emergency Department 
or who are admitted to the Medical Surgery Unit. Patients 
whose assessments indicate low risk for suicide, i.e., with 
no plan or intent, receive a standard Suicide Prevention Re-
sources List developed by CNHSA Behavioral Health. The 
list includes the national crisis hotline and text resources, 
supportive apps that aid in safety planning and the iden-
tification of support structures, and local CNHSA contact 
information in the event that suicidal thoughts escalate or 
become more problematic. All patients who express suicid-
al ideation are presented with the option of meeting with a 
therapist. If assessments indicate moderate to high risk for 
suicide--with plan or intent--CNHSA immediately begins 
one-to-one patient monitoring. To ensure effective and 
compliant monitoring, all CNHSA associates are required 
to complete a training titled “Role of the Patient Sitter” that 
covers an array of pertinent information, including ligature 
risks, maintaining continuous visual contact with patients, 
and respecting patient rights and dignity. 

To assist with any emergent mental health crisis needs, 
CNHSA Behavioral Health maintains 24/7 on-call person-
nel to conduct screening, assessment and intervention for 
needs that occur outside of standard clinic operating hours. 
In addition, one licensed mental health therapist has been 
integrated into the Emergency Department during non-clin-
ical hours to maximize availability. 

CNHSA operates three Employee Health Clinics—locat-
ed in Talihina, Poteau and Durant—that offer emergent 
care services to all Choctaw Nation associates (employ-
ees) regardless of tribal enrollment or eligibility. As more 
non-eligible associates began presenting to Employee 
Health with symptoms of potential depressive disorders and 
suicidal ideation, Behavioral Health responded by piloting 
the first integrated care therapist at the Rubin White Health 
Clinic in Poteau. The goal is to expand these services to the 
other Employee Health clinics in an effort to ensure quality 
mental health care for CNO associates regardless of tribal 
affiliation.

Nathan T. Billy

© The Oklahoma Academy for State Goals Addressing Mental Health ~ Improving Mental Wellness124



Further, CNHSA has solidified its commitment to suicide 
prevention by including the evidence-based Question 
Persuade Refer (QPR) training as a standard part of all 
new-hire orientation. Associates across all CNO depart-
ments may also complete Mental Health First Aid (MHFA) 
training; CNHSA currently has five staff certified to teach 
MHFA with plans to certify ten additional associates in the 
coming year. 

More Screening Means More Results: Now What?

The advantage of expanded screening and assessment for 
depression and suicidal ideation is the identification of need 
as well as the potential for increased prevention, early inter-
vention, and improvement in quality treatment of patients’ 
mental health needs. The challenge is addressing those 
results in a somewhat classic case of “Now that you’ve 
asked--What are you going to do about it?” We would nev-
er dream of expanding cancer or diabetes screening without 
first ensuring that we have adequate treatment and referral 
at the ready for any positive result. Mental health certainly 
deserves the same quality response. CNHSA Behavioral 
Health has committed to ensuring that effective and sus-
tainable staffing is available to respond with appropriate 
follow-up for all screening and assessment results.

CNHSA now has eight dedicated integrated therapists 
distributed across its Hospital (in the Emergency Depart-
ment, Women’s Center, Diabetes Wellness Center, and 
general services) and four outlying clinics. These integrated 
therapists are a part of a patient’s care team and consult 
with both primary care and psychiatry to provide effective 
treatment. Because all integrated therapists are licensed 
mental health professionals, they are also able to respond to 
any crisis and to provide brief, solution-focused therapy to 
patients who are experiencing temporary life concerns that 
are able to resolve in the short-term, and who neither need 
nor want traditional outpatient care. The combination of 
integrated therapists, traditional outpatient therapists, and 
psychiatry is vital to ensuring that screening and assess-
ment results have effective follow-up. 

What Are Some Challenges, and What Can We 
Do Better?

• The Need for Increased Collaboration Across 
 Disciplines 

Situations involving suicidal ideation and inpatient care 
present a specific set of challenges given the many de-
partments that can be involved: healthcare services, law 
enforcement (both tribal police and security personnel) and, 
for patients who have co-occurring substance use disorders 
that have incurred legal trouble, the judicial process. 
In 2019, CNHSA Behavioral Health hosted its first collab-
orative conference titled “Navigating Mental Health and 
Substance Abuse through Behavioral Health, Law Enforce-
ment and the Judicial Process.” This two-day event invited 
professionals from varied backgrounds to network and 

share their experiences serving patients and clients who are 
experiencing mental health and substance abuse issues, and 
who often find themselves caught in a punitive cycle rather 
than receiving needed treatment and support. Attendees 
reported that much of the difficulty lies in policies and pro-
cedures from each sector that are not always complementa-
ry. The conference was a step toward streamlining services 
and facilitating a care continuum across our disciplines. 
While the pandemic of COVID-19 made this year’s confer-
ence impossible, attendee demand has called for an annual 
conference at the earliest safe opportunity.  

An ongoing issue surrounding the inpatient process is the 
trauma a patient can experience awaiting inpatient admis-
sion—particularly if there is miscommunication among 
professionals or if procedures stray from ethical attention 
to patient dignity.  One recent, heartbreaking story involves 
a simple statement made by a patient after several hours of 
waiting for a bed to open: “I will never ask for help again.” 
How do we ensure that someone seeking services does not 
feel that they are being punished, particularly if the inpa-
tient process is ultimately involuntary or involves security 
or police? How do we encourage our citizens to seek help 
without fear of consequences? Their questions are valid: “If 
I suggest I am struggling, will they take away my badge?”  
“Will anyone else find out? How confidential is this?”  “If 
I have to be ‘committed,’ what will that do to my future?”  
“Why are the cops here? What did I do?”  These are not 
easy questions, and they certainly do not have easy an-
swers. 

In April of this year, CNHSA added one dedicated licensed 
mental health professional who assists law enforcement 
personnel—both with their own mental health needs and as 
a liaison when responding to citizen crises. While serving, 
the therapist will gather data, discover gaps in services, and 
identify what the daily needs of law enforcement truly are 
so that we can respond effectively and add needed services. 
This pilot program within CNHSA is already demonstrat-
ing the need for expanded services and for decreasing the 
stigma of citizens in crisis. 

• The Need for Expanded Telehealth Services 

The COVID-19 pandemic and the accompanying state 
of emergency and safety guidelines changed the way we 
provide healthcare. One thing has become evident: We need 
more authorized use of telehealth—particularly telephonic 
options.  As face-to-face visits became infeasible, Behav-
ioral Health turned to telehealth to ensure the care con-
tinuum. At first, daily visits plummeted. Then, we saw an 
increase in visits, but only telephonically. Our rural patients 
were often unable to run certain software requiring Wi-Fi 
or strong internet connections for video-based conferenc-
ing. What they were able to do was use the phone for a call. 
While none of our therapists considers telephonic services 
ideal, we must meet patients where they are. When the tele-
phonic option was removed, it is only the luck of resuming 
face-to-face services at the same time that kept patient vis-
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its steady. Patients experiencing suicidal ideation or other 
mental health crises need expanded options for care. 

• The Need for More State Beds for Psychiatric 
 Inpatient Care

The greatest need at present is easy to articulate: We need 
more state bed space and increased funding for these 
mental health services. The most recent data reports that 
Oklahoma maintains approximately 11 public psychiatric 
beds per 100,000 people; the recommended minimum is 50.  
While CNHSA is always seeking to expand services within 
our tribal service area, the plain truth is that needed pub-
lic inpatient beds are often scarce. When patients present 
without insurance or are ineligible for our referred care, 
we are frequently in a bind. Our therapists are trained to 
initiate the inpatient process only when deemed necessary 
by evidenced-based assessment and clinical judgment. We 
do not make fear-based decisions or complicate someone’s 
life unnecessarily by making a flippant decision that abuses 
already-scarce resources. Our therapists frequently work 
with patients who meet criteria for inpatient admission and 
will certainly never fail to initiate a needed process. 

Patients have often waited hours upon hours for a bed to 
open. Some have become frustrated and “changed their 
mind.” In a cycle of reassessment, there is the haunting 
question: Is the patient truly better now that some time 
has passed? How accurate are these reassessment results? 
Or,is it likely that they are so frustrated by the experience 
that they just want to leave and will then just say the “right 
things” to disqualify themselves for admission? 

Summary

While CNHSA has established itself as a leader in suicide 
prevention, screening and assessment procedures, and effec-
tive patient treatment, much remains to be done. For patients 
in crisis who are needing psychiatric inpatient treatment 
and effective, evidence-based assessment and care, we must 
increase our tribal and state partnerships, increase collabora-
tion across all of our disciplines, expand our service oppor-
tunities, and dedicate the necessary funds to mental health 
treatment that will allow Oklahoma to provide adequate 
public psychiatric beds. In Oklahoma especially, both tribal 
and non-tribal citizens live in shared spaces. And we must 
meet the most vulnerable where they are. 
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Choctaw Nation Employs Behavioral Health Public Safety Liaison
The Choctaw Nation of Oklahoma, July 27, 2020

Mental Health care is at 
the forefront of the Choc-
taw Nation’s public health 
initiatives. A Behavior-
al Health Public Safety 
Liaison is now at work, 
providing assistance both 
to law enforcement person-
nel and the individuals they 
encounter.

“Sadly, Native Ameri-
cans are 1.5 times more 
likely to have suicidal 
thoughts or die by suicide 
than other nationalities 
according to the Centers 
for Disease Control and 
Prevention (CDC),” notes 
Bryan Rowley, a Licensed 
Professional Counselor. 
“Many programs have been 
initiated to combat the rate 
of suicide in the Choctaw 
Nation communities over 
time. It is my honor to help 
support these efforts in new 
ways.”

Rowley, formerly a ropes 
course facilitator for the Choctaw Nation residential sub-
stance abuse treatment programs and with experience as a 
police officer, has a unique skill set. Rowley, emphasized, 
“my heart is in helping people…I’m a mind guy.”

Choctaw Nation’s Executive Director of Public Safety John 
Hobbs explained that one reason behind this program was 
to “change the mindset and reduce the stigma [of mental 
health issues] within public safety.” He expressed that the 
first goal of the liaison is to aid in the training and decom-
pressing of the officers themselves, “Now is a difficult time 
to be in law enforcement.” Within a few short weeks of the 
position being in place, officers have already reached out to 
Rowley for assistance.

Nationally in 2018, 172 police officers died of suicide, in-
creasing to 228 in 2019. Taking care of officers is important 
to Hobbs, as well as the Choctaw Nation as a whole.

Hobbs said that his officers “never know what they will 
encounter” and the objective is to provide them the access 
to resources to get help at the root of an issue. Rowley 
believes in a problem-oriented approach, adding that “many 
times the individuals in emotionally charged incidents such 

as domestic disputes and violent episodes have underlying 
issues, like substance abuse or a history of depression.”

With the program in its infancy, future expansion is still 
being assessed. Nathan Billy, Choctaw Nation Deputy 
Director of Behavioral Health, said “they might add anoth-
er individual to the team, but what that looks like is still 
undetermined.” One scenario is to have one liaison focused 
on the law enforcement personnel’s training and personal 
health, and another for assisting the officers in dealing with 
the general public.

About The Choctaw Nation

The Choctaw Nation is the third-largest Indian Nation in 
the United States with nearly 200,000 tribal members and 
more than 10,000 employees. As the first tribe over the 
Trail of Tears, the historic boundaries are in the southeast 
corner of Oklahoma. The Choctaw Nation’s vision, “Liv-
ing out the Chahta Spirit of faith, family and culture,” is 
evident as it continues to focus on providing opportunities 
for growth and prosperity. For more information about the 
Choctaw Nation, its culture, heritage and traditions, please 
go to www.choctawnation.com.

Photo by Kendra Sikes/Choctaw Nation of Oklahoma
Bryan Rowley, Public Safety Liaison, stands with several of the Public Safety Officers he 
supports through the Mental Health program. From left to right: Lieutenant Nathan Hill; 
Lieutenant Brant Henry; Sergeant Mike Johnson; Bryan Rowley; Patrolman Matt Barreras; 
Investigator Blake Wigington
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Ask a Black therapist: 4 ways to support Black people’s mental health
Ashley Vaughan, CNN, April 20, 2021

“There is a difference between being informed and getting 
retraumatized.”

That’s what clinical therapist Paul Bashea Williams tells 
himself and his clients as they struggle with the distressing 
images that resurfaced during the Derek Chauvin trial.
The proceeding churned up a persistent trauma. The fre-
quent replay of George Floyd’s final moments may have 
left many feeling raw, vulnerable and without relief.
While the evidence surrounding Floyd’s death is distressing 
for most people, it is overwhelming for African Americans 
-- and especially excruciating for Black men who see their 
very humanity reflected in him.

“Sometimes you are visualizing you,” says Williams, lead 
clinician and owner of Hearts in Mind Counseling in Prince 
George and Montgomery counties in Maryland. Ninety 
percent of his clients identify as Black.

In the aftermath of Floyd’s murder and Chauvin’s trial, 
African Americans are fighting harder than ever to protect 
and prioritize their mental health.

And Black men and women are exhausted.

Caught between hope and hopelessness
According to Williams, his clients are continuously cycling 
through feelings of hope and hopelessness. While many 
hope for justice, they are also bracing for disappointment, 
one that feels familiar when unarmed Black men and wom-
en are killed by police officers.

Williams also points out the secondary trauma African 
Americans experience from the images and video sur-
rounding Floyd’s death.

“It is the emotional and psychological effects experienced 
through vicarious exposure to the details of traumatic expe-
riences of others,” he says.

Among the private concerns Black men have shared with 
Williams are “feeling anxiety around leaving the house” 
and “depression over not having control over one’s life.”

Williams offers four ways to help combat those feelings.

TIP 1: ACKNOWLEDGE YOUR FEELINGS
Take a moment to be present with yourself and to name 
the feelings and experiences you may be having, Williams 
suggests. To begin, you can start with this question, “What 
am I experiencing now?”

The answer to that question may be fatigue, headaches, 

feelings of helplessness and hopelessness, irritability, and 
anxiety. Emotional and physiological responses can be 
helpful gauges of knowing when enough is enough.
“If I know what is happening in my environment, I can 
allow myself to make shifts,” he says.

TIP 2: CREATE COMMUNITY
A trusted support team is helpful in gently identifying 
changes you may not readily see in your mood or behavior. 
The therapist is clear that one’s self-care community must 
be grounded in relationships they can trust.

Helpful communities can flourish online through group 
texts and at socially distanced meetings.

TIP 3: PRIORITIZE SELF-CARE WITH 
BOUNDARIES
In his practice, Williams helps his clients identify ways to 
care for their mental health in their everyday lives. One 
way to do this individually is to take an internal inventory 
of moments when you historically experienced joy.

Williams mentions that, culturally, Black individuals are 
often taught to care for others ahead of themselves, while 
balancing the pressures that come with daily life.

“We have to have self-advocacy. We have to prioritize our-
selves,” he says. “And it is not selfish.”

To begin this process, Williams suggests asking yourself, 
“What are the things I liked growing up?” and “What are 
the things I like now?”

Williams says this step is often unfamiliar for men.
When asking male clients “What does your self-care look 
like?” he’s often met with blank stares and hesitation.
“They were like, ‘Man, I don’t know what that is,’” he 
says.

Seeing this need among his clients and social media fol-
lowing, Williams created a men’s self-care calendar to help 
men rediscover their own individual needs.

The next step is to create boundaries to prioritize needs. For 
example, Williams says using the “do not disturb” option 
on a phone is one way of “putting the responsibility on the 
boundary.”

“Boundaries allow you to protect yourself,” he says. 
“Boundaries are like a set of rules that you have in order 
to function, and to have healthier experiences with people, 
places and things.”
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TIP 4: SEEK THERAPY
“It is important for the Black community to get into thera-
py,” Williams says.

He recommends finding a therapist whom you trust and 
who fits with you.

“Your first therapist might not fit,” he cautions.

When seeking a clinician, he encourages individuals to try 
out therapists. He also recommends pushing back if you 
feel you aren’t getting enough in sessions.

“Be empowered to find another therapist.” He says. “Say, 
‘Hey, I don’t feel like I am getting what I need. Can we try 
something else?’”

And, if your therapist isn’t working out, Williams recom-
mends acknowledging it and finding someone who may be 
a better fit.

Finding support
For mental health services specific to Black wellness, visit 
any of these organizations:

Therapy for Black Men, provides access to a growing 
directory of more than 100 therapists with “multi-culturally 
competent care” for Black men.

Black Men Heal provides a list of available African Amer-
ican therapists, plus resources on how to get 8 free therapy 
sessions. (The site acknowledges there will likely be a 
wait-list for no-cost services.) The organization says it has 
provided 600 free therapy sessions.

Therapy for Black Girls is an “online space dedicated to 
encouraging the mental wellness of Black women and 
girls.” The site also offers a podcast and the option to join a 
“therapy for Black girls sister circle” for a monthly sub-
scription of $10.

Also, Psychology Today offers a portal to search for Afri-
can American therapists close to home by cost, location, 
issue, and therapy time.

And websites like Alkeme Health provides curated mental 
health content specific for Black and African American us-
ers. The site says it “fuses digital and wellbeing to improve 
your life.” On its website, Alkeme Health provides guided 
meditations and “live labs” where users can register to learn 
about practical ways to improve personal wellbeing.

For more immediate help, reach out to any of 
the following:

• The Suicide Prevention Lifeline -- 1-800-273-8255

• The Anxiety and Depression Association of America 
-- 1-240-485-1001

• The National Alliance on Mental Illness -- 1-800-950-
NAMI (6264)

• The Association of Black Psychologists -- 1-301-449-
3082
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The Missing Agenda Item – Older Adult Behavioral Health
Karen Orsi, Director, Oklahoma Mental Health and Aging Coalition

STATEMENT:
• Oklahoma is an aging state in aging country. 10,000 people 

a day turn 65 and by 2035, for the first time in history, 
older adults will outnumber youth. (US Census)

• As the body ages, the focus is naturally on physical health, 
mobility, chronic disease, medications, pain, nutrition 
and cognitive changes. Older adults are disproportionally 
affected by chronic conditions like diabetes, arthritis and 
heart disease that require prescription medications. Ap-
proximately 85 percent of older adults have at least one 
chronic health condition, and 60 percent have at least two 
chronic conditions. (CDC)

• Chronic diseases and the medications to treat them increase 
a person’s risk of developing mental health disorders.

• Life changes and experiences like retirement, health chal-
lenges, financial challenges, maintaining independence, 
grief and mourning from the loss of people and opportu-
nities, hearing and/or vision loss, loneliness and trauma 
increase the risk for developing mental health issues.

• One in four older adults experiences a behavioral health 
problem such as depression, anxiety, or substance abuse. 
(Substance Abuse and Mental Health Services Administra-
tion {SAMHSA} and Administration on Aging {AoA})

•  Excessive alcohol use accounts for more than 23,000 
deaths among older Americans each year. (CDC)

•  These problems can complicate the treatment of other 
medical conditions, reduce quality of life, increase use of 
health care services, and lead to premature death. (SAMH-
SA, AoA)

So the large population of Oklahomans with aging bodies, 
chronic diseases, medications, life experiences, including 
loneliness and trauma, have an increased risk of developing a 
disorder like depression, anxiety, PTSD, and substance use of 
medications, alcohol and illegal substances. Untreated, these 
conditions can seriously diminish the quality of life and can be 
a factor in suicide.

Yet Oklahoma does not have a system of care that addresses the 
mental health, or illness, of older adults. There exists a different 
standard of care for this population and a disparity in health eq-
uity. Behavioral health services developed for infants, children, 
youth, young adults, or adults do not and cannot address the 
diversity of older adult experiences, developmental stages of 
aging or the mind-body connection of an aging body and brain.
While other age groups have specialized services, older Okla-
homans, who span 4 decades of diversity, are expected to “fit 
in” to the current service delivery system.

And the “advanced age” older adults, 80, 90 and above, with a 
culture of bootstrap strength and self-reliance, do not use men-

tal health services. Their culture and experiences do not include 
positive views about treatment and recovery. Primary care is 
trusted and utilized by this group, which presents an opportuni-
ty to provide mental health services through integrative health 
efforts.

Yet as many as 70% of older adults’ primary care visits were 
driven by psychological factors such as panic, generalized anx-
iety, major depression and stress. Older adults in distress utilize 
health care at a rate 2 to 3 times higher than non-distressed indi-
viduals, but they are often not screened for underlying causes 
of their complaints. (SAMHSA/AoA)
Age appropriate mental health services provided in accessible 
and age friendly environments by providers who have been 
trained in geriatric issues is only the first step in supporting 
the wellness of older adults. The following issues need to be 
incorporated:

Challenge Ageism – the societal norms that marginalize older 
adults, treat them with disrespect, make them feel unwelcome, 
incompetent and invisible. Ageism views aging as a disease 
itself, with sadness, loneliness, emptiness, thoughts of suicide, 
emotional and physical pain being symptoms of aging and a 
normal part of aging. When depression is viewed as a normal 
part of aging, there is no need for a policy for early identifica-
tion and screening, much less a referral to supportive or profes-
sional services. Ageism contributes to over-treatment - treating 
expected changes of aging as though they were diseases, and 
under-treatment - dismissing treatable pathology as a feature of 
old age. Self-ageism, when an older adult accepts diminishment 
and insignificance, interferes with the disclosure of physical 
and mental symptoms to family and professionals who can help 
alleviate them.

Wellness – The management and maintenance of chronic 
illnesses is not the definition of wellness. The 8 elements of 
wellness – social, occupational, financial, environmental, 
physical, intellectual, spiritual, emotional –comprise a blueprint 
for supporting people of all ages. However, the propensity for 
age related diseases, an aging body, retirement and it’s resulting 
impact on social and financial support, life transitions and re-
peated life experiences, some traumatic, over decades of time, 
illuminates the need for Wellness to be the core of both phys-
ical and mental health treatment – the integration of physical 
and mental health. This integration would address the underuti-
lization of mental health services by older adults. Identification 
of people in distress and a referral to treatment would initiate in 
the primary care office.

Mind/body connection
Older adults with behavioral health disorders have 47% to 
200% higher disability rates, poorer health outcomes, hospital-
izations and emergency room visits. (Summit on Older Adults, 
2014)

In older adults, physical, behavioral and cognitive conditions 
often overlap and present differently. A behavioral health condi-
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tion may present as a physical condition or cognitive impair-
ment; a physical condition my present as cognitive decline 
or as a behavioral health issue. Depression often occurs with 
physical health conditions and is often exhibited as aches and 
pains and not sadness and crying. Those aches and pains can 
be attributed to aging itself, and dismissed, or treated with yet 
another medication.  The vast majority of medications are pre-
scribed to older adults, who also have the highest rate of opioid 
prescriptions. The interaction of multiple medications can lead 
to adverse events resulting in ER visits and hospitalizations. 
Symptoms of dementia and delirium can accompany both 
behavioral health and physical health conditions

An appetite change could indicate depression, or a urinary tract 
infection. Impaired memory, confusion or cognitive decline 
could be symptoms of prescription drug misuse, alcohol use, 
depression, urinary tract infection or thyroid disease. (integra-
tion.samhsa.gov) A recent study reported people 65+with Alz-
heimer’s were more than 2 times as likely to die from suicide in 
first 90 days following their diagnosis. (Journal of Alzheimer’s 
Association) A Spain study found that older adults with type 
2 diabetes and depression have greater mortality and poorer 
survival rate. (Diabetes Research & Clinical Practice)

The mind-body connection cannot be denied and the overlap-
ping of the symptoms of physical and mental disorders sup-
ports the model of integrated care.

Suicide – a public health problem.

In 2014, nearly 11,000 people 60+ died by suicide in the U.S. 
Men aged 85+ have a suicide rate that is about four times high-
er than the rate for all ages. (CDC)

In Oklahoma, 2019, the suicide rates were higher among 
adults ages 45 to 54 years (19.60 per 100,000) and 55 to 64 
years (19.41 per 100,000). The rate was highest among adults 
aged 85 years or older (20.12 per 100,000). (CDC)  Suicidal 
behavior is more lethal in later life than at other points in the 
life course. Older adults are frailer and more likely to die, more 
isolated and less likely to be rescued, are more planned and de-
termined, and have access to deadly means. Older adults have 
higher rates of completion with 1 completed suicide for every 
4 attempts, compared to 25 attempts for every death by suicide 
for all other ages combined. (American Association of Suici-
dology) Opportunities for intervention are extremely limited 
but could be dramatically increased through a comprehensive 
system of care that would identify distress, provide screenings 
and appropriate treatment and support.

Suicide results from a combination of circumstances, but key 
conditions can be identified. The top three circumstances for 
older adult suicide in Oklahoma are depressed mood, physical 
health problems and mental health problems.

Suicide, culture and ageism are intertwined. While suicide is 
viewed as a tragedy for young people, the suicide of the old 
and/or sick appears to be understandable and culturally accept-
ed.

For ages 65+, white men account for 80% of suicides. Attitudes 
that may make older white men vulnerable are the belief that 
aging is undignified, that suicide is a masculine response to 
aging, so it is a strong, powerful and acceptable act.

IN SUMMARY, depression and other behavioral health prob-
lems are not a normal part of aging and can be treated. Despite 
the availability of effective interventions, 66% of older adults 
are not receiving the care they need. (Journal of the American 
Geriatrics Society 59(1):50-56)  Addressing mental health can 
result in improved functioning and quality of life, improved 
health maintenance and decreased physical health expenditures.

It’s Time for Oklahoma to Act – A Proposed Blueprint

• Recognize older adults as a priority population with 
providers who are trained in geriatric issues, can identify 
overlapping symptoms and issues and are part of an inte-
grated network with shared resources to interface services 
and address the elements that comprise wellness for an 
older adult.

• Creation of an Interagency Council on Aging to develop a 
comprehensive system of care to address the intersecting 
and overlapping elements of wellness.   

• The development of a comprehensive system of care to 
benefit all older adults can eliminate the creation/dupli-
cation of specialized services in various sectors. Creating 
a comprehensive system of care for a group spanning 
over 4 decades, can address the disparities existing for 
Veteran, American Indian, Alaska Native, White, Black, 
Asian, Hispanic, Latino, Native Hawaiian, Pacific Islander 
and LGBTQ populations. Additionally, for Republicans, 
Democrats, Independents, Protestants, Catholics, Jews, and 
Oklahomans of Irish, German, Polish, Japanese or other 
descent. Supporting older adults intersects numerous seg-
ments and identities that comprise this diverse group.

• Recognize the signs and symptoms of behavioral health 
needs and provide screenings to identify symptoms of 
depression, anxiety, trauma, suicide and substance use at 
agencies, organizations, community sites and follow up 
with appropriate resources or referrals.

• Confirm that services are accessible and affordable and 
address transportation issues.

•  Expand the use of older adult peer specialists. Support 
efforts to revise the Medicare rule requiring Licensed 
Clinical Social Work level providers which limits both the 
number of services and providers.

Age should not disqualify an individual from services. Oklaho-
ma has created a nationally renowned Systems of Care for chil-
dren. Oklahoma has the experience and know-how to achieve 
the goal of providing services and supports for the physical, 
mental and emotional well-being of older Oklahomans so they 
may flourish, not languish.
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Caring For Oklahomans Who Are Aging With Mental Illness
Richard A. Wansley, PhD, Emeritus Professor of Psychiatry and Behavioral Sciences, Formerly, 

Vice President, OSU Center for Health Sciences, Principal, Advocate Oklahoma LLC

Even “old” people can carry with them the burden of their 
own mental illness! Much of today’s focus on mental health 
and illness concerns effective, evidence-based prevention 
and treatment for children and youth – and deservedly so. 
However, when we put young people as the center of our 
attention, it becomes far too easy for us to inadvertently 
push older adults with the brain disease of mental illness to 
the narrow edges of our priorities.

Fact - people with a mental illness die at a younger age 
than those who do not suffer from this disease. Typically, 
these deaths are associated with a variety of other vulner-
abilities such as cardiovascular disorders, diabetes, and 
other life-threatening medical conditions. Individuals with 
a serious mental illness are 2-3 times more susceptible to 
being diabetic and are often insulin dependent. On the other 
hand, people with mental illness have also benefited from 
advances in medical 
care and, when treated 
properly, even mental 
illness can now be 
successfully managed 
in a great many cases. 
And for those who 
do survive to old age, 
they can face social 
challenges, life-threat-
ening health concerns 
and legal barriers 
which deserve con-
siderations by policy-
makers.

Nearly 200,000 
Oklahomans over the 
age of 50 have some 
form of mental illness 
and about 40,000 live with a serious mental illness (such 
as schizophrenia, major depression, severe anxiety disor-
der, and other forms of this disease affecting the everyday 
life) excluding dementias such as Alzheimer’s from these 
numbers. Research shows the numbers are growing! Many 
of these Oklahoman’s face the unique challenges of failing 
general health with a mental illness (co-occurring disor-
ders) and, consequently, experience a lack of financial 
resources to access health care and affordable housing, 
especially housing which also provides medical assistance. 
Often, older adults with a serious mental illness are forced 
to transition when their even more elderly parents or guard-
ians who have served as their lifeline become too frail to 
care for them or themselves die. 

In recognition of the evidence, Mental Health Association 

Oklahoma formed their Mental Illness and Aging Taskforce 
in 2017 to study and identify policies which impact on the 
quality of life for people aging with mental illness. The 
Taskforce engaged in a relationship with the Lobeck Taylor 
Community Advocacy Clinic at the University of Tulsa 
College of Law (TU) to explore this subject matter, par-
ticularly looking at legal matters which required attention 
and public policy actions. This project was supervised by 
Professor Anna Carpenter and carried out by then students, 
now attorneys, Ali Hauser, Lashandra Peoples-Johnson, and 
Leslie Briggs.

Quickly, the research showed that there are many, complex 
legal and ethical matters which bear on the subject matter. 
The researchers noted that, “Federal and state law-includ-
ing statutes, regulations, and court decisions-shape the 
housing and health care systems for people aging with 

serious mental illness 
and co-occurring 
physical conditions.” 
They noted sever-
al areas of law and 
policy regulations, 
particularly related to 
federal Medicaid law 
and rules, that play a 
particularly important 
role in shaping access 
to care and housing:

• Institutions for 
Mental Diseases 
(IMD) Exclusion: 
Specifically, federal 
Medicaid statutes 
prohibit reimburse-
ment of providers for 

in-patient care if the patient is between 21 and 65 years 
old and in a facility with more than 16 beds.

• Generic Dispensing Rate (GRD): Federal Medicaid 
regulations require facilities to attempt to wean patients 
off antipsychotics at least once per year. While the reg-
ulation aspires to reduce unnecessary use of these drugs 
for those who are not mentally ill, it is a serious detriment 
to those with the disease that depend adequate and con-
sistent dosing of their medication.

• Nursing Home Quality Initiative: Also as a federal 
mandate, a nursing home’s quality rating is negatively 
impacted if the percentage of residents receiving antipsy-
chotic medication is too high; so, too many mentally ill 
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residents taking such medications reflect badly on their 
rating.

• Reimbursement of Nursing Homes: About 70 
percent of all residents in nursing homes rely on Medic-
aid. Oklahoma has consistently cut reimbursement rates; 
consequently, these facilities avoid accepting residents 
with complex disorders requiring a higher level of care, 
such as those with a mental illness and another chronic 
medical disorder.

• Residential Care Facilities (RCF): Although Okla-
homa law requires RCF residents to be able to live inde-
pendently, the facility can assist with activities of daily 
living. For example, an RCF may provide transportation 
to mental health services as well as distribute and help 
with administering drugs but “only as oral medication”. 
Such restrictions frequently eliminate use of best prac-
tice, injectable medications and even more often exclude 
those with co-occurring insulin dependent diabetes. RCFs 
also have the discretion to admit, involuntary discharge, 
and involuntarily transfer residents, and may often use 
discharge or transfer when residents with co-occurring 
disorders need greater personal attention that results in 
greater cost to the facility.

• Training requirements for residential facilities, 
nursing homes, and assisted living: The study’s research-
ers found that Oklahoma statutes say that these facilities 
“…are not required to train staff on how to interact with 
residents with mental illness.”

The report published by TU for the Mental Health Associ-
ation reflected on the many different state and federal laws, 
regulations, and rules which impact on this subject matter 
and how changes in one regulation might unknowingly 
have a negative consequence on another. Therefore, they 
proposed creating a “statewide planning commission” as 

has been done in other states which have a time-limited 
purpose to sort through the many laws and regulations 
while aiming to ensure a better quality of life for those 
aging with mental illness. The researchers also laid other 
recommendations as options for actions which included 
such as expansion of the scope of services which may be 
provided by RCFs, litigating the facility discretion regard-
ing involuntary discharge and transfer by RCFs as a viola-
tion of the American with Disabilities Act, and providing 
greater financial incentives to encourage integrated health 
care services.

In the 2018 legislative session, Representatives Carol Bush 
and Melyode Blancett introduced a bill which would have 
created the Oklahoma Commission on Aging with Serious 
Mental Illness (HB 3124). The intent was to establish a 
short-term effort to sort through complex barriers in Okla-
homa law and regulations and recommend solutions which 
would benefit all concerned – the commission would have 
been made up of representatives from several of the rele-
vant government agencies, members from the private sec-
tor, and consumer advocates. The bill failed, largely due to 
a lack of enthusiasm at that time to consider it as a priority 
but also because of a concern for yet another commission 
in Oklahoma which might unnecessarily live on for many 
years to come, as well as deeply divided legislature where 
bi-partisanship was not to be rewarded.

Evidence shows that the need for solutions to the chal-
lenges faced by people aging with mental illness is present 
and growing. Necessarily, we should pay closer attention 
to and deal with public policies which serve to ensure that 
all Oklahomans have the highest possible quality of life 
regardless of their mental or physical condition or age! It is 
my belief that the complexities in law affecting this policy 
issue demands another look at establishing the commission 
proposed by HB 3124 or engaging some other, similar gov-
ernment supported strategy. The time is now!
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Housing as Health Care for Oklahoma
Gregory A. Shinn, MSW, LSW Admin. Chair, Oklahoma Governor’s Interagency Council on Homelessness,

Associate Director/Chief Housing Officer Mental Health Association Oklahoma

BACKGROUND
For more than 30 years, Mental Health Association Okla-
homa has been driving public and private investment into 
sustainable models of affordable housing to stabilize vul-
nerable families and individuals struggling with homeless-
ness, serious mental illness and co-occurring substance use 
disorders. Using a Housing First approach, the intent is to 
provide direct access to housing and services to homeless 
and at-risk subpopulations that are excluded from the hous-
ing market, regardless of their ability to pay when entering 
the housing. At the same time, we are preventing additional 
homelessness and preserving the affordable housing market 
for low to moderate income working households, creating 
mixed income environments that increase diversity and 
quality of life and leading to better health outcomes. 

By removing barriers to immediate access, and offering 
flexible services like case management, mental health treat-
ment, integrated primary care, and access to employment 
programs, MHAOK has been able to demonstrate housing 
retention rates for veterans, transitional age youth, families 
and single adults ranging from 88% to 98% over many 
years, proving that supportive housing as an intervention 
for high utilizers of health systems and emergency respond-
ers is an extremely efficient and cost effective approach to 
public health. Currently, MAHOK has over 1,500 units of 
affordable and supportive housing in Tulsa and Oklahoma 
City. 

STATE OF THE STATE
Homelessness in Oklahoma is on the rise. Point in Time 
Counts conducted by the Continuums of Care in January 
of 2020 showed an overall increase in homelessness in 
both Tulsa and in Oklahoma City. This continuing trend of 
steady increase over the past several years includes dra-
matic increases in the unsheltered homeless population, 
and these individuals represent those that are at the highest 
risk of death and who disproportionately use acute care and 
emergency services. 

The Oklahoma Governor’s Interagency Council on Home-
lessness (GICH) adopted a new 5-year strategic plan 
framework in 2019 focused on solutions to ending and 
preventing homelessness, and identified discharge planning 
and affordable housing as two of the most important issues 
to be addressed in the state. There are eight Continuums 
of Care in Oklahoma allocating federal resources toward 
ending homelessness and the GICH is holding regional fo-
rums which presents an opportunity to raise awareness and 
educate on the causes of homelessness and evidence-based 
approaches to ending it. 

From 2015 – 2018, the GICH served as the advisory body 

for the statewide Health, Honor and Homes for Oklahoma 
(H3OK) which focused on housing interventions for veter-
ans and chronically homeless and disabled persons in Tulsa 
and Oklahoma City. The three-year grant was spearheaded 
by the Oklahoma Department of Mental Health and Sub-
stance Abuse Services (ODMHSAS) and funded through 
the Substance Abuse and Mental Health Services Adminis-
tration (SAMHSA). Among the remarkable outcomes were 
a housing retention rate of over 80% and an employment 
rate of over 40% implementing the evidence-based ap-
proaches of Housing First and Individual Placement and 
Supports (IPS). The system was integrated into the Oklaho-
ma Health Care Authority billing system to use Medicaid 
for sustainability, but by the end of the grant, Medicaid had 
not yet been expanded. 

BUILDING A ROAD MAP FOR OKLAHOMA
10 states have received technical assistance through the 
National Governors Association (http://ngahousingroad-
map.cwsit.org/) to build state “road maps” designed to help 
states “leverage housing interventions that improve health 
outcomes and reduce costs.” This is an opportunity to guide 
a process that creates greater access to housing solutions 
for high-need high-cost Medicaid enrollees. 

Other major health systems and insurance providers are 
also entering the supportive housing arena to help reduce 
costs associated with their most frequent utilizers, including 
United Healthcare, Kaiser Permanente and Blue Cross-Blue 
Shield. Hospital systems like Florida Hospitals have looked 
at utilization across their many hospital centers and have 
invested in housing interventions. These health systems 
among others, have invested hundreds of millions of dollars 
on the evidence of Housing First outcomes and costs that 
can be avoided or reduced. 

Health care systems funding, together with Medicaid, can 
form public-private partnerships with affordable housing 
developers using the state and federal low-income hous-
ing tax credits (LIHTC), the National Housing Trust Fund 
(NHTF), the HOME investment Partnership Program 
(HOME), the local Continuums of Care (CoCs) and the 
Governors Interagency Council on Homelessness (GICH) 
to implement the strategies designed in the Oklahoma Road 
Map when it is developed. 

ECONOMIC IMPACTS 
Many states and communities have completed cost studies 
to determine the cost of homelessness. Tulsa completed a 
cost study in 2007 – 2008 and Oklahoma City completed a 
cost study in 2010. In these studies, and in others across the 
US and Canada, the difference between the cost of home-
lessness and the cost of supportive housing with services 
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has ranged between $9,000 and $30,000 per person per 
year. This adds up to hundreds of millions of dollars in 
costs that can be avoided by providing housing and services 
compared to allowing homelessness to continue increasing 
in a community.  

In addition, the development of affordable housing itself 
has a considerable positive economic impact on state 
economies. This comes in the form of good jobs created, 
income and sales taxes paid and more. In fact, the Okla-
homa Department of Commerce Research and Economic 
Analysis Division completed a study in 2019 of the state 
affordable housing tax credit in Oklahoma and determined 
that for every one dollar invested in affordable housing, 
four dollars were returned in direct, indirect and induced 
economic activity in our state. This analysis looked at over 
2,000 units of affordable housing that were developed 
across Oklahoma in counties outside of Tulsa and Oklaho-
ma City between 2015 and 2018. (https://affordablehous-
ingcoalition.org ) 

Increasing affordable housing lessens the cost burden of 
housing on families. In Oklahoma a person must working at 
minimum wage must work over 80 hours a week to afford a 
modest two-bedroom apartment. ( https://reports.nlihc.org/
oor ) Many low-income households pay over 50% of their 
monthly income for rent. These individuals are considered 
extremely cost-burdened and at risk of homelessness, often 
having to decide whether to buy groceries or pay the rent. 

Families paying no more than 30% of their income for rent 
can afford health care, save for higher education, plan for 
home ownership and invest in retirement. 

Finally, working to increase access to affordable housing 
will reduce the extremely high eviction rate in Oklahoma. 
Tulsa is ranked 11th and Oklahoma City is ranked 20th in 
the nation in the rates of eviction according to the Eviction 
Lab at Princeton University (www.evictionlab.org ). Safe 
and affordable housing is not only a key social determinant 
of health, but it has a very direct impact on other determi-
nants within a community. Eviction on and individual level 
can lead to poorer health outcomes, loss of employment, 
disruption of the family structure, and an inability to partic-
ipate in, benefit from, and support the local economy. When 
evictions occur on the scale that they do in Oklahoma, it 
has a deleterious effect on entire neighborhoods—leading 
to the creation of food deserts, economic stagnation, and 
other forms of community decline that exacerbate housing 
instability. Increases in access to quality affordable housing 
not only serves as an intervention mechanism, breaking a 
cycle of individual housing insecurity that often leads to 
homelessness, but also as a means of prevention.

Using the vision of Housing as Health Care and building a 
road map for housing for Oklahoma is one of the smartest 
policies and investment strategies we can make together. It 
is a priority for the economic, mental and physical health of 
our state and of our families. 
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FAQ: Understanding 988 and How It Can Help with Behavioral Health Crises
Mental Health America

What is 988?
In July 2020, the Federal Communications Commission 
(FCC) designated 988 as the new three-digit number for the 
National Suicide Prevention Lifeline. The number will have 
trained staff to answer calls from individuals at risk for 
suicide as well as those experiencing other mental health 
and substance use related emergencies. Specialized ser-
vices will be available for veterans, LGBTQ+ individuals 
and other groups. By July of 2022, all telecommunications 
companies will have to make the necessary changes so indi-
viduals can access the National Suicide Prevention Lifeline 
using the 988 dialing code. As of early 2021, the FCC is 
still taking comments and deciding about how to handle 
text messages and other aspects of 988 implementation.

How did 988 come to be?
According to the National Institute of Mental Health, 
suicide rates have been steadily increasing in the United 
States and suicide is the second leading cause of death in 
the U.S. for people ages 10 – 24 years old. Key leaders 
understood the difficulty of remembering a 10-digit num-
ber to connect to the existing suicide prevention line and 
the lack of adequate crisis services in communities. After 
Congress passed legislation directing the FCC to study the 
feasibility of creating a three-digit number to help people in 
mental health crisis connect to crisis services more easily, 
the FCC released a report in August 2019 recommending 
988 as the best number for a national three-digit suicide and 
mental health crisis hotline. The report was in conjunction 
with the U.S. Substance Abuse and Mental Health Services 
Administration (SAMHSA) as well as the U.S. Department 
of Veterans Affairs. With the support of the mental health 
community, the FCC issued a final rule and order in July 
2020 to start the process of getting 988 operational. With 
broad, bipartisan support from Congress, President Trump 
signed the National Suicide Designation Act in October 
2020. One aspect of the Act allows states to assess a fee on 
cell phone bills to recover the costs of the three-digit num-
ber and associated crisis services provided to individuals in 
crisis. A similar fee on cell phone bills supports 911 in most 
states.

How will 988 differ from 911, 211 and the 
current suicide hotline number (1-800-273-
TALK)?
211 is a non-emergency number for finding community 
resources, such as food banks and shelters. 911 is currently 
used for all emergencies, including mental health emer-
gencies. Mental health crisis calls may result in potentially 
dangerous and traumatizing outcomes when police are 
called, especially in historically marginalized communities. 
Despite their best efforts, 911 dispatchers usually have 
not received specific training on how to handle mental 
health and suicide related calls. Although law enforcement 

response is often not necessary or appropriate for mental 
health crisis situations, police are typically the first re-
sponders activated by 911 calls.

988 will be a mental health crisis number, and calls will be 
handled by National Suicide Prevention Lifeline counsel-
ors. These counselors are highly trained to assist people in 
emotional distress or suicidal crisis. In fact, based on data 
provided by Lifeline call centers, approximately 98% of an-
swered Lifeline calls do not require an emergency response. 
Of the 2% of the calls that do require emergency response, 
over 60% of those calls are ones where the caller agrees 
that emergency services are needed and collaborates with 
the Lifeline counselor to receive those services.

Vibrant Emotional Health, an MHA affiliate and adminis-
trator of the National Suicide Prevention Lifeline, has pro-
vided recommendations and defined the vision and mission 
of 988 as follows:

● Vision: 988 serves as America’s mental health safety 
net. We will reduce suicides and mental health crises and 
provide a pathway to well-being.

● Mission: Everyone in the US and its territories will 
have immediate access to effective suicide prevention, 
crisis services and behavioral healthcare through 988.

How can 988 improve the lives of people with 
mental health and substance use conditions?
For many people with mental health and substance use 
conditions, particularly people of color and people in the 
LGBTQ+ community, a law enforcement response to a 
mental health emergency has ended in tragedy or poor 
outcomes, including death and incarceration. Just as current 
calls to the Lifeline are answered now, calls to 988 will 
be answered by someone trained in mental health crisis 
response who can often resolve the situation by phone, text, 
or chat.

The new Lifeline number, 988, holds the promise of an eq-
uitable healthcare response to a healthcare issue with better 
outcomes as people receive the services and supports they 
need to remain in their communities and thrive. This prom-
ise will only be fulfilled if adequate resources are available 
to accommodate increased call/chat/text volume, as well 
as the continuum of crisis care services that can stem from 
the 988 call. Crisis care services are more impactful when 
they include and are informed by individuals with diverse 
backgrounds, including lived experience, who are trained to 
respond in an empowering and culturally responsive man-
ner. For example, 988 presents an opportunity to invest in
mobile crisis teams that can be deployed to respond instead 
of police. People in crisis may need an appropriate place 
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to go for assessment that is not jail or a hospital emergen-
cy department, which are often the only options for law 
enforcement to offer. 988 provides the opportunity to invest 
in resources, such as crisis stabilization centers, crisis beds, 
or peer respite centers, which allow for individuals in need 
to receive mental health evaluation and resources.

What are some of the key features of a strong 
988 system to keep in mind?
Vibrant Emotional Health, the administrator of the Lifeline, 
has identified three key themes to guide 988 implementa-
tion:

1. Universal and Convenient Access, including omnipres-
ent public awareness and varying modalities for indi-
viduals to access 988 through their preferred method of 
communication;

2. High Quality and Personalized Experience that is tai-
lored to the unique needs of the individual while also in 
line with identified best practices;

3. Connection to Resources and Follow Up to ensure all 
persons contacting 988 receive additional
local community resources as needed.

MHA and Vibrant advise carefully considering the follow-
ing issues:

A behavioral health crisis needs a behavioral health 
response. Increased collaboration between 911 and 988 
would provide more options for those in crisis, such as 
transferring mental health crisis calls to 988 call centers, 
dispatching mobile crisis teams to individuals in mental 
health or suicidal crises rather than police or EMS, and 
greater coordination around access to care options like 
crisis stabilization units. SAMHSA has issued guidelines 
and a toolkit for behavioral health crisis care that may be 
helpful in considering and evaluating your state’s crisis 
system.

A robust behavioral health response is only possible 
with appropriate funding for the network, individual 
crisis centers, and the crisis continuum. In order to 
ensure a robust infrastructure, states should exercise their 
authority to implement a 988 fee, similar to the current 
911 fee, that would be restricted to crisis center and ser-
vice provider expenses. In 2018, fees for 911 generated 
$2.6 billion to support that service; similar investment is 
needed for mental and behavioral health services. The fee 
revenue should supplement, not supplant, funding from 
diverse sources, including federal, state and local govern-
ments, Medicaid, and private insurance. States will need 
to look carefully at their current crisis systems, identify 
gaps and ensure adequate funding.

988 should be designed to provide an empowering, 
personalized, high quality and culturally responsive 
experience for individuals in crisis. The system should 

be designed to optimize and support services that ensure 
access and inclusion within 988 to meet the unique needs 
of at-risk groups, including youth, rural populations, 
BIPOC communities, and LGBTQ+ individuals. Multiple 
modalities such as text and chat should be available in 
addition to phone support. Crisis staff should reflect the 
communities served and engage people with lived experi-
ence at all levels of response. Individuals providing those 
services should be trained to be culturally responsive 
in order to ensure dignity for the person being served. 
Services should also be linguistically appropriate for the 
communities served. Data driven metrics, including per-
formance and user experience by race and ethnicity, are 
needed to ensure quality service and positive outcomes 
for all members of the community.

Stakeholders should consider 988 and the crisis 
system as a part of their larger mental health service 
system and as part of their community resources. Data 
should be collected on why people get into a crisis and 
continual planning and analysis should identify ways 
to avoid crises. Some localities have added peer teams 
for unhoused people and others at high risk of crisis 
and police involvement. Supportive housing, Assertive 
Community Treatment (ACT) Teams and early psychosis 
programs may be helpful in avoiding crises and if crises 
do occur, ACT teams can be helpful in quickly resolv-
ing them and following up after crisis. People accessing 
the 988 system will need to be connected to community 
based resources and follow up.

Will there be any planning activities in the 
states, and how can I get involved?
Vibrant Emotional Health, which operates the National Sui-
cide Prevention Lifeline, has issued a request for proposals 
for a non-competitive grant to states in order to fund their 
988 planning activities. Applications are due January 8, 
2021 and stakeholders may want to participate in the plan-
ning activities funded by Vibrant’s grants. It is particularly 
important that people with lived experience and representa-
tives of the communities served by the grant be included in 
planning.

How can I find out if my state assesses 911 fees?
The National Suicide Hotline Designation Act allows states 
to assess a fee to fund call routing, personnel, and provision 
of mental health and crisis outreach services in response 
to 988 calls. Even if your state does not assess a 911 fee, 
legislation can be introduced for 988 assessments in state 
legislatures.

Are there any model laws or policies that can 
be helpful to enact state legislation for 988 
funding?
The National Suicide Hotline Designation Act allows states 
to pass legislation assessing small monthly fees on cell 
phone bills to support 988, as is often done to support 911 
services. Even if your state does not assess a 911 fee, leg-
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islation can be introduced for 988 assessments in state leg-
islatures. The National Association of State Mental Health 
Program Directors (NASMHPD) developed a model law.

You can find the Model Bill for Core State Behavioral 
Health Crisis Services Systems by the National Association 
of State Mental Health Program Directors by using the 
following link: 
https://www.nasmhpd.org/sites/default/files/Model%20
Bill%20for%20a%20Core%20State%20Behavioral%20
Health%20Crisis%20Services%20System.pdf

We emphasized a behavioral health response to crisis first, 
as well as only involving law enforcement in very limit-
ed circumstances as co-responders. We also added some 
provisions to ensure equity and expanded the partnership 
agreements beyond community mental health or behavioral 
health centers (CMHCs) because many MHAs do not have 
that designation.

It is important for advocates to enact state legislation 
assessing a fee because local member centers within the 

Lifeline network are currently underfunded and additional 
resources will be needed to meet the increased demand on 
call centers.

Assessing this fee is also critical as the law allows states to 
generate funding for “the provision of acute mental health, 
crisis outreach and stabilization services by directly re-
sponding to 988.” This means that this funding can be used 
in part to create a crisis response system that does not rely 
on law enforcement and provides the continuum of appro-
priate crisis care outlined in this document.

If you are working on state legislation, please email Debbie 
Plotnick at dplotnick@mhanational.org for technical as-
sistance or questions. In addition to this document, we are 
working with other advocates to develop additional model 
legislation to ensure that Medicaid and private insurance 
adequately cover the crisis services in your states.
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Oklahoma has work to do before implementing 988 crisis care system
Sidney Lee, eCapitol News, September 15, 2021

The House Public Health Committee took a comprehensive look at 
Oklahoma’s mental health systems and what barriers exist in creating 
a true continuum of care.

Rep. Jeff Boatman, R-Tulsa, requested interim study H21-092. He 
opened the study with a reminder that once the world moves past the 
immediate dangers of COVID-19, there will be a continued impact to 
mental health from a lack of connection and a lack of services, as well 
as the grief and trauma many have experienced during the pandemic.

Each of the speakers echoed Boatman’s comments.

Carrie Slatton-Hodges, commissioner of the Oklahoma Department 
of Mental Health and Substance Abuse Services, said this year’s 
Oklahoma Prevention Needs Assessment showed one in 10 Oklaho-
ma students said they had attempted suicide in the past 12 months.

“Although those numbers are staggering, it’s important for us to 
have,” Slatton-Hodges said.

The speakers discussed some of the extreme challenges Oklahoma in 
particular faces with mental health services.

NEED FOR INCREASED CAPACITY

Each of the speakers discussed how the 2022 implementation of the 
988 crisis call system will help get those in a midst of a crisis neces-
sary support, often without sending a person to in treatment care, but 
the state, nonprofit organizations and community-based mental health 
centers will need to rapidly increase capacity.

Kris Williams, with the Oklahoma chapter of the Suicide Prevention 
Board, said online operators are very good at de-escalating a mental 
health crisis, but the new system will take increased personnel. Even 
in the current suicide hotline, only one in four calls from an Oklaho-
man are answered by an Oklahoman.

“I don’t know about y’all, but if I have a crisis I want to talk to an 
Okie, not someone else,” Williams said.

Healthy Minds Policy Initiative Executive Director Zack Stoycoff 
said the Legislature’s previous investment in this system was import-
ant and has begun the work to stand up multiple crisis centers across 
the state, but more investment will be needed.

The Legislature has also worked to bring parity to how insurance pro-
viders cover physical health and mental health, which is an on-going 
process, but Stoycoff said it will help increase capacity.

NEED FOR EARLY PREVENTION

Stoycoff said 45 percent of those who complete suicide saw a phy-
sician within the last month of their lives. Throughout the medical 
system, there are gaps where early detection and preventative services 
are not available.

Slatton-Hodges, as well as the other speakers, are excited about 
bringing mental health professionals into Oklahoma public schools, 
but there are still other points in the community where more early 
intervention is needed.

Jason Beaman, OSU Chair of Psychiatry and Behavioral Sciences, 
said even with an increase in mental health services, Oklahoma is 
seeing an increase in suicide, overdoses and alcohol-related illnesses.

“I don’t think it is because Oklahoma is bad, I think its because our 
journey to Oklahoma was traumatic,” Beaman said.

Beaman said Oklahomans experienced extreme poverty in the 
1930s, and before that the Tulsa Massacre and the removal of tribes 
to Oklahoma were also extremely violent and traumatic. This kind 
of trauma Beaman said does not just impact the person who experi-
ences the trauma. It becomes part of their DNA, passed down to their 
descendants.

Oklahoma has the highest rate of Adverse Childhood Experiences in 
the entire country. This negative impact can be undone with services 
provided in schools, especially in communities where the state sees 
high rates of divorce, overdose deaths and suicides.

Beaman also said many teens with suicide idealization are ending up 
in emergency rooms, even those staffing ERs across the state have 
little training in how to do a suicide risk assessment. Often, they see 
only two options; discharge the person without providing any ser-
vices or send them to in-treatment care. For children, this can mean 
waiting up to five days in the ER for an open bed.

NEED TO CLOSE GAPS

Williams warned legislators that standing up the 988 system will 
show more gaps in the current system, especially geographic gaps. 
She also said transporting people who do need in-treatment care 
should not be handled by law enforcement, which is a traumatic 
experience for a person in the middle of a crisis and a waste of law 
enforcement resources in an area they are not trained to respond.

“I would start by saying that you just said is gospel,” Beaman said 
about Williams’ statements.

He also said currently general practitioners, as well as those in 
emergency rooms, are not working to the “height of their licensure”. 
While many mental health diagnoses need counseling and cannot be 
addressed with medication, Beaman said telehealth makes it possible 
for general practitioners to connect with psychiatrists to prescribe for 
those with schizophrenia or bipolar disorder.

He also suggested that EMTs could be better utilized to decide if a 
person needs to go an emergency room or if they would be better 
served going directly to in-person treatment.
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What is QPR?
QPR Institute

Mission
To save lives and reduce suicidal behaviors by providing 
innovative, practical and proven suicide prevention train-
ing. We believe that quality education empowers all people, 
regardless of their background, to make a positive differ-
ence in the life of someone they know.

What does QPR mean?

QPR stands for Question, Persuade, and Refer — the 3 sim-
ple steps anyone can learn to help save a life from suicide.

Just as people trained in CPR and the Heimlich Maneuver 
help save thousands of lives each year, people trained in 
QPR learn how to recognize the warning signs of a suicide 
crisis and how to question, persuade, and refer someone to 
help. Each year thousands of Americans, like you, are say-
ing “Yes” to saving the life of a friend, colleague, sibling, 
or neighbor.

QPR can be learned in our Gatekeeper course in as little as 
one hour.

What is a Gatekeeper?
According to the Surgeon General’s National Strategy for 
Suicide Prevention (2001), a gatekeeper is someone in a 
position to recognize a crisis and the warning signs that 
someone may be contemplating suicide.

Gatekeepers can be anyone, but include parents, friends, 
neighbors, teachers, ministers, doctors, nurses, office su-
pervisors, squad leaders, foremen, police officers, advisors, 
caseworkers, firefighters, and many others who are strate-
gically positioned to recognize and refer someone at risk of 
suicide.

As a QPR-trained Gatekeeper you will learn to:

• Recognize the warning signs of suicide
• Know how to offer hope
• Know how to get help and save a life

How is QPR like CPR?
Much of the world is familiar with CPR — short for 
cardiopulmonary resuscitation — an emergency medical 
intervention created in 1957 by Peter Safar. The process is 
designed to stabilize people who aren’t breathing or breath-

ing intermittently and who may be in cardiac arrest until the 
person can reach a hospital or other care.

Similarly, QPR is an emergency mental health intervention 
for suicidal persons created in 1995 by Paul Quinnett. An 
abbreviation for Question, Persuade and Refer, the intent 
is also to identify and interrupt the crisis and direct that 
person to the proper care.

Both are part of a “Chain of Survival”

Both CPR and QPR are part of systems designed to in-
crease the chance of survival in the event of a crisis.

In the Chain of Survival model of emergency cardiac care, 
the likelihood that a victim will survive a cardiac arrest in-
creases when each of the following four links is connected:

• Early Recognition and Early access | The sooner 9-1-
1 or your local emergency number is called the sooner 
early advanced life support arrives.

• Early CPR | This helps maintain blood flow to the vital 
organs.

• External Defibrillator | A device ready for use when 
advanced medical personnel arrive.

• Early Advanced Life Support | Administered by 
trained medical personnel who provide further care and 
transport to hospital facilities.

Similarly, with QPR, the following Chain of Survival ele-
ments must also be in place:

• Early Recognition of Suicide | The sooner warning 
signs are detected and help sought, the better the out-
come of a suicidal crisis will be.

• Early QPR | Asking someone about the presence of 
suicidal thoughts and feelings opens up a conversation 
that may lead to a referral for help.

• Early Intervention and Referral | Referral to local 
resources or calling 1-800-273-TALK for evaluation 
and possible referral is critical.

• Early Advanced Life Support | As with any illness, 
early detection and treatment results in better outcomes.

Early Recognition
We cannot overemphasize the need for early recognition of 
suicide warning signs.
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A well-executed, strong and positive response to the early 
warning signs of a pending suicide event may render sub-
sequent links in the Chain of Survival unnecessary. Most 
people thinking about suicide are suffering from an undi-
agnosed and/or untreated mental illness or substance abuse 
disorder for which excellent treatments exist.

The prompt recognition of the scream of a smoke detector 
can eliminate the need to suppress a raging fire. In just that 
way, by recognizing early the warning signs of suicide, 
opening a supporting dialogue with a suicidal person and 
securing consultation a professional may prevent the need 
for an emergency room visit or psychiatric hospitalization.

Often times, the simple offering of hope and social and 
spiritual support can avert a suicide attempt entirely.

Different Crisis, Different Warning Signs
In CPR the general public is educated about the classic 
signs of a heart attack: pressure, fullness, squeezing and 
pain in the center of the chest, sweating, and other symp-
toms, and then taught how to respond.

In QPR the general public is educated about the known 
warning signs of a suicide crisis: expressions of hopeless-
ness, depression, giving away prized possessions, talking 
of suicide, securing lethal means, and then taught how to 
respond.

Who needs training?
In short, the more people trained in QPR, the more lives 
saved.

The city of Seattle, Washington and surrounding King 
County has trained more citizens in CPR per capita than 
any other region in the country. As result, CPR-trained 
citizens are more likely to respond to perceived medical 
emergencies in Seattle than in any other city in the United 
States, which leads to more favorable survival rates.

According to Sanddal and his colleagues (Sanddal, 2003), 
“In the Seattle cardiac care system it is estimated that one 
in four persons has been exposed to CPR training. One 
can conjecture that the recognition of, and survival from, 
an acute suicide event would be more likely if one in four 
persons were trained as a suicide lay gatekeeper.”

At the end of 2009, an estimated one million American cit-
izens have been trained in QPR by Certified QPR Instruc-
tors. Because of the nature of suicidal warning signs, and 
who is most likely to recognize and respond to them, we at 

the QPR Institute strongly concur with the goal of one in 
four persons trained a basic gatekeeper role for suicide pre-
vention in the United States and in other countries. Because 
suicides happen in families – where emergency interven-
tions are more likely to take place — we believe that at 
least one person per family unit should be trained in QPR.

How did QPR Institute begin?
Following a productive, three-year joint effort between 
Spokane Mental Health and the founder to launch a nation-
al suicide prevention training program, the Institute became 
an independent organization in July of 1999. In the early 
and developmental years, the QPR concept and associated 
training program that eventually lead to the founding of 
the Institute enjoyed considerable support and input from a 
wide variety of organizations and professional colleagues.

We wish to acknowledge Spokane Mental Health for their 
participation, funding and support, and also:

• The Washington Institute for Mental Illness Research 
and Training

• The State of Washington Department of Health

• The Spokane County Health Department

• The Intercollegiate School for Nursing Education

• Sacred Heart Medical Center

• Eastern Washington University School of Social Work

and many other fine organizations who have contributed 
ideas, staff time, research consultation and data collection 
services to our shared mission of suicide prevention.

For moral support in the early going, we especially wish to 
honor, thank and recognize two groups of very special peo-
ple who share our vision and mission. Both grassroots sur-
vivor of suicide organizations, Suicide Awareness\Voices of 
Education (SA\VE) and the Suicide Prevention Advocacy 
Network (SPAN USA) provided that all essential spark of 
encouragement that keeps hope alive and all of us working 
even harder to bring about the reality of preventing suicide.

We also wish to thank members of the American Associ-
ation of Suicidology for their contributions to the ideas, 
research and development of our suicide risk reduction 
tools and protocols.
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Managing Stress in Farm Country
Cyndie Shearing, Focus on Agriculture, American Farm Bureau Federation, August 26, 2020

Americans from all walks of life are struggling to cope with 
an array of issues related to the COVID-19 pandemic. Fear 
and anxiety about this new disease and what could happen 
is sometimes overwhelming and can cause strong emotions 
in adults and children.

But long before the pandemic hit the U.S., farmers and 
ranchers were struggling. Years of falling commodity 
prices, natural disasters, declining farm income and trade 
disputes with China hit rural America hard, and not just 
financially. Farmers’ mental health is at risk, too.

Fortunately, America’s food producers have proven to be a 
resilient bunch. Across the country, they continue to adopt 
new ways to manage stress and cope with the difficult situ-
ations they’re facing. A few examples are below.

In Oklahoma, Bryan Vincent and Gary Williams are part 
of an informal group that meets on a regular basis to share 
their burdens. 

“It’s way past farming,” said Vincent, a local crop consul-
tant. “It’s a chance to meet with like-minded people. It’s 
a chance for us to let some things out. We laugh, we may 
cry together, we may be disgusted together. We share our 
emotions, whether good or bad.”

Gathering with trusted friends has given them the chance 
to talk about what’s happening in their lives, both good and 
bad.

“I would encourage anybody – any group of farmers, 
friends, whatever – to form a group” to meet regularly, 
said Williams, a farmer. “Not just in bad times; I think 

you should do that regardless, even in good times. Share 
your victories and triumphs with one another, support one 
another.”

In Michigan, dairy farmer Ashley Messing Kennedy battled 
postpartum depression and anxiety while also grieving over 
a close friend and farm employee who died by suicide. At 
first she coped by staying busy, fixing farm problems on her 
own and rarely asking for help. But six months later, she 
knew something wasn’t right.

Finding a meaningful activity to do away from the farm 
was a positive step forward.

“Running’s been a game-changer for me,” Kennedy said. 
“It’s so important to interact with people, face-to-face, that 
you don’t normally engage with. Whatever that is for you, 
do it — take time to get off the farm and walk away for a 
while. It will be there tomorrow.”

Rich Baker also farms in Michigan and has found talking 
with others to be his stress management tactic of choice.

“You can’t just bottle things up,” Baker said. “If you don’t 
have a built-in network of farmers, go talk to a profession-
al. In some cases that may be even more beneficial because 
their opinions may be more impartial.”

James Young, a beef cattle farmer in Virginia, has found 
that mental health issues are less stigmatized as a whole 
today compared to the recent past. But there are farmers 
“who would throw you under the bus pretty fast” if they 
found out someone was seeking professional mental health, 
he said. “It’s still stigmatized here.”
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Farm State of Mind Campaign to Expand Impact in Rural Mental Health
Oklahoma Farm Report, February 28, 2020

Bayer and the American Farm Bureau Federation announce 
the transition of Bayer’s Farm State of Mind campaign, 
an initiative to raise mental health awareness among the 
farming community, to Farm Bureau. The campaign aims 
to reduce stigma surrounding the topic of mental health in 
rural communities and to provide relevant information to 
farm families on this important topic. Farm Bureau plans 
to combine the Farm State of Mind assets with those of its 
ongoing Rural Resilience campaign, expanding the reach 
and effectiveness of its rural mental health initiatives.

Challenging weather, destructive pests, trade disputes, labor 
shortages and market volatility over the past few years have 
brought an unprecedented level of pressure on America’s 
farmers. A 2019 Farm Bureau survey shows that an over-
whelming majority of farmers and farmworkers say finan-
cial issues, farm or business problems and fear of losing 
their farm negatively impact their mental health. In addi-
tion, 48% of rural adults said they are personally experi-
encing more mental health challenges than they were a year 
ago. Nearly one in three farmers doesn’t feel comfortable 
talking to friends or family members about solutions for a 
mental health condition.

“As a third-generation farmer, I’m familiar with the stress 
of farm life, and I’ve heard heartbreaking stories as I’ve 
traveled the country about warning signs missed and loved 
ones lost,” said AFBF President Zippy Duvall. “We’d like 
to thank Bayer for taking the initiative around this import-
ant topic and are excited to expand our impact by growing 
this campaign to connect even more farmers and ranchers 
with the resources they need.”

Complicating this issue is that many farmers are reluctant 
to talk about the effects of stress or seek help. The Farm 
State of Mind initiative provides farmers with resources, 
encourages conversations and reduces the stigma surround-

ing the issue of mental health. Transitioning this program 
to an organization as trusted as Farm Bureau will greatly 
expand its reach and effectiveness among farmers.

“Bayer recognized the need to help raise awareness on 
the important issue of mental health in farm communities 
– these are difficult conversations to have and our heart 
goes out to those individuals and families who have been 
impacted. That’s why we developed the Farm State of Mind 
campaign,” says

Lisa Safarian, President of Bayer Crop Science for North 
America, said, “It was important for us to provide infor-
mation and resources on the topic to those who needed it, 
but we quickly realized that this issue is much bigger than 
any one single company and no group is better positioned 
than Farm Bureau to take the lead on this campaign to help 
realize its full potential.”

The campaign is designed to encourage an open dialogue 
among farmers through social channels and offers a variety 
of tips, resources and referrals to address mental health 
needs. Farm State of Mind has already reached millions of 
farmers across the country and that number continues to 
grow.

Bayer is also providing Farm Bureau with a financial con-
tribution to help support the transition and future success of 
the Farm State of Mind campaign.

Find more information on Farm State of Mind at https://
www.fb.org/programs/farm-state-of-mind/?utm_source=-
Various&utm_medium=Various&utm_campaign=SAS_
FSOM&utm_content=FSO. Find more information on 
Rural Resilience at https://www.fb.org/programs/farm-
state-of-mind. 
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Parity: Without a level playing field, Oklahomans are dying
Zack Stoycoff, MPA, Senior Policy Director, Healthy Minds Policy Initiative

There was no reason Virginia Holleman’s son should have to die. 
At 17, her kind-hearted, fun-loving boy had developed a devastat-
ing addiction. Like thousands of Oklahomans who had died before 
him, she knew his life was in imminent danger.

Her insurance company didn’t think so.

Although addiction, or substance use disorder, is treatable and 
recovery happens every day, her insurer determined her son’s 
treatment was not medically necessary. They denied her claim, and 
Virginia was stuck with thousands of dollars in medical debt just to 
save her son’s life.

In fairness, it’s never fair to make sweeping generalizations about 
an entire industry based on one example. Every situation is different 
and a lot goes into whether any given claim is approved or denied. 
But the data show Virginia is not alone. 

A national study in 2019 found, undeniably, that Oklahomans are 
not seeing the benefits of existing law that requires “mental health 
parity” in insurance practices. Signed by President Bush in 2008, 
the federal Mental Health Parity and Addiction Equity Act requires 
insurers to treat illnesses of the brain, such as depression and 
anxiety, the same way they treat illnesses of the body, such as heart 
disease and diabetes.

But in late 2019, more than a decade after the law was signed, the 
Milliman research group found substantial problems with compli-
ance across the nation, including in Oklahoma. The report showed:

• Oklahomans must go out of network for outpatient mental 
 health care nine times more often than for other health 
 services, and seven times more for inpatient mental health 
 care. The effect of not having adequate mental health 
 providers in your  insurance plan’s network is that 
 consumers are forced to pay higher out-of-pocket costs or 
 go without treatment altogether.

• Provider reimbursements are skewed against mental 
 health, which limits access and provider availability for 
 everyone — not just those on  private insurance. Office 
 visits for primary care in Oklahoma are reimbursed 27 
 percent higher than for similar mental health visits. That 
 disparity is worse than the U.S. average of 23 percent.

• Despite the national suicide and opioid crises, mental 
 health and substance use treatment together account for 
 less than 3.5 percent of the total health care spent by 
 insurance companies.

These findings were not new. In fact, President Trump’s 2017 
opioid commission found that the insurance industry’s failure to 
provide fair and equal coverage had worsened the national opioid 
crisis. That commission recommended that states implement new 
transparency and reporting standards so that insurance plans better 

demonstrate compliance with the existing federal law. Oklahoma 
followed suit by passing those reporting requirements via Senate 
Bill 1718 in the 2020 state legislative session.

The reporting required by this law will help us pinpoint areas of im-
provement for future policy work and collaboration with insurance 
companies. But we already know the playing field is uneven, and 
that so much more work is ahead of us.

This work can be done collaboratively. In my experience, Okla-
homa insurance companies strive to be good community partners. 
They are well-meaning and want to do the right thing. All avail-
able data show that investing in mental health care reduces risk of 
developing costly chronic conditions, so mental health parity makes 
financial sense for insurers.

Across the nation, violations of mental health parity are not neces-
sarily intentional. They are systemic, often borne out of a compli-
cated system within large organizations where the left hand doesn’t 
always know what the right hand is doing. Common violations 
include imposing limits on in-network providers that don’t exist for 
other medical networks; having greater delays in credentialing new 
mental health providers; implementing more extreme utilization-re-
view tactics; and issuing lower reimbursement rates for mental 
health claims.

Many states have tackled these problems by proactively requiring 
insurers to demonstrate that their networks of mental health pro-
viders are on par with other provider networks; by requiring equal 
reimbursement across the board; funding ombudsman offices so 
that consumers can report suspected parity violations; or defining 
actual penalties for failing to comply with parity law.

Whatever we do in Oklahoma, it cannot wait. Virginia’s story had a 
positive ending. Her claim was approved after multiple appeals and 
a complaint to the state insurance commissioner, and her son lived. 
But Virginia works in home, auto and life insurance law. Oklaho-
mans shouldn’t need her knowledge of insurance procedures to 
obtain life-saving mental health care. Virginia’s story was featured 
earlier this year in The Oklahoman, and she remains a vocal advo-
cate for mental health parity. There are so many Oklahomans who 
have had her experience, but too many of their stories have not had 
happy endings.

The numbers are staggering. Oklahoma has 19.4 unintentional drug 
overdose deaths per 100,000 people. Meanwhile, suicide is our 
eighth-leading cause of death, and our rising suicide rate is 36 per-
cent higher than the national average, according to the Centers for 
Disease Control. These stats don’t come close to showing the full 
picture of mental health and addiction-related deaths in our state.
Let’s continue working toward a level playing field for mental 
health and addiction treatment, and let’s work collaboratively with 
policymakers and the insurance industry to make it happen. 
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Building Awareness, Developing Policies, Inspiring Oklahomans to Move Ideas Into Action!

2001- Competing in an Innovative World
Town Hall Chair: Cliff Hudson, SONIC, America’s Drive-In
2002- Oklahoma’s Health
Town Hall Chair: Cliff Hudson, SONIC, America’s Drive-In
2003- Oklahoma Resources: Energy and Water
Town Hall Co-Chairs: John Feaver, University of Science and Arts of Oklahoma; Howard Barnett, TSF Capital LLC; and Larry Nichols, Devon Energy Corp.
2004- Oklahoma’s Environment: Pursuing A Responsible Balance 
Town Hall Chair: William R. McKamey, AEP Public Service Company of Oklahoma
2005- Drugs: Legal, Illegal... Otherwise 
Town Hall Chair: Howard Barnett, TSF Capital LLC
2006- Strategies for Oklahoma’s Future
Town Hall Co-Chairs: John Feaver, University of Science and Arts of Oklahoma; and Larry Rice, Tulsa University
2007- Building Alliances: Tribal Governments, State & Local Governments And Private Sectors
Town Hall Chair: Douglas Branch, Phillips McFall 

2008- Oklahoma’s Criminal Justice System: Can We Be Just As Tough But Twice As Smart? 
Town Hall Chair: Steve Turnbo, Schnake Turnbo Frank PR
2009- Getting Ready For Work: Education Systems And Future Workforce 
Town Hall Chair: Howard Barnett, OSU- Tulsa
2010 May- Oklahoma Water- A Special Town Hall on Oklahoma’s 50 Year Water Plan
Town Hall Chair: John Feaver, University of Science and Arts of Oklahoma
2010 November- MUNI.OK.GOV- Addressing Municipal Governance
Town Hall Chair: Tom McKeon, Tulsa Community College
2011- Developing the Oklahoma Economy  
Town Hall Chair: Susan Winchester, The Winchester Group
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Town Hall Chair: Darryl Schmidt, BancFirst
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Town Hall Co-Chairs: C. Michael Ming, retired VP Baker Hughes, a GE company, and Stuart Solomon, retired President & COO of Public Service Company of Oklahoma
2021- Addressing Mental Health ~ Improving Mental Wellness 
Town Hall Chair: Howard Barnett, Jr., The Barnett Family Law Firm

Town Hall Conferences 
Topics covered at the Town Hall Conference from 2001 - 2021

A complete Library of Town Hall Resource Documents, Findings & Recommendation Reports can be found at www.okacademy.org
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