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The Impact of COVID-19 on Children’s Mental Health
Oklahoma Trends for Children’s Behavioral Health Since the
Onset of the Pandemic (Fall 2021 Update)
As the COVID-19 pandemic has evolved, Healthy Minds Policy Initiative has evaluated the
mental health impacts of this unique time. For Oklahoma as a whole, widespread stress, fear
about the virus, the loss of friends and family members, unemployment and social isolation have
resulted in an increase in anxiety and depression, suicide and substance use deaths.
Children and youth have experienced a unique and additional set of stressors during this time,
including school disruptions and separation from peers, teachers, extended families and
communities. These stressors have resulted in the loss of protective factors that promote
resiliency and improve chances for success in school and life. The resulting traumas, including
adverse childhood experiences, have the potential to linger into adulthood and could have farreaching, generational impacts across the state. In this report, we examine available data in an
attempt to quantify the emerging impacts on children and youth, and we offer
recommendations for a large-scale approach to mitigating this crisis.

Key Takeaways
•

COVID-19 has accelerated a crisis in children’s mental health. Already increasing before
the pandemic, the number of children and youth struggling with poor mental health in
Oklahoma has surged during the pandemic. Children’s mental health in Oklahoma may
be worsening at a faster pace than children’s mental health nationwide.

•

COVID-19 has revealed gaps in the mental health treatment system. Children with
suicidal thoughts and other psychiatric conditions have overwhelmed Oklahoma’s
hospital emergency rooms, exposing major gaps in the array of children’s behavioral
health services, including the crisis continuum.

•

Heightened trauma and prolonged stress could have far-reaching, generational
impacts. Stressors unique to the COVID-19 era—including deaths in the family, financial
hardship and fewer social supports because of “Safer-at-Home” orders and virtual
schooling—have compounded high levels of childhood trauma already present in
Oklahoma. This sets the stage for a potential long-lasting mental health crisis with
generational consequences that could negatively affect education, workforce
development, and criminal justice and health care systems.

•

Addressing the problem will require a whole-community approach. At the community
level as well as in public policy, Oklahoma must work to boost mental health crisis
services for children and youth and detect and treat childhood mental health conditions
in primary care and at school.
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Summary of Findings
Accelerating a Crisis in Children’s Mental Health
Prevalence Increases
Prior to the pandemic, an increasing number of children and youth nationally struggled with
poor mental health, and the majority did not receive treatment.
•
•

In 2017, an estimated 13% of youth ages 12–17 experienced at least one major
depressive episode, 60% of whom did not receive treatment.1
Youth Risk Behavior Survey responses from 2009 to 2019 showed a significant increase
in youth who reported persistent sadness or hopelessness and in youth who had
seriously considered, planned or attempted suicide.2

A review of Oklahoma’s children and youth mental health rankings, service delivery data and
mental health prevalence estimates shows that Oklahoma reflects these national pre-pandemic
trends, highlighting the growing need to address the mental health of Oklahoma’s children and
youth.
•
•
•

•

In 2021, Mental Health America (MHA) ranked Oklahoma 46th in the nation for youth
mental health and identified Oklahoma as one of two states with the largest increase in
youth mental health prevalence.3
The 2019–2020 Oklahoma Prevention Needs Assessment survey results show an
increase in the number of students experiencing depressive symptoms and thoughts of
suicide.4
During fiscal year (FY) 2020, the Oklahoma Department of Mental Health and Substance
Abuse Services (ODMHSAS) reported that more than 92,200 unduplicated children and
youth received Medicaid or state-funded mental health services in Oklahoma, almost
50% of whom (more than 45,200) were identified as having a serious emotional
disturbance.5
Mental health prevalence estimates for Oklahoma indicate that in any given year more
than 54,600 children and youth ages 6–17 will experience a major depressive episode,6
that almost 51,500 will struggle with a serious emotional disorder7 and that more than
24,800 will attempt suicide.8

The pandemic seems to be exacerbating this growing mental health need. The above data do
not account for the impact of the pandemic and therefore may underestimate the current
mental health needs of children and youth in Oklahoma. Nationally, MHA reported that
approximately 13% more youth ages 11–17 accessed mental health screenings in 2020 than
during 2019.9 This finding aligns with recent research on the impact of the COVID-19 pandemic
on the prevalence of mental health conditions in children and youth. A global meta-analysis of
mental health prevalence suggests that the number of youth experiencing mental health
difficulties during the pandemic has almost doubled.10
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COVID-19 and Death by Suicide in Children and Youth
Depression, social isolation, school problems, poor parental support and child maltreatment are
all potential consequences of the COVID-19 pandemic, as well as potential risk factors for youth
suicide. Medical and mental health providers consistently report pandemic-related increases in
emergency room visits and hospital admissions resulting from suicidal behaviors and other
mental health issues in children and youth. However, available data on the number of child
and youth deaths by suicide and overdose during the pandemic are incomplete and in some
cases contradictory.
•
•

Centers for Disease Control and Prevention (CDC) provisional data indicate that during
the third quarter of 2020, the suicide rate for youth ages 15–24 increased by two
deaths per 100,000. There was no change in the suicide rate for children ages 5–14.11
California’s Poison Control System reported an average monthly decline of 14% in
suicidal ingestions by youth ages 12–17 between March and May 2020. However, the
California Department of Public Health reported an increase in the number of children
and youth who died by suicide in 2020.12

COVID-19, Drug Overdose Deaths and the Prevalence of Substance Use Disorders in Youth
Data on drug overdose deaths for youth are similarly incomplete. State and national data
indicate that overdose deaths increased at the beginning of the pandemic and then leveled off
in fall 2020. Insurance claims data related to substance use and overdose from 2019 and 2020
are also consistent with this pattern.13,14
Substance use prevalence estimates for Oklahoma indicate that more than 13,991 children
and youth ages 6–17 will experience a substance use condition in any given year.15
•
•

Almost 5,264 will struggle with alcohol use, and more than 10,206 will struggle with
illicit drug use.
Approximately 2,247 youth will receive treatment for alcohol or drug issues, and
approximately 13,155 youth will need but not receive substance abuse treatment.

Gaps in the Mental Health Treatment System for Children, Youth and Their
Families
Over the last several decades, the number of children and youth seeking mental health crisis
care from emergency departments (ED) has increased.16 National, state and local data indicate
that COVID-19 and the measures taken to mitigate the spread of the disease, such as school
closures and “Safer-at-Home” orders, have only exacerbated this trend.
• INTEGRIS Health (INTEGRIS), Oklahoma’s largest not-for-profit health care system,
reports a 117% increase in inpatient pediatric (ages 6–17) admissions resulting from
suicide-related visits to the ED in 2021. Eight INTEGRIS emergency rooms admitted 332
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children and youth to pediatric inpatient beds because of suicidal thoughts or behaviors
between January and June 2021.17
St. Francis Health System in Tulsa reports an 84% increase in behavioral health
encounters at their Pediatric Emergency Centers (PEC) since FY 2019. Approximately
eight out of every 10 PEC behavioral health encounters are for suicidal ideations or
suicide attempts.18
Ascension St. John Hospital System data show a steady increase in pediatric emergency
room encounters since July 2018. This increase has continued throughout the pandemic.
Between March 2020 (the start of the pandemic) and August 2021, there were an
average of 18 pediatric behavioral health ED visits per month compared to 13
pediatric ED visits per month in the prior 18-month period (September 2018–February
2020). Mental health conditions were associated with the vast majority (77%) of all
behavioral health ED visits.19
A CDC analysis of suicide-related ED visits found that the average number of weekly
visits for females ages 12–17 was 26% higher for a four-week period beginning in late
July 2020 and almost 51% higher for a four-week period beginning in late February 2021
when compared to the same time periods in 2019. This trend is much less prevalent for
males of the same age and less apparent for young adults ages 18–25.20

This increase in the number of children and youth seeking mental health crisis care from EDs,
including care for suicidal behaviors may reflect worsening access to a strong continuum of
mental health services.21,22 Contributing factors may include a lack of mental health
professionals, limited or no care coordination, long wait times for services, a lack of
intensive/step-down services and supports and mental health stigma. A significant proportion
of pediatric ED encounters could be addressed in an outpatient setting by increasing access to
psychiatric consultation, mobile response and stabilization, intensive home and communitybased interventions and urgent crisis care, as well as by strengthening collaboration between
pediatricians, schools and mental health providers.

Heightened Trauma and the Loss of Protective Factors
The COVID-19 pandemic resulted in large and sudden increases in mortality rate and
unemployment as well as school closures and social distancing. Each of these factors has the
potential to negatively affect the health, well-being and safety of children and youth—
especially in Oklahoma, which already ranks at the top of the nation in adverse childhood
experiences (ACEs). Trauma from these experiences has a well-documented negative effect on
health and wellness, economic productivity and poverty later in life.
COVID-19, Parental Death and Grief and Loss
Bereavement estimates on the number of Oklahomans affected by COVID-19-related deaths
and the number of children and youth in Oklahoma who lost a parent help describe the
potential impact of grief and loss on this population.
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As of August 15, 2021, Oklahoma had 7,394 COVID-19-related deaths. As a result, an
estimated 570 Oklahoman children or youth lost a parent.23,24
COVID-19-related bereavement estimates suggest that more than 66,540 children,
youth and adults in Oklahoma have been affected by the COVID-19-related loss of a
family member or close relative.25

Community Impacts on Child Well-Being
Regular access to health care, housing stability and other social determinants of health have
important implications for children’s mental health.
•
•

•

Access to Health Care. Pulse Survey data from April 23–July 5, 2021, indicate that
323,962 households with children delayed medical care in Oklahoma.26
The Impact of Housing Instability. The number of Oklahoma families with children who
are struggling with housing insecurity continues to rise. Since October 2020, the average
number of households with children in need of stable housing has increased from
112,721 to 131,703 (16.8%).27
The Impact of Food Insecurity. Oklahoma families with children continue to experience a
persistent level of food insecurity. Between April 2020 and January 2021, a weekly
average of 31,251 households with children reported that they did not have enough
food. This number has decreased slightly to an average of 29,854 since January 2021.28

COVID-19 and Risk Factors for Abuse and Neglect
Economic and non-economic strain on families, such as unemployment, poor parental mental
health and social distancing, impedes a parent’s ability to meet their children’s basic needs,
elevates their level of stress and removes families from available community supports, all of
which increases the risk for child abuse and neglect.29 It is difficult to determine if economic
strain has increased the risk of unemployment because of inconclusive unemployment data.
However, Oklahoma adults in households with children have reported elevated levels of
anxiety and worry throughout the pandemic, which can increase the risk of child abuse and
neglect.30
Risk for Intimate Partner Violence
Children and youth who are exposed to domestic violence are at increased risk for depression,
anxiety, substance abuse, self-distractive or suicidal behaviors and chronic health problems. A
national comparison of domestic violence service calls between March and May 2020 to the
same period in 2019 showed a 7.5% increase in domestic violence calls.31

Education
To meet the educational needs of their students during the COVID-19 pandemic, the majority of
schools in Oklahoma shifted to distance or virtual learning. This approach combines digital
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learning opportunities with paper materials and relies on parents to provide additional
educational support, structure and supervision.
•

•

•

As of April 2021, 359 of 547 public school sites in Oklahoma reported offering all four
learning environments—distance, virtual, hybrid and traditional in-person learning—
at some point during the school year. An additional 84 public schools offered only
traditional in-person learning. The state’s seven virtual public charter schools offered
online learning exclusively.32
Pulse Survey data from August 19, 2020, through March 29, 2021, indicate that
approximately 60% of students in Oklahoma accessed education using online resources,
almost 70% used paper materials sent home and almost 20% experienced school
closures. Fewer than 20% of households with children reported that the COVID-19
pandemic did not affect how their children had received education.33
Pulse Survey data from April 14, 2021, through the end of the 2021 school year indicate
that almost 75% of Oklahoma’s students had returned to the classroom.34

The COVID-19 pandemic caused widespread disruption to traditional in-person learning, with
closed school buildings, altered school-based services and supports and disrupted learning. In
turn, this resulted in significant learning loss, increased risks to students’ health and well-being
and increased family stressors. These disruptions and the resulting consequences hit historically
disadvantaged students the hardest.
• Learning Loss. Results from a national research study on a cohort of elementary
students indicate that students are on average five months behind in math and four
months behind in reading.35
• Decreased Student Health and Wellbeing. The CDC found that elementary students
participating in virtual learning were more likely to experience a decrease in physical
activity, time outside and time with friends (either in person or virtually).36
• Increased Parent Stressors. The same CDC survey also found that parents of elementary
children who were participating in virtual learning were more likely to experience
emotional distress, difficulty sleeping, loss of work, concerns about job stability,
childcare challenges and conflicts between working and providing childcare. 37
• Increased Risk for Suicide. Youth with school problems were identified as 3.1 to 7.4
times more likely to attempt suicide than those without problems in school, depending
on gender and ethnic background.38

Recommendations: A Broad Approach
The scope of these issues is vast, and the responsibility for addressing them must be shared by
policymakers, educators, health and mental health care providers, and families. A broad,
collaborative approach with thoughtful strategic planning is necessary within each of these
settings. However, we issue several recommendations here for immediate steps that can be
taken by various stakeholders.
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Family and Community
Lead child-serving agencies should continue collaborative efforts (initiated at the onset of the
pandemic) to disseminate information that educates the community, caregivers and parents on
COVID-19; its impact on the mental health and well-being of children, youth and families; and
the availability of supports and services for mental health and basic needs.39
School-Based Mental Health Services
Broaden use of Multi-Tiered System of Support (MTSS) and the Interconnected Systems
Framework (ISF) in Oklahoma’s school districts, better linking schools and community mental
health providers together within a mutually accountable system that can ensure positive
outcomes and the effective use of resources. A full set of policy, legislative and system
recommendations for implementing this model of mental health coordination in schools can be
found here.
Implement an evidence-based, universal mental health screening tool to identify students in
need of mental health services and supports.
Offer school-based telehealth services to students in need of mental health services and
supports to increase access, especially in rural areas and areas with limited numbers of
providers.
Public schools in Oklahoma should prioritize ongoing implementation of the Oklahoma
Prevention and Needs Assessment (OPNA) and appropriately use the data. Schools can work
with ODMHSAS and the Oklahoma State Department of Education to use OPNA data to inform
prevention and treatment efforts that will limit negative impacts on educational and behavioral
outcomes. Additional information can be found here.
Pediatric and Primary Care Physicians
Expand the use of universal screening and treatment for behavioral health conditions in
routine health care, such as pediatric primary care settings. Use of integrated care models,
such as the Collaborative Care model and Screening, Brief Intervention and Referral to
Treatment, can be expanded through Medicaid and private insurance. A full overview of the
status of integrated care in Oklahoma, with policy and provider resources, can be found here.
Mental Health
Strengthen local capacity to implement ODMHSAS’s Children’s Mobile Crisis Response and
Stabilization system and anchor it in a continuum of evidence-informed, intensive, communitybased services and supports. This can be accomplished as part of the state’s efforts to
implement the 988 crisis call line and ensuing system enhancements.
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Discussion
The coronavirus disease 2019 (COVID-19) has been a prolonged population-wide traumatic
event that changed physical and social environments, thereby leading to higher rates of
isolation and loneliness, financial hardship, housing and food insecurity and interpersonal
violence.40 From the onset of the pandemic, children were recognized as a vulnerable
population directly affected by COVID-19 and the measures taken to prevent and control the
spread of the disease.41,42 For more than a year, children and youth in Oklahoma endured
“Safer-at-Home” orders, which resulted in school disruptions and separation from their peers,
teachers, extended families and communities. Many of these children and youth were living in
households hit hard by the pandemic economically, some were living with parents who
struggled with mental health and substance use conditions and others suffered adverse
childhood experiences, including the loss of a parent or loved one. The resulting feelings of
loneliness and isolation, along with toxic stress (i.e., strong, frequent or prolonged stress), loss
and trauma, have negatively affected the social and emotional well-being of Oklahoma’s
children and youth. These effects could have significant long-term impacts on their mental
health.
This report is the second of two reports that examine the impact of the COVID-19 pandemic on
the mental health of children and youth in Oklahoma. The first report, issued in October 2020,
used information from previous pandemics and other similar events to predict how the COVID19 pandemic might affect the mental health of children and youth. Presented in two sections,
this second report uses national, state and local data as well as provider accounts to describe
the impact that the pandemic has had on the mental health of children and youth.
The first section of this report focuses on three key areas affected by the COVID-19 pandemic.
Within this section, the first part surveys the effect of the pandemic on the prevalence of
mental health conditions in children and youth and includes information on deaths by suicide,
substance use and overdose, as well as emergency room use. The second part focuses on how
the pandemic’s disruptions to family life and the community have affected the mental health
and well-being of children, youth and their parents. This part includes information on parental
deaths and bereavement, child well-being and child abuse and neglect. The third part looks at
how pandemic-related disruptions to education, including virtual and hybrid learning, have
affected the social and emotional well-being of students and parents.
The second section of the report recommends several strategies that Oklahoma can implement
to mitigate the impact of the COVID-19 pandemic on the mental health of children, youth and
families.
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The Impact of COVID-19 on Children and Youth
Behavioral Health Outcomes
Pre-Pandemic Behavioral Health Prevalence
The COVID-19 pandemic has changed the lives of children and youth, exposing them to
prolonged stress and social isolation that have the potential to negatively affect their mental
health.43,44 No large-scale studies have been conducted on the effects of the COVID-19
pandemic on the prevalence of mental health conditions in children and youth. A handful of
international studies report increases in child and youth depression, anxiety, eating and
compulsive disorders, disruptions to mental health services and substantial unmet mental
health needs.45 Much of the available information related to the impact of the pandemic on the
behavioral health of children and youth is based on the direct observations of health care
providers. Provider reports and mental health screening data align with the research findings,
including substantial increases in depression and anxiety as well as in eating disorders, which
are driven by changes in eating and exercising routines.46,47
Prior to the pandemic, an increasing number of children and youth struggled with poor mental
health, and the majority did not receive treatment. In 2017, national estimates indicated that
approximately 13% of youth ages 12–17 experienced at least one major depressive episode,
60% of whom did not receive treatment.48 A review of the Youth Risk Behavior Survey
responses between 2009–2019 showed a significant increase in the number of youth who
reported experiencing persistent sadness or hopelessness and who had seriously considered,
planned or attempted suicide.49
The pandemic seems to be exacerbating this growing mental health need. Mental Health
America (MHA) reported that approximately 13% more youth ages 11–17 accessed mental
health screenings in 2020 than during 2019 (42% versus 29%). This age group was also more
likely than any other age group to score for moderate or severe symptoms of anxiety and
depression. Of the youth that completed the MHA screening, approximately eight in 10 scored
moderate to severe for anxiety, and nine out of 10 scored moderate to severe for depression.
On average, more than half (51%) of the youth who completed the depression screener in 2020
reported having suicidal thoughts half of the days or nearly every day during the previous two
weeks. December 2020 had the highest rate at 53%. A higher percentage (62%) of youth who
identified as LGBTQ+ reported frequent suicidal ideations in 2020.50
A review of Oklahoma’s children and youth mental health rankings, service delivery data and
mental health prevalence estimates shows that Oklahoma reflects national pre-pandemic
trends, highlighting the growing need to address the mental health of Oklahoma’s children and
youth.
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MHA’s 2021 State of Mental Health in America report ranked Oklahoma 46th in the
nation for youth mental health because of a high prevalence of youth mental illness and
low rates of access to care. MHA also identified Oklahoma as one of two states with the
largest change in youth mental health prevalence—youth experiencing severe major
depressive episodes increased from approximately 8% in 2016–2017 to almost 13% in
2017–2018.51
The 2019–2020 Oklahoma Prevention Needs Assessment survey results show an
increase in the number of students who reported experiencing depressive symptoms
and thoughts of suicide compared to the total from the 2017–2018 school year. The
number of students who reported attempted suicides remained the same.52
The Oklahoma Department of Mental Health and Substance Abuse Services
(ODMHSAS) reports that more than 92,200 unduplicated children and youth received
Medicaid or state-funded mental health services in Oklahoma during fiscal year (FY)
2020, almost 50% of whom (more than 45,200) were identified as having a serious
emotional disturbance (SED). The number of children and youth receiving mental health
services has increased steadily for the last decade (tables and charts below). The
number of children and youth who received mental health services between FY 2019
and 2020 and the number treated for an SED increased by 4%. From 2011–2020,
Oklahoma experienced a 44% increase in the number of children and youth who
received mental health services and an 83% increase in the number of children and
youth who received mental health services for an SED.53

All Children Receiving MH Services Through ODMHSAS Funding, FY11–FY20
Year

Oklahoma

Tulsa County

Oklahoma County

FY 2011

63,883

10,709

18,218

FY 2012

77,560

13,205

22,619

FY 2013

83,757

14,557

24,223

FY 2014

85,918

15,899

23,603

FY 2015

85,348

16,122

22,485

FY 2016

86,028

17,135

21,865

FY 2017

86,534

17,841

20,774

FY 2018

88,127

18,449

20,122

FY 2019

88,676

18,366

19,218

FY 2020

92,209

18,922

19,867
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All Children Receiving MH Services Through ODMHSAS Funding,
FY11–FY20
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Children With SED Served Through ODMHSAS Funding, FY11–FY20
Year

Oklahoma

Tulsa County

Oklahoma County

FY 2011

24,947

4,868

6,492

FY 2012

30,755

6,370

7,926

FY 2013

34,600

7,654

8,578

FY 2014

37,119

8,874

8,620

FY 2015

39,334

9,598

8,799

FY 2016

40,974

10,538

8,501

FY 2017

42,207

11,522

8,005

FY 2018

43,821

12,172

7,721

FY 2019

43,525

11,975

6,807

FY 2020

45,455

12,319

6,764
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Mental health prevalence estimates for Oklahoma54 indicate that in any given year
more than 54,600 children and youth between the ages of 6–17 will experience a major
depressive episode, almost 51,500 will struggle with an SED and more than 24,800 will
attempt suicide. Statewide mental health prevalence estimates and mental health
prevalence estimates for Tulsa and Oklahoma counties are provided in the table below.

Oklahoma County, Tulsa County and Statewide Mental Health Prevalence Data
Children and Youth (6–17) Estimates

Conditions

OK County

Total Population (6–17)

Tulsa County

Oklahoma

132,223

107,577

643,415

Ages 6–11

68,397

54,815

322,382

Ages 12–17

63,826

52,762

321,033

Major Depressive Episode55

9,826

7,952

54,609

Bipolar56

1,468

1,214

7,384

PTSD57

1,915

1,583

9,631

Co-Occurring MDE and SUD58

1,147

929

6,376

9

8

49

10,578

8,606

51,473

4,864

4,030

24,833

Mental Health Conditions

First Episode Psychosis (16–17)59
60

Serious Emotional Disturbance (Ages 6–17)
Attempted Suicide61

Because these prevalence estimates do not account for the COVID-19 pandemic and its
associated restrictions, they may underestimate the current number of children and youth in
Oklahoma who are experiencing mental health challenges. A meta-analysis comparing global
pre-pandemic mental health prevalence estimates (approximately 13% for depression and 12%
for anxiety) with the pooled prevalence of elevated levels of depression (more than 25%) and
generalized anxiety (approximately 21%) suggests that the number of youth experiencing
mental health difficulties during the pandemic has almost doubled.62
COVID-19 and Death by Suicide in Children and Youth
Suicide accounts for 15% of the deaths among youth and young adults ages 10–24 and is the
second leading cause of death for this same age group. It is the third leading cause of death
among youth ages 15–19.63 Depression, social isolation, school problems, poor parental support
and child maltreatment are all potential consequences of the COVID-19 pandemic, as well as
potential risk factors for youth suicide. Medical and mental health providers consistently report
pandemic-related increases in emergency room encounters and hospital admissions resulting
from suicidal behaviors and other mental health issues in children and youth.
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However, available data on the number of child and youth deaths by suicide and overdose
during the pandemic are incomplete and in some cases contradictory.
• Centers for Disease Control and Prevention (CDC) provisional data on suicide rates for
children and youth during Quarter (Q) 2 and Q3 of 2020—the first six months of the
COVID-19 pandemic—varied significantly by age breakout and period.64 The suicide
rates for children ages 5–14 during Q2 and Q3 remained the same as the previous year.
These rates are depicted on the right side of the graph below. In contrast, suicide rates
for youth ages 15–24 declined during the beginning of the pandemic (Q2) to the lowest
level in three years and then increased by two deaths per 100,000 during Q3. This was
the highest rate in three years. CDC data end at Q3 of 2020 and do not tell us whether
this increase continued through the end of 2020 and into 2021.
National Suicide Deaths - by Age (Rate per 100,000)
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California’s Poison Control System and Department of Public Health report
contradictory data on suicidal ingestions and completed youth suicide during 2020. The
state’s poison control system reported an average monthly decline of 14% in suicidal
ingestions by youth ages 12–17 between March and May 2020 when compared to the
same periods in 2018 and 2019.65 However, the Department of Public Health reported
an increase in the number of children and youth who died by suicide in 2020 when
compared to 2019 (134 vs. 108).66
A study conducted in a pediatric emergency department in Houston, Texas, examined
rates of positive results on suicide risk screens routinely administered in a pediatric
emergency department before and during the COVID-19 pandemic. The study found
significantly higher rates of suicide ideation in March and July 2020 and higher rates of
suicide attempts in February, March, April and July 2020 as compared to 2019. The
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authors note that because emergency department use was lower during the COVID-19
pandemic, direct comparison between 2019 and 2020 should be made with caution.67
COVID-19 and Drug Overdose Deaths and Substance Use Disorder Prevalence in Youth
Data on drug overdose deaths for youth are similarly incomplete. State and national data
indicate that overdose deaths increased at the beginning of the pandemic and then leveled off
in fall 2020. A comparison of Ohio mortality data for March–October 2020 to pre-COVID data
showed an initial spike in overdose deaths across all age groups in the state.68 By August 2020,
overdose deaths in Ohio had returned to pre-pandemic levels, followed by a slight increase in
September and October. The initial spike was largest for individuals 24 years and younger. At its
peak, the four-week average was more than two times higher than in 2018–2019 (42 versus
20.42 deaths). CDC provisional drug overdose death data (national) for youth and young adults
ages 15–24 follow a similar pattern, with steadily rising quarterly rates in 2019 through Q1
2020, followed by a sharp increase in Q2 2020.69
National Provisional Drug Overdose Deaths by Quarter (Ages 15 –24)
2,500
2,000

1,500
1,000
500
0
2019 Q1

2019 Q2

2019 Q3

2019 Q4

2020 Q1

2020 Q2

2020 Q3

Insurance claims data related to substance use and overdose from 2019 and 2020 are also
consistent with state and national patterns. The proportion of substance use disorder and
overdose claims as a percentage of total health care claims for youth ages 13–18 rose rapidly in
March and April 2020 but subsided by the end of the year.70 At its peak in April 2020, the
percentage of overdose claims was almost 120% higher than in April 2019.71
Substance Use Prevalence Estimates for Oklahoma72 indicate that in any given year more than
13,990 youth ages 6–17 will experience a substance use disorder, a little more than 5,260 will
struggle with alcohol use and more than 10,200 will struggle with illicit drug use. Based on
multiple national-level data sources, an estimated 2,240 youth will receive treatment for
alcohol or drug issues, and approximately 13,150 will need but not receive substance abuse
treatment. The table below provides estimates of mental health prevalence as well as
substance use disorder prevalence statewide and for Tulsa and Oklahoma counties.
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Oklahoma County, Tulsa County and Statewide Substance Use Disorder Prevalence Data
Conditions73
Total Population (6–17)

Children and Youth (6–17) Estimates
OK County

Tulsa County

Oklahoma

132,223

107,577

643,415

Ages 6–11

68,397

54,815

322,382

Ages 12–17

63,826

52,762

321,033

Substance Use Disorders

3,109

2,091

13,991

Alcohol Use Disorder

1,358

936

5,264

Illicit Drug Use Disorder

2,004

1,527

10,206

Methamphetamine Use

128

106

642

64

53

321

255

211

1,284

SUD Involving Methamphetamine Use74
SUD Involving Opioids75

Estimated Number of People Needing but Not Receiving SUD Services
Needing but Not Receiving Substance Use Treatment

3,025

2,070

13,155

Needing but Not Receiving Alcohol Treatment

1,384

898

5,322

Needing but Not Receiving Illicit Drug Use Treatment

2,000

1,473

9,469

COVID-19 Emergency Room and Hospital Admissions of Children and Youth
Children and youth mental health conditions are often unique and complex in their
presentation, and many emergency departments (EDs) are not equipped to deal with these
complexities. EDs often lack standards for assessing and treating mental health conditions, and
many physicians lack mental health training.76 Many EDs do not have a designated space for
crisis services or staff who know how to effectively intervene with children, youth or families
experiencing a crisis. EDs also lack access and connections to available community-based
mental health services, which can result in increased symptoms, further traumatization or the
use of restraints to ensure the safety of others in the ED.77
Children, youth and their families may also have to wait a long time to be assessed, to receive
medical clearance for psychiatric hospitalization or to be placed in an open inpatient psychiatric
bed, which further exacerbates an already stressful situation. Patients who are determined not
to need hospitalization are often sent home without plans or supports for obtaining mental
health services in the community; this puts them at risk for reoccurring crises, which makes the
ED the most likely place they will receive mental health supports.
Over the last several decades, the number of children and youth seeking mental health crisis
care from EDs, including care for suicidal behaviors, has increased when compared to general
ED visits and may reflect worsening access to a continuum of mental health services.78 This pre-

The Impact of COVID-19 on Children’s Mental Health

16

pandemic rise in pediatric ED visits resulted in increased ED lengths of stay, hospital
readmissions, delays in accessing mental health care and ED overcrowding.79 National, state
and local data indicate that COVID-19 and the measures taken to mitigate the disease, such as
school closures and “Safer-at-Home” orders, have only exacerbated this trend. The pandemicrelated increase in pediatric mental health ED visits further increases the likelihood that a child
or youth will experience a long length of stay and delayed access to appropriate care.
• A CDC analysis of suicide-related ED visits for youth and young adults ages 12–25 from
January 1, 2019, through May 15, 2021, found a decline in ED visits at the beginning of
the pandemic (March 29–April 25, 2020) as compared to the same period in 2019.80
Suicide-related visits for all youth and young adults began increasing in May 2020. By
July, the average number of weekly visits for females ages 12–17 was higher than the
previous year and surpassed males of the same age—more than 26% higher for a fourweek period beginning in late July 2020 and almost 51% higher for a four-week period
beginning in late February 2021. This increase is much less prevalent for males ages 1217 and less apparent for young adults ages 18–25. The CDC report does not provide
analysis of why this increase is specific to young females; it does specify that the suicide
rate for young people ages 15–24 is unchanged from 2019.
• A national cross-sectional study of incidence rates for suicide-related ED encounters
for youth ages 5–17 indicates that the incidence rate for suicide-related ED encounters
for youth in 2020 is comparable to 2019, except for a decrease for all youth during the
first three months of the pandemic and an increase among females between June and
December 2020. However, during the fall of 2020, the incidence rate for youth with no
previously documented mental health treatment history increased by approximately
129% when compared to same time frame in 2019. This increase may be the result of
measures to reduce the spread of COVID-19, which reduced access to previously
accessible community supports such as schools, religious organizations, physicians or
private therapists.81
• Children’s Hospital of Oakland (California) reported a large increase in the number of
children requiring emergency mental health services from May to December 2020, as
compared to the same period in 2019.82 This includes a 75% increase in children
requiring immediate hospitalization for mental health needs and a 130% increase in the
number of children requiring hospitalization for eating disorders. The number of youth
ages 10–17 at the ED with suicide-related concerns declined to a low of 42 in May 2020
but then increased to 93 in October 2020. In January 2021, University of California, San
Francisco Benioff Children’s Hospital reported the highest proportion of youth ED visits
related to suicidal complaints on record at the hospital.
• Similarly high levels of recent suicide-related youth ED visits were reported at Children’s
Hospital Colorado83 and Connecticut Children’s Medical Center.84
Locally, the reported increase in suicide-related ED visits by youth reflects the national trend.
INTEGRIS Health (INTEGRIS), Oklahoma’s largest not-for-profit health care system,85 reports a
117% increase in inpatient pediatric (ages 6–17) admissions resulting from suicide-related visits
to the ED in 2021. Eight INTEGRIS emergency rooms (ERs) admitted 332 children and youth to
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pediatric inpatient beds because of suicidal thoughts or behaviors between January and June
2021. Monthly pediatric inpatient admissions related to suicidal thoughts or behaviors ranged
from a low of 33 in January to a high of 76 in April. These admissions began to slow in May, and
this trend continued through June.
Baptist Medical Center ER in Oklahoma City and Health Edmond ER in Edmond recorded the
highest total number of pediatric admissions for suicidal thoughts and behaviors statewide at
77 and 68, respectively. The largest increases in suicide-related pediatric admissions were seen
at the Health Edmond ER (an approximate 163% increase between January and April 2021) and
Southwest Medical Center ER (an approximate 500% increase between January and May 2021).
Comparison data for the same period last year were not available.86

The increase in ER visits and pediatric admissions because of behavioral health issues has had a
significant impact on INTEGRIS Health’s ERs and inpatient medical facilities. Bed availability is a
significant problem. However, the solution is not to create more beds. INTEGRIS reports that
most of the pediatric patients seen in the ER for behavioral health reasons are referred to
inpatient treatment regardless of level of need, making inpatient admission the default option
for this population. This practice decreases perceived patient risk and moves patients out of the
ER to open beds to make room for more acute pediatric medical patients. This practice may
also reflect ER providers’ limited knowledge of community-based behavioral health resources
or their lack of confidence in the community-based services provided.
In addition to decreasing bed availability and utilizing valuable ER space, pediatric patients with
behavioral health complaints place increased demands on staff. All pediatric patients treated in
the ER and transferred to inpatient treatment are assigned a one-to-one sitter to ensure their
safety.87
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To understand and address the increase in suicide-related admissions, INTEGRIS completed a
chart review. They did not identify any staggering trends or patterns related to location or
specific causes. However, a review of the third-party statements included in the client’s chart
highlighted a significant number of incidents that appeared to be an escalated response to a
minor stressor that was caused by a lack of basic coping skills, suggesting a need for early
identification and access to social, emotional and skills training supports.
2021 INTEGRIS Health Pediatric Psychiatric Admissions for Suicide-Related
Behaviors
80
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Saint Francis Health System (St. Francis), a not-for-profit Catholic hospital operating exclusively
in Tulsa, Oklahoma,88 reported a dramatic increase in pediatric behavioral health encounters in
recent years at their Pediatric Emergency Center (PEC) and Children’s Hospital. A review of St.
Francis’s primary diagnostic ICD-10 codes related to mental illness, substance use disorders or
self-harm—as well as Multiple Severity-Diagnostic Groups codes related to behavioral health
conditions—confirms this increase. In 2017, more than 170 pediatric patients were admitted to
the Children’s Hospital for behavioral health concerns. In 2018, this number increased to more
than 250. Of the over 420 pediatric patients admitted between 2017 and 2018, more than 63%
were transferred to a psychiatric hospital or a distinct psychiatric unit of a hospital upon
discharge.89
St. Francis reports 744 behavioral health encounters in fiscal year (FY) 2020 and an annualized
estimate of 1,048 for FY 2021. This is an increase of 84% since FY 2019. St. Francis estimates
that approximately eight out of every 10 PEC behavioral health encounters are for suicidal
ideations or suicide attempts. St. Francis indicates that only one out of every four Children’s
Hospital pediatric patients were discharged home. The majority were discharged to Parkside
Psychiatric Hospital (29%), the Calm Center (27%), Cedar Ridge Behavioral Hospital (16%) and
Willow Crest Hospital (12%).90
St. Francis reports similar challenges to those noted by INTEGRIS when caring for pediatric
patients with behavioral health needs. A significant number of pediatric patients seen at the
PEC for behavioral health concerns are referred for inpatient treatment at the Children’s
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Hospital until a psychiatric placement can be found. These behavioral health-related admissions
increase the demands on the nursing staff who are tasked with ensuring patient safety and
managing challenging behaviors. St. Francis notes that they maintain a ratio of one patient to
one nursing staff for all pediatric patients admitted for behavioral health needs. This staff-topatient ratio limits the number of pediatric medical patients they can care for even when beds
are available. St. Francis reports that they have a small percentage (8% in 2018)91 of pediatric
patients who are medically cleared and remain in care for more than five days because of
difficulties finding an appropriate inpatient psychiatric placement, which further stresses the
system and delays access to appropriate care.92
Ascension St. John Health System (St. John) is part of Ascension, a national non-profit Catholic
health care system with locations in 19 states including Oklahoma.93 Similar to INTEGRIS, St.
Francis and national trends, St. John has experienced a steady increase in pediatric ED
encounters that started prior to the pandemic.94 The chart below summarizes the number of
pediatric behavioral health ED visits95 across all St. John hospital facilities in Oklahoma from July
2018 to August 2021. Since July 2018, ED visits have increased. On average, there were 18
pediatric behavioral health ED visits per month during the 18 months since the COVID-19
pandemic began (March 2020–August 2021), compared to 13 pediatric ED visits per month in
the prior 18-month period (September 2018–February 2020). Mental health conditions were
associated with the vast majority (77%) of all behavioral health ED visits.
The number of pediatric ED visits associated with substance use conditions remained relatively
stable, with only a slight increase in substance use-related visits in the past 18 months
compared to the 18 months prior to the COVID-19 pandemic. On average, there were two
substance use-related ED visits per month in the 18-months prior to the start of the COVID-19
pandemic, compared to three visits per month during the 18-month period since the pandemic
began.
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Among All Ascension St. John Facilities Statewide
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The following chart summarizes the diagnostic breakouts for mental health conditions
associated with pediatric behavioral health ED visits for the six prior six-month periods. During
the last six-month period, ED visits for mental health-related conditions peaked, and those that
were associated with suicidal ideations doubled compared to the prior period.
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Family and Community
The COVID-19 pandemic produced large and sudden rises in mortality rates and unemployment
as well as school closures and social distancing. Each of these increases and pandemic
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responses has the potential to negatively affect the health, well-being and safety of children
and youth.
COVID-19, Parental Death and Grief and Loss
The COVID-19 pandemic has led to a significant rise in mortality in the United States, leaving
many children and youth as well as their parents grieving the sudden loss of family members
and close relatives. Bereavement estimates suggest that for each COVID-19-related death,
approximately nine surviving family members or relatives are affected.96 The death of a family
member or relative and the resulting bereavement can lead to an elevated risk for physical and
mental health challenges and, for some individuals, can adversely affect their social, economic
and relational well-being.
It is difficult to determine the exact number of children and youth who have been affected by a
COVID-19-related death. Bereavement estimates on the number of Oklahomans affected by
COVID-19-related deaths and the number of Oklahoma children and youth who lost a parent
help describe the potential impact of grief and loss on this population. However, these
estimates do not take into consideration the loss of a stepparent, caregiver, teacher, coach or
any other significant adult, thereby underestimating the full impact of COVID-19-related deaths
on children and youth.
• As of August 15, 2021, Oklahoma had 7,394 COVID-19-related deaths.97
• More than 570 Oklahoma children or youth are estimated to have lost a parent to
COVID-19. Of those children and youth, approximately 155 are children between the
ages of 0–9, and 420 are youth between the ages of 10–17.98
• Estimates of the impact of COVID-19-related bereavement suggest that more than
66,540 children, youth and adults in Oklahoma have been affected by the loss of a
family member of close relative.99
The death of a parent can place a child at elevated risk for traumatic grief, depression, poor
educational outcomes and unintended death or suicide. Many of these consequences can
persist into adulthood.100 Children and youth react to death differently than adults. Younger
children may not understand that death is irreversible, and although children ages 5–9 may
begin to see death more as adults do, they do not believe it will happen to them or people they
know.101 Youth may have a more advanced understanding of death but still struggle with the
emotions of losing a loved one or close friend. They may often turn to their peers for support,
but during times of “Safer-at-Home” orders, they may not be able to reach out to their friends
in the usual ways (at school, visiting their homes). Death can aggravate personal and academic
challenges they may already be facing. The support that youth may have received from their
teachers, coaches and others at school or their faith communities may be lacking.
A parent’s or caregiver’s grief over the death of a sibling, spouse or parent can affect their usual
caretaking of the child or youth, adding to the confusion, shock and grief that the child or youth
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may experience.102 In the current atmosphere of social distancing and bans on large gatherings,
many children and youth may not have had the opportunity to participate in funeral or
memorial services. They may need alternative ways to recognize the death of a loved one, such
as visiting a gravesite, lighting a candle, saying a prayer or other ways that will help the child or
youth express their loss and grief.
Community Impacts on Children’s Well-Being
The COVID-19 pandemic has had a significant impact on the economy and altered many
families’ incomes. Many pandemic-related factors can interfere with a child’s or youth’s sense
of security and stability and access to nutritious food, health care and other basic needs: a
family member’s illness or death, the need for a caregiver to stay at home and support virtual
schooling, job loss or health care costs. Regular access to health care, housing stability and
other social determinants of health have important implications for children’s mental health.
• Access to Health Care. The COVID-19 pandemic has increased the likelihood that a child
or youth will struggle with a mental health challenge. Pediatric primary care providers
can be instrumental in recognizing and initiating (or providing) treatment for mental
health conditions in children and youth.103 Delaying preventative pediatric medical
appointments increases the likelihood that a mental health challenge will go
unrecognized and untreated. A national study of preliminary Medicaid and CHIP services
use data for children and youth 18 years and younger between March and May 2020
compared to data from the same time period in 2019 indicated that 22% fewer
vaccinations were administered to young children (ages 0–2), 44% fewer child
screenings were completed and 44% fewer outpatient mental health services were
provided even after accounting for telehealth services. 104
− Pulse Survey data from the April 23–July 5, 2021, period indicate that a significant
portion of U.S. and Oklahoma families delayed preventative medical appointments
for children because of the COVID-19 pandemic.105 In Oklahoma, 323,962
households with children delayed medical care over the past four weeks, including
21,709 black or African American households.
• The Impact of Housing Instability. Despite federal and CDC moratoriums on evictions,
housing instability continues to be a critical issue affecting families and children during
the pandemic. Housing instability—high housing cost in proportion to income, poor
housing quality, overcrowding and homelessness—places children and youth at higher
risk for health problems, mental health concerns, substance use, behavior problems and
poor school performance.106
− The number of families with children in Oklahoma who are struggling with housing
instability continues to rise. Since the last update (October 2020), the average
number of people in need (among households with children) has increased from
112,721 to 131,703 (16.8%). Among black or African American households with
children, the number of people in need increased from 12,637 to 15,479 (22.5%).
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The Impact of Food Insecurity. COVID-19 and the measures taken to mitigate its spread,
such as school closures, have significantly affected the need for food in the United
States. The Feeding America project estimated that one in seven American children may
have experienced food insecurity in 2020 and expects that one in six will experience
food insecurity in 2021.107 Limited availability of food can have a significant negative
impact on mental health outcomes in children and youth.108
− Despite federal, state and local efforts to help families meet their most basic needs
between April 2020 and the January 2021 winter peak of Oklahoma COVID-19 cases,
the average weekly number of people reporting that they did not have enough food
was 31,251. This number has decreased only slightly since the winter peak. The
average weekly number of people reporting that they did not have enough food
after the winter COVID-19 peak in Oklahoma was 29,854, indicating a persistence in
the overall level of food insecurity.

Average Number and Percentage of People in Need According to Food, Medical Care
Rent/Mortgage Payment Insecurity Among Households With Children (April 23, 2020–July
5, 2021)109
Food Insecurity—Often Not Enough to Eat
Households With Children
Black/African American Households Only

Number of
People

Percentage of
Oklahoma Residents

30,786

—

4,710

—

24,658

—

3,666

—

323,962

11%

21,709

10%

131,703

5%

15,479

7%

Food Insecurity—Children Often Do Not Eat
Households With Children
Black/African American Households Only
Medical Care Insecurity (“Delayed Medical Care”)110
Households With Children
Black/African American Households Only
111

Rent/Mortgage Payment Insecurity
Households With Children

Black/African American Households Only

COVID-19 and Risk Factors for Abuse and Neglect
COVID-19 and the resulting public health response have had the potential to cause changes in
rates of child abuse and neglect. Potential pathways for the COVID-19 pandemic to increase
child abuse and neglect include the following:112
• Economic strain, including unemployment, impedes parents’ ability to meet their
children’s basic needs.
• The erosion of parents’ mental health functioning and their elevated distress increase
rates of neglect and abuse.
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Social distancing removes community supports for families, raising risk of abuse and
neglect.

Data on economic and non-economic strains on families were reviewed to determine whether
the COVID-19 pandemic increased the risk for child abuse and neglect. In short, it is difficult to
determine whether economic strain increased the risk for child abuse and neglect. However,
non-economic strain on families resulting from the COVID-19 pandemic may have increased the
risk for child abuse and neglect.
• Economic Strain. National Health Survey data indicate that when the unemployment
rate increases, so does children’s risk for a broad array of mental health problems.113
However, the degree of pandemic-related economic strain for most employees turned
out to be less than initially predicted. Although unemployment rapidly rose to levels not
seen since the Great Depression, the duration of extreme unemployment was very
short, with levels quickly dropping to high unemployment. Also, extended
unemployment compensation resulted in an income increase for the median
unemployed worker. Data on unemployment are therefore inconclusive for predicting
levels of child abuse and neglect.
• Non-Economic Strain. Evidence shows that the non-economic consequences of the
pandemic have resulted in elevated levels of distress for Oklahoma parents. In
partnership with the U.S. Census Bureau, the National Center for Health Statistics
conducted periodic health surveys of households throughout the United States during
the pandemic period.114 Results limited to Oklahoma households with children show
elevated but declining levels of adult anxiety and worry throughout the pandemic. The
following time series graphs show the number of Oklahoma respondents in households
with children who selected responses that indicate the least or greatest levels of anxiety
or worry.
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As is clear in both graphs, during most of the pandemic, the number of respondents exhibiting
symptoms of anxiety far exceeded those without symptoms. This pattern appears to end in
April 2021. Nationwide, anxiety prevalence was approximately 30% during the pandemic for all
respondents, whereas in 2019, only 8.1% of adults had symptoms of anxiety disorders.115
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Data on Changing Levels of Abuse and Neglect
It is difficult to determine whether unemployment, financial hardship and the stress related to
the COVID-19 pandemic have led to an increase in the rate of child abuse and neglect. Based on
data involving removals, ED visits and hospitalizations for child abuse and neglect, there is no
evidence of significant change in the most severe types of child abuse. The decline in contact
with education personnel, in child welfare investigator access to families as well as in access to
EDs make it possible that less severe forms of child abuse and neglect increased during the
COVID-19 pandemic and were undetected. It is also possible that these less severe forms of
abuse decreased. But the most severe forms of abuse requiring hospitalization or removal do
not appear to have increased.
One approach to detecting changing levels of abuse and neglect is to examine reports of
potential abuse and neglect to child welfare agencies. Some research argues that a significant
decline in reporting may indicate rising levels of abuse, or at least rising levels of abuse that go
undetected and therefore are not responded to. Evidence shows that reporting of potential
abuse and neglect decline as schools close. During the school year, education personnel are
responsible for approximately 20% of all “screened-in”116 child abuse hotline calls. But reporting
declines to close to zero during the summer months when school is not in session. 117 For
reporting purposes, the extended COVID school shutdown is the equivalent of the summer
period, and the decline in face-to-face instruction allows for the possibility that lower-level
abuse and neglect would go unreported, which could lead to more severe cases. Reports of
child maltreatment from March through May 2020 in New York City followed this trend.118 The
same phenomenon is reported in Florida.119
The decline in reporting does not necessarily mean that a large number of actual cases of child
maltreatment went unreported. Although education personnel are responsible for the highest
number of screened-in cases, as compared to other categories of mandatory reporters, they
have the lowest number of substantiated reports.120,121 Only 11% of the screened-in reports
made by education personnel are substantiated. Of the remaining reports, 71% do not find a
victim, and 18% result in an alternative response. Using this information, some analysts
conclude that school closures are not likely to result in a wave of unidentified cases of abuse
and neglect because education personnel do not always correctly identify cases of abuse and
neglect.122 Declines in reporting are therefore inconclusive in determining whether child abuse
and neglect increased or decreased during the COVID-19 pandemic.
Another approach is to examine criminal court filings. Court filings happen after an
investigation has substantiated a report of child maltreatment. A recent study used Oklahoma
court filing data from January 1, 2010, to June 30, 2020, to estimate the expected volume of
criminal child abuse and neglect charges for February 2020 through June 2020. This estimate
was then compared to the actual volume of charges.123 The study found 25.7% fewer charges of
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abuse and neglect than what was predicted. The largest declines in filings were for sexual abuse
(expected 21, actual 10) and domestic violence in the presence of a minor (expected 42, actual
12). Although this method addresses the problems of reliability in using education personnel
reports of suspected abuse and neglect, the actual numbers are quite small for an entire state
over a five-month period and do not provide direct evidence of an underlying decrease in child
abuse.
A similar approach to determining whether the COVID-19 pandemic has increased abuse and
neglect is to examine the number of foster care placements during this period. Like court filings,
foster care placements only occur after a report of abuse and neglect has been investigated and
substantiated. Data from Florida’s child welfare information system show that the number of
youth placed in foster care declined 24% in April 2020 as compared to the forecasted number
based on the previous decade of data.124 The number of children and youth in Florida who were
removed from their parents as a result of abuse and neglect also declined from 1,101 cases in
2019 to 869 in 2020 (see the “Maltreatment” table in the “Additional Tables and Figures”
section at the end of the document). As with court filings, this decline in removals is consistent
with either an increase in the number of cases of “hidden” abuse or a decline in actual abuse
cases. To identify which is the case, another data source is needed.
Another possible indicator of changing levels of child maltreatment is ED visits and
hospitalizations related to child and youth abuse and neglect. National Syndromic Surveillance
Program data from the CDC show that ED visits for abuse and neglect declined by
approximately 50% from about 800 per week in April 2019 to 400 per week in April 2020. The
number of hospitalizations for abuse and neglect, which is a much smaller number (about 20
per week), did not change from 2019 to 2020.125 These patterns are consistent with either an
unchanging level of child abuse and neglect or a significant decline in willingness or ability to
bring children with less severe injuries to the ED because of the COVID-19 pandemic.
Similar results were found in a comparison of data from 52 children’s hospitals in the United
States from January 1, 2020, to August 31, 2020, to the same period in the three previous
years.126 During week 10 (mid-March) of 2020, the number of ED visits, both for all causes and
child abuse and neglect, dropped significantly. The level of abuse and neglect ED visits
remained below previous years through August.
Risk for Intimate Partner Violence
Children and youth who are exposed to domestic violence are at increased risk for depression,
anxiety, substance abuse, self-distractive or suicidal behaviors and chronic health problems.127
The stressors of constant fear, worry and economic uncertainties related to COVID-19 as well as
social distancing, shelter-in-place orders, remote working and virtual learning had a significant
impact of the number of domestic violence hotline calls during the first three months of the
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pandemic. A national comparison of domestic violence service calls for the 12 weeks between
March and May 2020 to the same period in 2019 showed a 7.5% increase. Calls were the
highest during the first five weeks of the period, when they increased by nearly 10% compared
to the same period in 2019. This increase is comparable to the effect of an upset loss by the
home sports team or a hot day.128

Education
Education can help build emotional resilience, positively affect life outcomes that decrease the
risk for mental health disorders and deliver school-based prevention programs.129 In addition to
education, schools provide access to social, mental health and physical health services. They
also provide families and children with activities that support healthy development.130 The
“Safer-at-Home” and social distancing orders addressing the spread of COVID-19 have
disrupted child and youth access to education. Many students did not return to in-person
school during the 2020–21 school year. The majority of those who returned did so well into the
school year. To meet the educational needs of their students, the majority of schools shifted to
distance or virtual learning, which combines digital learning opportunities with paper materials
and relies on parents to provide additional educational support, structure and supervision.
• A national analysis of students’ unfinished learning found that during the 2020–21
school year fewer than half (40%) of kindergarten through 12th-grade students were in
districts that offered any in-person learning. Many of the districts that did offer inperson learning shifted between virtual, hybrid and in-person classes to keep students
safe and provide an effective learning environment.131
• A national CDC survey of parents of elementary students ages 5–12 reports that
approximately 70% of Hispanic parents, 64% of non-Hispanic multiracial parents and
55% non-Hispanic black parents reported that their child participated in virtual
instruction versus approximately 32% of non-Hispanic white parents.132
• As of April 2021, 359 of 547 Oklahoma public school sites reported offering all four
learning environments—distance, virtual, hybrid and traditional in-person learning—at
some point during the school year. An additional 84 public schools offered only
traditional in-person learning. The state’s seven virtual public charter schools offered
online learning exclusively.133
• Pulse Survey data from August 19, 2020, through March 29, 2021, on households with
children indicated that an average of almost 60% of students in Oklahoma accessed
education using online resources, almost 70% used paper materials sent home and
almost 20% experienced school closures. During that same time frame, fewer than 20%
of households with children reported that the COVID-19 pandemic did not affect how
their children had received education.134
• Pulse Survey data from April 14 through June 7, 2021, on households with children
indicated that on average almost 75% of students had returned to the classroom. 135
The COVID-19 pandemic has severely disrupted traditional in-person learning, with closed
school buildings and altered school-based services and supports. These changes resulted in
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significant learning loss, increased risks to students’ health and well-being and increased family
stressors. These disruptions and the resulting consequences hit historically disadvantaged
students the hardest.
• Student Learning Loss.136 A comparison of spring 2021 i-Ready in-school assessment
results from a cohort of elementary students from 40 states to pre-pandemic results
indicates that students are on average five months behind in math and four months
behind in reading. This lag in learning or unfinished learning can leave students without
key knowledge building blocks. Students who have not mastered key knowledge
building blocks prior to moving from one grade to the next are less likely to be prepared
to succeed, and those who repeat a grade are more likely to drop out. Students in
majority-black and predominantly low-income schools were the furthest behind. On
average, these students experienced learning losses ranging from six months in math to
six months in reading.
• Decreased Student Health and Wellbeing.137 When comparing the survey responses of
parents of elementary children receiving virtual instruction to those of parents of
elementary children receiving in-person instruction, the CDC found that children
participating in virtual learning were more likely to experience a decrease in physical
activity, time outside and time with friends (either in person or virtually). A decrease in
physical activity and an increase in social isolation can increase a child’s risk for
depression and anxiety as well as other physical health conditions. This may be why
reports suggest that this group of elementary students experienced worsening mental
or emotional health.
• Increased Risk for Suicide.138 Youth with school problems were identified as 3.1 to 7.4
times more likely to attempt suicide than those without problems in school, depending
on gender and ethnic background. Conversely, academic success has been found to
mitigate the suicide rate associated with social isolation when combined with other
protective factors.
• Increased Parent Stressors.139 The CDC survey of the parents of elementary school
students also found that parents of children who were participating in virtual learning
were more likely to experience emotional distress, difficulty sleeping, loss of work,
concerns about job stability, childcare challenges and conflicts between working and
providing childcare. Chronic stress can negatively affect the physical and mental health
of both children and parents, especially if they are without economic and social
supports, which contributes to a widening of educational and health disparities.

The Impact of COVID-19 on Children’s Mental Health

30

What Can Be Done to Protect Children’s Mental Health?
(Recommendations)
The Healthy Minds Policy Initiative recommends that local and state child-serving systems in
Tulsa and Oklahoma partner to prioritize the mental health and wellness needs of children,
youth and their families. We believe that a whole-community, integrated response built on the
community’s current system of mental health, education, basic needs and other psychosocial
supports is required to successfully reduce the impact of the COVID-19 pandemic on the mental
health and well-being of Oklahoma’s children and youth and the adults who support, teach and
care for them. We encourage Oklahoma to use its recovery from this unprecedented time as a
means to strengthen children’s mental health services for the future. Our recommendations are
organized within the following domains: Family and Community, Schools, Pediatric Health
Providers and Mental Health.
These recommendations are provided to inform relevant conversations but do not represent a
comprehensive plan or strategy for policy solutions, community services or school-based
supports needed to address children’s mental health during the COVID-19 pandemic. In many
cases, these recommendations are informed by work occurring in the state that should be
supported, expanded or modeled. These recommendations do not negate those proposed in our
October 2020 report The Impact of Coronavirus Disease 2019 (COVID-19) on Child and Youth
Mental Health. They are meant to strengthen, align or build on them.

Family and Community
Recommendation 1: Lead child-serving agencies should continue collaborative efforts (initiated
at the onset of the pandemic) to disseminate information that educates the community,
caregivers and parents on COVID-19; its impact on the mental health and well-being of children,
youth and families; and the availability of supports and services for mental health and basic
needs.
*This recommendation is a carry-over from the last report but continues to be critical to meet
the mental health needs of children and youth in Oklahoma.
Children and youth thrive in families that feel supported by communities that understand and
respond to their needs. An integrated community outreach plan should include strategies that
address the unique characteristics and needs of communities of color, areas of high poverty
and rural and tribal communities. It should be rooted in existing infrastructure, such as
Oklahoma’s 211 Helpline and the current mental health crisis system. It should engage trusted
community leaders, churches, schools and primary care providers and include evidence-based
approaches. The plan should recognize the impact of stigma and be informed by families and
community data. It should encourage community providers to develop and disseminate a
unified message on the impact of the COVID-19 pandemic on the mental health and well-being
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of children, youth and their families. The plan should also recognize that families will need to
address their safety and basic needs while they adopt self-care and coping strategies and
participate in the services they need to return to normalcy.
Several state and local resources, initiatives and programs are available to support the
development and implementation of an integrated community outreach plan. A few of these
are listed below.
The Oklahoma Department of Mental Health and Substance Abuse Services Resources
The Oklahoma Department of Mental Health and Substance Abuse Services (ODMHSAS) has
universal, evidence-based suicide and self-harm interventions that should be considered when
developing a community outreach plan.
• Youth Mental Health First Aid Training. Youth Mental Health First Aid training has been
shown to improve participants’ attitudes toward and perceptions of mental health.
Participants are trained how to respond to a youth who is experiencing an acute mental
health crisis or is in the early stages of a chronic mental health problem.
• Kognito Interactive Online Training. Kognito is an evidence-based, trauma-informed
online training for teachers of kindergarten to 12th-grade students. It allows teachers to
role-play simulated conversations with students who are at risk of suicide.
• QPR (Question, Persuade and Refer) Gatekeeper Training for Suicide Prevention.
Gatekeepers are parents, friends, teachers, coaches or caseworkers who are
strategically positioned to recognize and refer a person who is at risk of suicide. QPR
Gatekeeper training teaches gatekeepers the warning signs of a suicide crisis and how to
respond.
• Faith.Hope.Life. The Faith.Hope.Life campaign provides members of the faith
community with communication aids and spiritual resources to promote spiritual health,
prevent suicide and provide support for friends and family after a suicide event.
Community HOPE Centers140,141
Oklahoma’s Governor Stitt and the CARES Forward Team allocated an initial $15 million to
establish 30 Community HOPE Centers. The Oklahoma Department of Health Services and
Oklahoma University–Tulsa Hopes Research Center will partner with existing community
organizations to provide critical services and supports to children ages 5–18 and their adult
caregivers, using the science of hope and resiliency as their foundation. Each HOPE Center will
be staffed by mental health professionals and Oklahoma Department of Health Services staff.
These centers will provide trauma-informed mental and emotional health services; enrichment
activities to combat social and emotional distress; two meals, a snack and nutritional resources
to children and youth during weekends; wraparound support; and assistance with benefits. The
HOPE Centers will also work with students to help facilitate their engagement in virtual
learning, including help with homework. The goal of the Community HOPE Centers is to
mitigate the negative impact of the COVID-19 pandemic on children and youth in Oklahoma.
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Schools
Recommendation 2: Continue to prioritize and build on the implementation of a Multi-Tiered
System of Support or Interconnected Systems Framework to systematically integrate mental
health services and supports into all levels of the framework and to ensure that all current
school-based mental health programs are integrated.
Oklahoma is in the process of implementing a Multi-Tiered System of Supports (MTSS)
framework statewide. Successful implementation of MTSS and Interconnected Systems
Framework (ISF) will provide a framework for supporting the social and emotional health needs
of all students, from prevention to intensive intervention. Through the work of schools, school
districts and community mental health providers, the foundation for collaboration is in place at
the state level as well as at the local level.
Multi-Tiered System of Supports. The Oklahoma State Department of Education (OSDE) Offices
of Student Support and Special Education, the Osage County Interlocal Cooperative and the
Oklahoma City Public School Compact’s Embrace OKC—in partnership with ODMHSAS
Prevention Services—lead the majority of the state and regional MTSS efforts that address
student social, emotional and mental health in Oklahoma. Four additional MTSS projects are
spearheaded at the district level (Tahlequah Public Schools, Talihina School District, Tulsa Public
Schools and Grandview Public School). Seven federal grants and two local philanthropic
organizations support these efforts.
Together, these organizations provide funding and support for training and technical assistance
to approximately 13% (240 of 1,783) of traditional schools across 10% (49 out of 509) of
Oklahoma’s traditional school districts.142,143 These schools and districts serve approximately
19% (130,000 of 700,000)144 of students in Oklahoma. Most of Oklahoma’s MTSS
implementation efforts target individual schools scattered across rural and suburban school
districts. The initiatives provide a foundation for expanding MTSS statewide and should be
aligned to streamline implementation and resource sharing.
Oklahoma School Counselor Corps. OSDE is awarding grants to 181 school districts across the
state to hire school counselors and school-based mental health professionals to address the
trauma and mental health needs of children that have been exacerbated as a result of the
COVID-19 pandemic.145 Over $35 million in federal relief funds will fund about half of the cost
of the salary and benefits of the positions through the 2023–24 school year. OSDE will also hire
five regional positions to provide training and support.
Ready Together Oklahoma: An Action Plan for Supporting Students Through the Pandemic
and Beyond
OSDE has developed the Ready Together Oklahoma: An Action Plan for Supporting Students
Through the Pandemic and Beyond comprehensive plan, which includes resources and
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strategies to help students succeed. It is organized in five sections: Student Learning and
Success, Prioritizing Health and Well-Being, Ensuring Equity for All, Supporting Teachers and
Leaders and Embracing Families and Communities. Guidance documents are posted on the
plan’s web page.146
The Prioritizing Health and Well-Being section provides guidance to schools on the importance
and implementation of systems that foster social and emotional learning (SEL) for students.147
The section also provides action steps and resources for achieving school-wide SEL, attending to
equity, prioritizing adult SEL and self-care, integrating SEL throughout the academic day and
reviewing and evaluating the ongoing practices. School-wide SEL can be part of the prevention
and early intervention tier of MTSS and ISF.
School and community partnerships with mental health providers, a cornerstone of MTSS and
ISF, are also discussed as a strategy to increase a school’s capacity to address the mental and
behavioral health needs of students.148 The plan also recommends partnering with community
agencies to provide SEL opportunities and to address crisis needs.
Recommendation 3: Implement an evidence-based, universal mental health screening tool to
identify students in need of mental health services and supports.
OSDE’s Ready Together Oklahoma plan stresses the importance of using mental health
screening tools to determine student needs. Once schools have gauged the level of need, they
can consider contracting or hiring school-based mental health professionals to address that
demand.149 Universal mental health screenings should be completed as part of a
comprehensive, systematic approach to addressing social and emotional well-being and mental
health, one anchored in knowledge, policies and procedures that recognize the importance of
student mental health and well-being and that include targeted follow-up resources.
Oklahoma’s public-school districts and schools should adopt a formal process for referring
students in need to services and supports that are embedded in an MTSS or ISF.
Recommendation 4: Offer school-based telehealth services to students in need of mental
health services and supports to increase access, especially in rural areas and areas with limited
numbers of providers.
During the pandemic, as schools shifted to virtual learning, they also shifted to providing
services through telehealth as a way to address access issues.150 The greatest expansion in
telehealth services during the pandemic was in behavioral health services, and these services
were important in addressing mental health needs exacerbated during the pandemic.151 In a
joint bulletin, the Substance Abuse and Mental Health Services Administration (SAMHSA) and
the Centers for Medicare & Medicaid Services (CMS) identified telehealth as a best practice in
increasing access to address mental health and substance use issues in schools.152 Telehealth is
also identified as a mechanism for addressing workforce shortages and expanding access in
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rural settings. OSDE’s Ready Together Oklahoma plan recommends as an action step the
provision of school-based telehealth services. Although the availability of telehealth can
increase access to services for some students, those without access to the resources and
technology needed to access telehealth, including broadband, may not be able to benefit from
it.
Recommendation 5: Public schools in Oklahoma should prioritize ongoing implementation of
the Oklahoma Prevention and Needs Assessment (OPNA) and use data to identify schools that
are at greater risk for the impacts of the COVID-19 pandemic based on the number of their
students who have significant risk factors and limited protective factors.
HB 1103 expands the use of the OPNA in Oklahoma schools. Previously, about half of Oklahoma
schools implemented the survey, which collects information from 6 th-, 8th-, 10th- and 12th-grade
students on issues such as alcohol, tobacco and other drug use; mental health; and violence.
Administered every two years, the survey can provide information to schools and districts to
plan for prevention and intervention strategies. The OPNA, coupled with the Panorama survey
for SEL, or another SEL screening tool, will allow districts and schools to gather data on student
mental health, well-being and risk and protective factors. Data from the OPNA conducted
during the 2019–20 school year should be used to help develop MTSS for mental health and
wellness in schools and districts.

Pediatric Health Providers
Recommendation 6: Expand the use of universal screening for behavioral health conditions in
routine health care.
As children and youth return to school, they may exhibit symptoms of anxiety, depression and
grief or behaviors that result from these underlying conditions or substance use. A small
percentage of children and youth may experience psychosis. It is critical to implement universal
screening for behavioral health conditions as part of their routine health care. ODMHSAS offers
strategies for primary care providers to screen, treat and refer children and youth with
behavioral health conditions.
Conduct Universal Screening for Substance Use. Institute universal Screening, Brief
Intervention and Referral to Treatment (SBIRT) for children and youth ages 12 and older in all
pediatric primary care settings, Federally Qualified Health Centers, urgent care centers and
school-based clinics. The National Institute of Alcoholism and Alcohol Abuse recommends that
screening for alcohol use should begin at age 9 or as soon as children can be interviewed
alone.153 SAMHSA describes SBIRT as “a comprehensive, integrated public health approach to
the delivery of early intervention and treatment services for persons with substance use
disorders, as well as those who are at risk of developing these disorders.”154 The research
evidence found that SBIRT offers a prevention message to youth before they try substances and
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identifies high-risk youth who misuse substances early, thereby reducing the impact of
substances on physical health and reducing overall costs of health care.155
To diminish concerns about singling out the youth as a substance user, SBIRT screening can
occur when the pediatric provider checks for vital signs and other health conditions as a normal
part of the exam. If the youth reports any substance use, brief interventions take about five to
10 minutes to help the youth understand the health consequences of substance misuse. If the
youth reports misuse of substances, then there is follow-up through brief treatments (typically
about five to 12 sessions to support the youth in finding other ways to socialize or address their
feelings).156 If the child or youth reports serious misuse, then referral to a behavioral health
specialist should occur. SAMHSA’s toolkit and other resources from the National Council for
Behavioral Health provide implementation guidance and assistance with workflows. Pediatric
primary care practitioners can seek reimbursement for SBIRT through commercial insurance
Current Procedural Technology, Medicare G codes and Medicaid Healthcare Common
Procedure Coding System.157
Recognizing the importance of SBIRT, ODMHSAS, in collaboration with the Oklahoma Primary
Healthcare Improvement Cooperative, is enrolling primary care practices in the SBIRT OK
Initiative, which provides training, access to resources, materials and coaching.158 This initiative
also promotes screening for anxiety and depression. Implementing universal screening for
substance misuse, anxiety and depression is a critical strategy to address the needs of youth
recovering from the stresses of the COVID-19 pandemic. ODMHSAS should be supported to
expand their SBIRT OK Initiative, including their work with the Oklahoma Primary Healthcare
Improvement Cooperative.
Expand Collaborative Care and Other Integrated Care Models for Treatment of Depression
and Anxiety in Pediatric Primary Care Settings. The improved outcomes achieved nationally
through integration of physical and behavioral health care have resulted in various models that
integrate behavioral health professionals and care managers into primary care practices. As
noted by the Advancing Integrated Mental Health Solutions (AIMS) Center at the University of
Washington, integration of behavioral health is convenient for patients, reduces stigma and can
build on existing physician relationships. Collaborative Care, first developed by the University of
Washington, is an evidence-based integration model for adults that embeds behavioral health
professionals with primary care providers to function as a team for the treatment of mild to
moderate behavioral health conditions, such as anxiety and depression.159 This model requires
adaptation for children, youth and their families. A child psychiatrist (or other licensed child
prescriber, or a general psychiatrist if a child prescriber is not available) and a behavioral health
care manager with training in social work, nursing or psychology should join the pediatric
primary care provider and operate as a team. Together, they can determine a treatment plan,
provide evidence-based medication, psychosocial treatments and regular psychiatric case
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consultation. Treatment planning should include the child/youth and family as part of the
treatment team.
The American Psychiatric Association identified these adaptations, other criteria and specific
resources that adapt Collaborative Care for children, youth and their families. For example, two
other adaptions include enhancement of clinical screening for pediatric behavioral health
conditions and guidelines for the type of conditions the clinic will serve through Collaborative
Care.160 Typically, the Collaborative Care team refers children and youth who require intensive
home and family-based services, or have multisystem involvement, to more intensive service
models.
Because of the success of the Collaborative Care model, the American Psychiatric Association
has developed reimbursement codes for Medicare, commercial insurance and Medicaid.
Information on the service components and billing is available through CMS’s Medical Learning
Network.161 Other models of primary care/behavioral health integration are operational in
Oklahoma and may also be eligible for insurance reimbursement. Collaborative Care is
highlighted in this paper as an example of an effective integrated care approach because of its
research base and the wealth of implementation guidance cited and available through the
American Psychiatric Association, the University of Washington AIMS Center, the National
Council for Mental Wellbeing (formerly the National Council for Behavioral Health) and CMS.
The guidance available applies to other integrated care models.
Support the Oklahoma Child Psychiatry Access Program. ODMHSAS, in partnership with
Oklahoma State University Center for Health Sciences and with assistance from Healthy Minds
Policy Initiative, was recently awarded funding from the Health Resources & Services
Administration (HRSA), to create a new statewide, regionally based Oklahoma Child Psychiatry
Access Program (OKCPAP). Regional teams of infant, child and adolescent psychiatrists; licensed
mental health professionals; licensed care coordinators; and navigators would provide
telehealth services, teleconsultation, education, written follow-up to consultation and referrals.
HRSA, recognizing the positive impact of the Child Psychiatric Access Programs that were
developed first in Massachusetts and expanded to other states, issued a notice of funding
availability to help promote behavioral health integration into pediatric primary care. If the
grant is successful, OKCPAP will increase access to behavioral health care by expanding the
capacity of pediatric primary care providers to detect, assess and treat children and youth with
mild to moderate behavioral health conditions. It also aims to improve access to additional
community supports and specialty behavioral health care when necessary. OKCPAP will expand
the array of consultation, education, technical assistance and referral supports available to
Oklahoma pediatricians, primary care and family practice physicians and nurse practitioners. It
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will provide infant and early childhood consultation to build a statewide foundation for
prevention and early intervention. A strength of the program is the goal of linking together
existing resources to provide a statewide network over the five-year duration of the grant. This
important program will need legislative support and committed funding to sustain and expand
its capacity.

Mental Health
Recommendation 7: Strengthen local capacity to implement ODMHSAS’s Children’s Mobile
Crisis Response and Stabilization system (CMRS) and anchor it in a continuum of evidenceinformed, intensive, community-based services and supports.
Mental Health Crisis Services for Children, Youth and Their Families. A strong behavioral
health services array includes a continuum of crisis response and stabilization services that
provide support for children, youth and families experiencing crises, traumatic events or
heightened emotions that affect their ability to function or cope.162,163 Within this continuum
and in coordination with the community and natural supports, crisis service providers work
closely with the child or youth and family to decrease distressing symptoms, address risky
behaviors, identify potential triggers and learn skills to effectively deal with future crises. For
many children, youth and their families, crisis services act as the front door to mental health
services, making the availability of a continuum of quality crisis services extremely important.164
A crisis care continuum for children and youth within an ideal system extends beyond these
attributes to include the following service components:
• A mobile response team for children, youth and families that can provide limited
ongoing in-home support, case management and direct access to out-of-home crisis
supports (for example, see Wraparound Milwaukee’s Mobile Urgent Treatment Team,
Connecticut’s Emergency Mobile Psychiatric Services or New Jersey’s Mobile Crisis
Services)165,166
• Screening, assessment, triage, ongoing consultation, time-limited follow-up care and
linkages to transportation, supported by protocols and electronic systems to
communicate results across professionals and systems to determine the appropriate
level of services
• Coordination with emergency medical services
• First Episode Psychosis identification and treatment
• Crisis telehealth and phone supports
• An array of crisis placements tailored to the needs and resources of the local system of
care, including options such as:
− In-home respite options
− Crisis foster care (placements ranging from a few days up to 30 days)
− Crisis respite (one to 14 days)
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− Crisis stabilization (15 to 90 days) with capacity for one-on-one supervision
− Acute inpatient care
− Linkages to a full continuum of empirically supported practices
Mobile Response and Stabilization Services (MRSS)167 is considered a best practice for
supporting children, youth and families in crisis. MRSS is designed to maintain children and
youth in their current living situation and community environment by reducing the need for
out-of-home placement. It promotes and supports safe behaviors at home and in school, and it
reduces visits to emergency departments and admissions to inpatient facilities, detention
centers and residential treatment centers. MRSS also helps families access ongoing supports,
including intensive home and community-based services. The MRSS model differs from
traditional mobile crisis response team services in that the child, youth or family defines the
crisis. In-person mobile response services are provided within 60 minutes to all families who call
the crisis line, unless otherwise requested by the family. Stabilization services help the child or
youth maintain daily activities, link the family to community and clinical supports and are
provided for up to eight weeks.
Strengthen Local Capacity to Implement Oklahoma’s Children’s Mobile Crisis Response and
Stabilization System. ODMHSAS redesigned its mobile crisis response services to meet the
needs of Oklahoma’s children, youth, young adults and their families. The resulting CMRS is
part of the state’s continuum of care.168 The purpose of CMRS is to provide rapid, communitybased mobile crisis intervention for children, youth and young adults ages 25 and younger who
are experiencing behavioral health or psychiatric emergencies. It is designed to de-escalate
crisis; prevent possible inpatient hospitalization, detention and homelessness; and restore
youth to a pre-crisis level of stabilization.169,170 The following core components are key to
CMRS’s design:
• Child, youth or family defines the crisis.
• All families who contact the crisis line receive a face-to-face or telehealth visit between
60 minutes to 72 hours after contact, unless declined by the family.
• The mobile response team comprises peer support specialists, care coordinators and a
licensed clinician.
• Eight weeks of stabilization services are offered. These can include behavioral health
aids, family support and training, case management, therapy, psychiatric consultation,
medication management and consultation and health and wellness counseling.
ODMHSAS has been working to expand CMRS since it was initially implemented in three
counties in 2017. To date, 20 counties in Oklahoma are providing mobile response through
CMRS.171 During FY 2020, 5,974 children, youth and their families in Oklahoma—and an
additional 1,370 children and youth in Department of Health Services custody—received mobile
response services. The majority of calls received were for suicidal behavior, followed by family
conflict, depression and violent behavior. Of the 5,974 children and youth who received mobile
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crisis services, approximately 80% remained in their current living environment, 90% returned
to class and almost 80% reported that the mobile crisis team resolved the crisis. As designed,
the CMRS model aligns with MRSS national best practices for crisis services for children, youth
and families.172
Use the Certified Community Behavioral Health Center (CCBHC) and Community Mental
Health Centers (CMHC) Models to Anchor CMRS in a Strong Continuum of Community-Based
Behavioral Health and Urgent Crisis Care Service Options. For most children, youth and their
families, short-term crisis services alone are insufficient and should be fully integrated into a
system of care that ensures need-based access to a continuum of services and supports. When
meaningful community-based alternatives to inpatient treatment are absent, many children,
youth and families in crisis have no other options except for the most restrictive, disruptive and
expensive care. Ideally, the crisis continuum for children, youth and families is anchored in a
broader system of community-based services that identify and respond to the behavioral health
needs of children and youth. Without the availability of community-based behavioral health
services that address mild to severe needs, the crisis end of the services array becomes the
default point of entry for care. However, in the ideal system, most children and youth would
have their mental and behavioral health needs identified prior to reaching a point of crisis.
Developing a strong community-based services continuum that includes mid-level, time-limited
services (e.g., Multisystemic Therapy, Functional Family Therapy, Therapeutic Foster Care or the
Youth Villages Intercept model) and urgent crisis care options that children, youth and their
families can access prior to crisis is a critical factor in preventing crises and maximizing efficient
use of the available crisis services.
ODMHSAS is exploring opportunities to use the CCBHC and CMHC models to develop a
continuum of urgent care options to de-escalate and divert families from more
intensive/restrictive levels of care and maintain children and youth in their community. Models
supported across the state include the use of crisis telehealth, 23-hour urgent care, familybased urgent care and youth crisis stabilization units. ODMHSAS has explored the National
Children’s Youth Crisis Stabilization Unit model.173 In this model, a multidisciplinary team works
with the youth and family to address the crisis that led to admission. Families are encouraged
to stay at the facility with the child or youth. The average length of stay is three to five days.174
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Additional Tables and Figures
Maltreatment175

Decline in Suicide Ingestions176
Age Group

Pre-COVID Era177

COVID Era

p Value

95% Confidence
Interval

12–17 Years

535

460

0.0047

-118.3 to -31.4

18–29 Years

712.3

604.7

0.0008

-153.0 to -62.3

30–49 Years

600.7

491.7

0.0025

-165 to -52.9

50–69 Years

356

278

0.009

-128.4 to -26.2

70+ Years

56.3

51.7

0.29

-14.4 to 5.04

39

48

0.099

-2.2 to 20.5

Age Not Recorded
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