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SERIOUS PSYCHOLOGICAL DISTRESS IN AN AoULT POPULATION 

Jennifer L. Han, Ph.D. 
Oklahoma State Department of Health 

Abstract 
This paper describes the prevalence of serious psychological distress among 

Oklahoma's adult population and how serious psychological distress relates 
with chronic illness, unhealthy behaviors, and performance of usual activities. 

A random-digit dialed telephone survey was administered to Oklahoma's non­

institutionalized adult residents (n=7, 463) in 2007. Five percent of Oklahoma 
adults experienced serious psychological distress (SPD). 

Introduction 

Mental illness is a leading cause 
of disability and premature death due 

to suicide around the world. 1 

Individuals with mental illness have 

higher rates of morbidity and are more 
likely to engage in unhealthy behaviors 
such as smoking and substance 
abuse compared to the general 

population (Anderson, Freedland, 
Clouse, and Lustman 2001; Dickerson, 
Brown, Daumit, LiJuan, Goldberg, 
Wohlheiter and Dixon 2006; Shupe, 
Tolliver, Hamilton and Menefee 2007; 
Substance Abuse and Mental Health 
Services Administration 2007; World 
Health Organization 2001 ). Direct 
costs to treat mental illness and 
indirect costs related to lost 
productivity number in the billions of 
dollars each year, and the majority of 
these costs are funded by the public 
(President's New Freedom Commission 
on Mental Health 2003; WHO 2001 ). 
In Oklahoma, more than 35,000 adults 
received mental health services that 
were funded by the Department of 
Mental Health and Substance Abuse 
Services (DMHSAS) during the 2008 

fiscal year. During this single year, 
adults being treated for mental health 
conditions accounted for almost 
600,000 days and an additional 1.3 
million hours of service. It was 
estimated that the state spent $1.8 
billion yearly in direct costs on issues 
of mental health, and that mental 
illness had an economic impact on the 
Oklahoma economy of more than $256 
million due to reduced productivity 
(Governor's and Attorney General's 
Blue Ribbon Task Force on Mental 
Health,SubstanceAbuse and Domestic 
Violence 2005). It is thus important to 
identify individuals and groups who are 
at risk for mental illness to inform 
public policy and programs that will 
provide targeted education and other 
preventive measures for those in need 
of treatment (Governor's and Attorney 
General's Blue Ribbon Task Force 
2005; WHO 2001). 

T he Behavioral Risk Factor 
Surveillance System (BRFSS) is a 
national on-going telephone-administered 
survey that assesses prevalence of 
chronic disease and health behaviors 
among the nation's population. Survey 
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data are used to describe the health 
status of the population, inform health 
interventions and public policy, and 
evaluate health promotion programs. 
BRFSS is coordinated by the Centers 

for Disease Control and Prevention 
(CDC) and is administered through
state health departments. In 2007,
Oklahoma's survey included a module
that assessed mental illness and its
stigma. The module consisted of 6
items (K6) that asked how often an
individual experienced non-specific

psychological distress within the past
30 days. The K6 is a shorter version
of the Kessler Psychological Distress
Scale (K10), both of which were found
to be good predictors of serious
mental illness (SMI) (Kessler, Barker,
Colpe et al.2003). Hov.iever, upon further
analysis, the K6 was determined to be
more useful at measuring psychological
distress or affective-mood and anxiety­
type disorders rather than SMI, and is

now used in population studies such as
BRFSS to assess serious psychological
distress (SPD) (Wright and Sathe 2003-
2004). The K6 identifies individuals who
have mental health problems that are
severe enough to limit functioning and
who are in need of interventions and
resources.

Previous data from the National Survey 
on Drug Use and Health (NSDUH) 
estimated that the prevalence of SPD was 

higher in Oklahoma than in most other 
states in the nation, and was generally more 
common among women, American 
Indians, and individuals aged 18-25 years 
(SAMHSA 2007). Researchers also 
found that those with SPD had higher 

rates of illicit drug and tobacco use and 
binge drinking (SAMHSA 2007). The 

purpose of this analysis is to describe 
the prevalence of serious psychological 
distress among Oklahoma's adult 
population, to identify groups who 
experience higher rates of SPD, and 
to describe how serious psychological 
distress relates with chronic illness, 
unhealthy behaviors, and performance 
of usual activities. Whether an 
individual with SPD is receiving 
treatment will also be assessed. 

Methods. 
This analysis uses data from the 

2007 administration of the BRFSS 
survey in Oklahoma and includes 
responses from the Mental Illness and 
Stigma optional module along with 

demographic, chronic disease, and 
health behavior data that are part of 
the survey's core. Trained telephone 
interviewers use computer-assisted 
telephone interviewing software (CATI) 
to administer the BRFSS survey to a 
stratified random sample of non­
institutionalized adults aged 18 years 
and older responding via land-line 
telephones. 

Data were collected from 7,463 
respondents. Respondents were asked 
how often during the past 30 days they 
felt nervous, hopeless, restless, 
worthless, so depressed that nothing 

could cheer them up, and that everything 
was an effort. Respondents answered 
all, most, some, a little, or none of the 
time. The response "all of the time" 
was assigned a score of 4 and "none 
of the time" was assigned a score of 



FREE INQUIRY IN CREATIVE SOCIOLOGY 

O. Serious psychological distress was

determined by summing the scores of

the 6 questions, with possible SPD

scores ranging from 6 to 24. A

summation score of 13 or greater

defined serious psychological distress

(Kessler et al. 2003). Respondents

were also asked how many days

during the past 30 days did a mental

health condition or emotional problem

keep them from doing usual activities,

and if they were taking medicine or

receiving treatment from a health

professional for any type of mental

health condition or emotional problem.
Number of limited activity days was

categorized into 3 groups: 0, 1 to 14,

and 15 or more limited days.

A weighting factor was applied for 

each respondent , which included 

adjusting for non-coverage, non­

response, and the number of adults 

and telephones in the household. Due 

to the small sample size with SPD, 

some demographic categories were 

collapsed to provide more robust data. 

For example, race was categorized as 

white non-Hispanic versus non-white. 

Age was categorized in a manner 

similar to what has been used in other 

population studies of mental illness 

(SAMHSA2007; Govemor'sand Attorney 

Generai's Blue Ribbon Task Force 

2005) Descriptive statistics for 

respondents were determined, and 

differences in prevalence of SPD by 

demographic group, occurrence of 

chronic disease, and behaviors were 

assessed using Rao-Scott Chi-Square 

analyses. 

Volume 37. Number 1 & 2 . Spring and Winter 2009 5 

Because some respondents 

answered "I don't know" or did not 

respond to some items from the 

Mental Illness and Stigma module, a 

composite score for SPD was not 

computed for 670 respondents. Data 

from these individuals was removed 

from the analysis. There were 

demographic differences between 

responders and non-responders. Non­

responders were comprised of more 

males, seniors aged 65 years and 

older, and those with lower education 

and income. The final sample size for 

this analysis is 6,793 individuals. All 

analyses were performed using SAS 

version 9.1 (Cary, NC). 

Results 

Characteristics of Respondents 

Estimates of characteristics of 

Oklahoma's population were calculated 

after applying the weighting algorithm 

to the respondents' data. Oklahoma 

had slightly more female than male 

residents. While more than half of 

adults had some post-secondary 

education or were college graduates, 

1 in 9 adu:ts had not received a high 

school diploma. Fifty-seven percent of 

Oklahoma adults were employed for 

wages or self-employed, and almost 

40% had an annual household income 

of $50,000 or more. 

Prevalence of Serious Psychological 

Distress 

Overall, 5.3% (95% Cl: 4.6, 6.0) of 

Oklahoma adults experienced serious 

psychological distress. Prevalence of 
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serious psychological distress (SPD) 

was determined for each demographic 

group. There were no sex differences 

in the prevalence of SPD. However, 

differences by all other demographics 

were evident. Adults aged 26-64 years 

had higher rates of SPD than seniors 

aged 65 years and older. Non-whites, 

which included non-Hispanic blacks, 

American Indians, Hispanics, Asians, and 

multiracial individuals, had an 80% 

higher rate of SPD than non-Hispanic 

whites. Individuals with lower levels of 

education and income had substantially 

higher rates of SPD, as did those who 

were out of work or widowed/divorced/ 

separated. Prevalence of SPD along 

with presence of eight chronic diseases 

was assessed. Individuals who had 

chronic illness had higher rates of SPD 

compared to those without the respective 

condition (Figure1 ). Differences in the 

rates were lowest for obesity (69%) and 

diabetes (92%) and highest for stroke 

(204%), arthritis (169%), and heart 

disease (158%). In addition, those who 

had multiple chronic illnesses had an 

SPD rate more than twice the rate of 

those with only one chronic condition 

(Figure2). The simultaneous prevalence 

of SPD and unhealthy behaviors was 

assessed. Those with SPD had higher 

rates of engaging in unhealthy behaviors, 

including smoking, not consuming 

sufficient amounts of fruits and vegetables, 

not meeting the physical activity 

recommendation, and being physically 

inactive, compared to those without SPD 

(Table 1 ). There were no differences in 

alcohol consumption by SPD status. 
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The average number of days that a 

mental health condition or emotional 

problem interfered with work or other 

usual activities and whether an 

individual was receiving treatment for a 

mental health condition or emotional 

problem were examined. Overall, 9.7% 

of Oklahomans experienced interference 

with usual activities on at least 1 of the past 

30 days. This percentage increased 

to 67 .5% when considering only adults 

who had SPD. A larger percentage of 

individuals with SPD experienced 

limitations with performing usual 

activities on 15 or more of the past 30 

days compared to those without SPD 

(Table 2). On average, those with SPD 

experienced 11 .3 days (95% Cl: 9.6, 

13.0) of limited activity compared to 0.4 

days (95% Cl:0.4,0.5) for those without. 

Individuals with SPD were also 

more likely to have been taking 

medicine or receiving treatment from 

a health professional for a mental 

health or emotional problem, though 

approximately 10% of those without 

SPD were also receiving some type 

of treatment (Table 3). 

O f  the adults who experienced 

frequent limited activity days (>15 

days), almost 70% were receiving 

treatment. 

Discussion 

This analysis describes the prevalence 

of serious psychological distress among 

Oklahoma's adult population and how 

serious psychological distress relates with 

chronic illness, unhealthy behaviors, and 

performance of usual activities. 
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Table 1: Prevalence of Serious Psychological Distress Among Oklahoma Adults by 
Demographic Category (n = 6,793). 
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Figm£' 1. Perrentagt of Indh"iduals With and \Yithont Chronic 
Illni:>ss Wlw Had Serious Psychologic:ll Distress. 
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Table 2 Percentage of Individuals Who Engaged in Unhealthy Behaviors by Serious 

Psychological Distress Status . 
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Table 3. Limited Activity and Receipt of Treatment by Serious Psychological 

Distress Status 

Receipt of treatment was also as­

sessed. Five percent of Oklahoma's 

adults were classified as having seri­

ous psychological distress, and few­

er than half of them were receiving 

treatment. SPD was more common 

among middle-aged and non-white 

adults, those with the lowest educa­

tion and income, those who were un­

employed, and those with chronic ill-
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ness. Individuals with SPD had high­

er rates of engaging in unhealthy be­

haviors and experienced more limited 

activity days. Estimates produced from 

the BRFSS survey demonstrated a 

much smaller prevalence of SPD 

among Oklahomans compared to na­

tional and Oklahoma rates estimated 

from the National Survey on Drug Use 

and Health (NSDUH), a population 
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study that used similar items to as­

sess SPD. NSDUH data from 2005-

2006 produced SPD prevalence esti­
mates of 19.3% and 12.2%for0klaho-

ma adults 18 to 25 years and aged 26 

years and older, respectively ( SAMHSA 

2006). The prevalence of SPD for all 

American adults was 11.3% in 2006. 

These rates are more than twice the 

prevalence rate of SPD produced by 

Oklahoma's 2007 BRFSS data. The 

primary reason for this difference may 

relate to the time frame to which the 
K6 questions refer in each study. 

BRFSS asked about mental health in 
the previous 30 days, whereas the 

NSDUH asked about mental health 

during the most emotionally difficult 

month in the past year. The BRFSS 

survey may be better able to quantify 

the occurrence of long-term mental 

health problems because of the short­

er time frame utilized; long-term prob­
lems would be present from month to 

month. Conversely, individuals may 

experience stressful situations during 

the year (i.e., loss of a job, death of a 
loved one) which they are able to re­

solve or accept and which may not in­

fluence responses to a previous­

month survey, but will impact respons­

es on a survey inquiring about mental 

health during the past year. There are 

also some differences in the patterns 

of SPD prevalence by demographics 

when comparing the Oklahoma 

BRFSS results with NSDUH results. 

For example, NSDUH results dem­

onstrated that women and the young­

est adults had higher prevalence of 

SPD(SAMHSA2007),whereas BRFSS 

results demonstrated no difference in 

SPD prevalence by sex and a higher 

rate among those in the middle ages 

(26-64 years). NSDUH results also 

showed high prevalence of SPD 

among American Indians (25.9%) 

(SAMHSA 2007), whereas the BRFSS 

sample consisted of too few obser­

vations for American Indians and oth­

er minorities to enable meaningful 

analyses for the individual groups. 

BRFSS results demonstrated relevant 

patterns of disparity among most de­

mographics, with the exception of sex. 

Though the extent of the differences 

among the racial/ethnic groups is un­

known, it was evident that non-whites 
had a 79% higher rate of SPD than 

whites. The literature suggests that 

some non-white groups, such as 

blacks, American Indians, and multi­

racial individuals, are more likely to ex­

perience SPD than whites (Shupe A, 

Tolliver R, Hamilton J, Menefee D, 

2007). Socioeconomic factors im­

pacted SPD prevalence considerably, 
as occurred in other studies (Pratt LA, 

Day AN, and Cohen AJ, and Li C, Ford 
ES, Zhao G, et al. 2007). Individuals in 
the lowest education and income 

groups had significantly higher rates 
of SPD than others, and those who 

were out of work or unable to work had 

rates of SPD that were 650% higher 

than individuals who were employed, 
retired, or homemakers. Factors re­
lated to poverty and low socioeconom­
ic status are commonly associated 
with mental disorders, and this may 
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relate in some instances to difficulty in 
accessing care (Kessler RC, Chiu 
WT, Golpe L, et al 2004). Those who 
were previously married or were sep­
arated had more than double the rate 
of SPD than those who were married/ 
cohabitating and those who had re­
mained single. Why mental illness is 
more common among those with dis­
advantaged social status remains un­
clear, though combinations of biologi­
cal, environmental, and social factors 
most likely contribute. Overall, that 
SPD occurs more commonly among 
certain demographic groups suggests 
that certain groups should be targeted 
for screening and treatment of mental 
disorders. 

Oklahomans with specific chronic 
illnesses had higher rates of SPD 
compared to those without a chronic 
illness, and prevalence of SPD 
increased with the presence of 
multiple chronic conditions compared 
to having a single condition or no 
chronic illness. Rates of SPD among 
adults without a physical ailment 
ranged from 3-5%, whereas rates of 
SPD among those with a physical 
ailment ranged from 6-15%. Rates of 
SPD were typically twice as high for 
the physically ill population compared 
to those without illness, and were 3 
times as high for stroke victims. When 
assessing SPD prevalence by total 
number of chronic physical conditions, 
SPD occurred in fewer than 1 % of 
those without a physical ailment, and 
SPD prevalence increased to 3% for 
those with a single physical ailment 
and to almost 7% among those with 
two or more physical conditions. This 

implies that multiple physical illnesses 
may increase risk of poor mental 
health. These results are consistent 
with the literature, which has shown 
that mental illnesses, especially 
depressive disorders, are associated 
with chronic diseases. 

The direction of the relationship 
between mental illness and physical 
chronic conditions, or whether one 
causes the other, is unknown. 
Individuals with a chronic condition 
such as cardiovascular disease 
(Freedland KE, Rich MW.et al., and 
Fan AZ, Strine TW, et al 2007). or 
diabetes (Anderson RJ, Freedland KE, 
Clouse RE, and Lustman PJ, 2003), 
or who underwent a debilitating injury 
such as a fall (Scaf-Klomp W, 
Sanderman R, Ormel J, and Kempen 
GIJM, 2003). may be more likely to 
experience SPD or depression. 
Alternatively, individuals with mental 
illness have higher rates of chronic 
physical ailments such as diabetes, 
obesity, and hypertension. For example, 
diabetes was more common among 
a VA population with bipolar disorder 
than the national VA cohort to which 
the population was compared; rates 
of other co-morbidities were comparable 
to or slightly less than the national 
cohort. In the current study, SPD was 
92% more common among adults with 
than without diabetes and 69% more 
common among the obese than non­
obese. Results of a separate study 
demonstrated that obesity occurred in 
a larger percentage of those with 
severe and persistent mental illness 
compared to the general population. 
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Obesity and other co-morbid conditions 
were more common among outpatients 
of psychiatric care facilities who had 
serious mental illness compared to 
their matched counterparts (Dickerson 

F B, B r o w n  C H ,  e t. a I. 2 O O 6) . T h e  
connection between mental illness and 
chronic disease suggests that neither 
a mental nor a physical illness should 
be treated in isolation. lndividuais with 
either a mental or physical ailment 
should be screened for other related 
conditions, and appropriate courses of 
action should be taken to treat 
simultaneous ailments when they 
occur (Lichtman JH, Bigger Jr. JT, 

Blumenthal JA, et al., and Morden NE, 

Mistler LA, et.al. 2009). 

Of specia! interest to the connection 
between mental and physical health is 
that mentally ill adults may develop 
physical ailments earlier than their 
non-mentally il l counterparts. In 
addition, they are less likely to receive 
treatment for these conditions and 
thus are more likely to die prematurely 

(Manderscheid RW, 2009). 

In one study, mental health clients 
died at much younger ages than their 
cohorts nationwide (Colton CW and 

Manderscheid RW. 3;A42). Another 
study demonstrated that the onset of co­
morbid physical conditions occurred at 
younger ages.Thus, it is important to 
identify individuals with mental illness 
as early as possible. Oklahomans 
with SPD more commonly engaged in 
unhealthy behaviors compared to 
those without SPD. These results are 
generally consistent with results from 
other studies examining the health 
behaviors of individuals with mental 

illness. For example, studies have 
shown that individuals with SPD or 
mental illness have twice the current 
smoking rate of individuals without 
SPD or mental illness. The current 
study demonstrated that Oklahoma 
adults with SPD had a 136% higher rate 
of smoking than the rest of Oklahoma's 
adult population. High rates of tobacco 
use could relate in part to the mood­
altering effects of nicotine, but has 
serious consequences with respect to 
other health outcomes such as 
premature mortality and quality of life. 
Studies have demonstrated higher 
prevalence of physical inactivity and 
lower levels of activity among 
individuals with SPD or severe mental 
illness, with the primary barriers to 
engaging in physical activity being 
fatigue and illness. In the current 
study, the rate of physical inactivity 

participation was 2.5 times greater than 

the corresponding rate for adults without 

SPD. While some studies have 

demonstrated that adults with SPD or 

mental illness were more likely to 

engage in heavy drinking and binge 

drinking (Kilbourne AM, Cornelius JR, 

Han X, Pincus HA, Shad M, Salloum I, 

et al. 2004). There were no differences 

between the SPD and non-SPD groups 
with respect to alcohol consumption in 

Oklahoma adults. This could be due in 

part to the small percentage of Oklahoma 

adults that were estimated to be heavy 

or binge drinkers, thus not providing a 
sufficient sample size to enable 
meaningful analysis. Because 
individuals suffering mental illness 
tend to engage in unhealthy behaviors, 
health promotion programs should be 
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developed to provide specialized 
guidance addressing behavior change 

issues that may arise for mentally ill 
adults. 

Mental illness is a leading cause of 
disability (WHO 2001 )and was 
estimated to cost the Oklahoma 
economy more than $250 million in 
lost productivity in 2005 (Governor's 
and Attorney General's Blue Ribbon 
Task Force, 2005). Almost 68% of 
adults with SPD experienced limitations 
to performing work or other usual 
activities on at least 1 day and 40% of 
adults with SPD experienced 
limitations frequently (>15 days). 
Fewer than 1 % of adults without SPD 
had such frequent interference with 
performing their usual activities. The 
large differences in activity limitations 
that occur between those with and 
without SPD suggest that individuals 
with SPD need to receive appropriate 
treatment to optimize their daily 
functioning. However, fewer than half 
of Oklahomans with SPD were 
receiving some type of treatment for 
an emotional or mental problem. This 
number increased significantly when 
coupled with frequent limited activity 
days. This still left 30% of those who 
frequently had mental difficulties that 
interfered with usual activities who 
were not being treated. In a 2006 
national sample, 44% of adults with 
SPD received treatment for a mental 
health problem, 5 which was consistent 
with results of the current study. Of the 
national sample, most adults who 
were receiving treatment were taking 
medication. 5 Reasons that adults in the 
national sample gave for not receiving 

mental health treatment were mainly 
due to cost (41.5% of sample), 
followed by the perception that the 
individual could handle the problem 
without treatment (34% of sample). 
Poverty and lack of health insurance 
are extensive in Oklahoma (Oklahoma 

State Department of Health, 2008). 
and may reflect reasons why a larger 
proportion of adults with SPD did not 
seek treatment. 

A small percentage of adults without 
SPD were receiving treatment for a 
mental or emotional problem. This 
could reflect individuals who were 
suffering from a situational event that 
occurred in the past month, or 
individuals who were not currently 
experiencing symptoms though they 
have had problems in the past. 
Perhaps the medication was 
alleviating symptoms for some 
individuals. In a national study, 
approximately 21 % of adults using 
mental health services did not have 
current mental health diagnoses but 
had been diagnosed at some point in 
their l ife (Druss BG, Wang PS, 

Sampson NA, et al., 2007). 
Perhaps they were util izing 

"maintenance" treatment or had other 
problems arise. Another 8% of the 
national sample who were using 
mental health services had never 
been diagnosed with a mental illness 
(Druss BG, Wang PS, Sampson NA, 
et al., 2007). In these instances, 
treatment for emotional and mental 
problems prior to the onset of severe 
mental illness may prevent or prolong 
the development of a diagnosable 
mental illness. There are several 
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strengths to this study. The sample 
was a stratified random sample of 
Oklahoma's non-institutionalized adult 
population. Data were weighted to 
reduce non-response and other biases 
and to provide a more accurate 
representation of the population from 
which the sample was drawn. Items 
used to identify individuals with SPD 
have been shown to be good 
measures of psychological distress 
and are used in other national studies. 
There are also some limitations to this 
study. Households without landline 
telephones were not included in the 
2007 survey, and individuals living in 
cell-phone only households may have 
different health risks and behaviors 
than those living in households with 
landline service.Because respondents 
were non-institutionalized, rates of 
SPD may be lower than the actual rate 
for all Oklahoma adults. 

There were differences between those 
who responded to all survey questions and 
those who did not, thus affecting the 
generalizability of results to all non­
institutionalized Oklahoma adults. 

Though the BRFSS dataset 
encompassed a broad spectrum of the 
Oklahoma adult population, the 
percentage of individuals with SPD was 
small, making more detailed analysis of 
SPD among the demographic groups 
impractical. Respondents may have 
provided answers to questions that they 
thought would be more appropriate, 
potentially introducing social desirability 
bias to the data, or may not have 
remembered their feelings across the 
past month. 

In summary, while rates of SPD 
were generally low in Oklahoma 
(-5%), SPD more commonly occurred 
among non-Whites, middle-aged 
adults, those with low income and 
educational attainment, and the 
unemployed. Individuals with a chronic 
physical ailment had higher occurrence 
of SPD, and adults with multiple 
physical illnesses had SPD at twice 
the rate of those with a single physical 
illness. Adults with SPD engaged in 
unhealthy behaviors that worsen 
health outcomes and may contribute 
to decreased quality and years of life, 
and suffered more days whereby 
mental problems interfere with daily 
activities. While having SPD does not 
equate to having a diagnosed mental 
disorder, SPD does impact quality of 
life and daily functioning. It is a 
potentially costly health condition that 
should be addressed. Improving the 
health status of the population involves 
more than reducing morbidity and 
mortality; quality of life should be , 
enhanced as well. Because SPD 
occurred in higher rates among 
individuals with poor physical health 
and among those who engaged in 
unhealthy behaviors, mental health 
should be promoted as one component 
of a comprehensive preventive 
healthcare program for all individuals. 



) 

a 

d 

d 

d 

e 

C 

e 

e 

e 

31 

n 

n 

e 

, ' 

y 

y 

)t 

31 

)f 

a 

it 

e 

s 

d 

e 

) 

� 

1 

1 

1 

t 

FREE INQUIRY IN CREATIVE SOCIOLOGY Volume 37, Number 1 & 2 .Spring and Winter 2009 15 

References 

Anderson RJ, Freedland KE, Clouse RE, 
and Lustman PJ. The prevalence of 
comorbid depression in adults with 
d i a b e t e s . D i a b e t e sC a r e 2 0 0 1; 
24(6): 1069-1078. 

Colton CW and Manderscheid RW. Con­
gruencies in increased mortality rates, 
years of potential life lost, and causes 
of death among public mental health 
clients in eight states. Prev Chronic 
Dis. 2006;3:A42. 

Daumit GL, Clark JM, Steinwachs OM, 
Graham CM, Lehman A, and Ford DE. 
Prevalence and correlates of obesity in 
a community sample of individuals with 
severe and persistent mental illness. J 
Nerv Ment Dis. 2003; 191 :799-805. 

Daumit GL, Goldberg RW, Anthony C, et 
al. Physical activity patterns in adults 
with severe mental illness. J Nerv 
Ment Dis. 2005; 193:641-646. 

Dickerson FB, Brown CH, Daumit GL, 
LiJuan F, Goldberg RW, Wohlheiter K, 
and Dixon LB. Health status of individ­
uals with serious mental illness. 
SchizophrBull.2006; 32(3) :584-589. 

Druss BG, Wang PS, Sampson NA, et al. 
Understanding mental health treatment 
in persons without mental diagnoses. 
Arch Gen Psychiatry. 2007;64(10):1196-
1203. 

Fan AZ, Strine TW, Jiles R, Berry JT, and 
MokdadAH. Psychological distress, use 
of rehabilitation services, and disability 
status among noninstitutionalized US 
adults aged 35 years and older, who 
have cardiovascular conditions, 2007. 
Int J Public Health. 2009;54:S1-S6. 
doi: 10.1007 /s00038-009-1313-2. 

Freedland KE, Rich MW, Skala JA, Carney 
RM, Davila-Roman VG, and Jaffe AS. 
Prevalence of depression in hospital-

ized patients with congestive heart fail­
ure. Psychosom Med. 2003;65: 119-
128. 

Governor's and Attorney General's Blue 
Ribbon Task Force on Mental Health, 
Substance Abuse, and Domestic Vio­
lence. Task Force Recommendations. 

.b.tt!L!L 
www odmhsasorq!web%20 oage% 20pub-­
lications/BR. pdf. 

Hall SM and Prochaska JJ. Treatment of 
smokers with co-occurring disorders: 
Emphasis on integration in mental 
health and addiction treatment settings. 
Annu Rev Clin Psychol.2009;5409-431. 

Kessler RC, Barker PR, Colpe LJ, et al. 
Screening for serious mental illness in 
the general population. Arch Gen Psy­
chiatry. 2003;60:184-189. 

Kessler RC, Chiu WT, Colpe L, et al. The 
prevalence and correlates of serious men­
ta I illness (SMI) in the National 
ComorbiditySurvey Replication( NCS­
R).lnR.W. Manderscheid &JT Berry(Eds.), 
Mental Health. United Slates. 2004 (pp. 134-
148). Rockville, MD: SubstanceAbuse and 
Mental Health Services Administration. 

Kilbourne AM, Cornelius JR, Han X, Pincus 
HA, Shad M, Salloum I, et al. Burden 
of general medical conditions among in­
dividuals with bipolar disorder. Bipolar 
Disord. 2004;6:368-373 

Li C, Ford ES, Zhao G, et al. Association 
between diagnosed diabetes and seri­
ous psychological distress among U S. 
adults: The Behavioral Risk Factor 
Su r v e i  I la n c e S y s t e m ,  2 0 0 7. I ntJ 
PublicHealth.2009;54:S1-S9.doi: 10.1007/ 
s00038-009-0006-1. 

Lichtman JH, Bigger Jr. JT, Blumenthal JA, 
et al. Depression and coronary heart 
disease: Recommendations for screen­
ing, referral, and treatment. Circulation. 
2008; 118: 1768-1775. 



16 FREE INQUIRY IN CREATIVE SOCIOLOGY Volume 37, Number 1 & 2 ,Spring and Winter 2009 

Lasser K, Boyd JW. Woolhandler S, 
Himmelstein DU, McCormick D, and 
Bar DH. Smoking and mental illness: A 
population-based prevalence study. 
JAMA 2000;284:2606-2610. 

Manderscheid RW. Premature death 

among state mental health agency con­
sumers: Assessing progress in ad­
dressing a quiet tragedy. Int J Public 
Health. 2009;54 '1-2 doi 10.1007/ 
s00038-009-7076-y. 

Morden NE, Mistler LA, Weeks \/VB, and 
Bartels SJ. Health care for patients with 
serious mental Illness: Family medi­
cine's role. J Am Board Fam Med. 
2009;22: 187-195. 

Oklahoma State Department of Health. 
2008 State of the State's Health Re­
port. Oklahoma City, OK: Oklahoma 
State Department of Health. Available 
at www.ok.gov/health/pub/boh/state/ 

Pratt LA, Day AN, and Cohen AJ. Charac­
teristics of adults with serious psycho­
logical distress as measured by the K6 
scale: United States, 2001-04. Advance 
data from vital and health statistics; no 
382. Hyattsville, MD National Center
for Health Statistics. 2007.

President's New Freedom Commission on 
Mental Health. Achieving the Promise: 
Transforming Mental Health Care in 
America. 2003. Available at 
http:www.mentalhealthcommission.gov. 

Shupe A, Tolliver R, Hamilton J, Menefee 
D. Prevalence of severe psychological
distress and its association with behav­
ioral risk factors, quality of life indica­
tors, and health outcomes: Colorado
Behavioral Risk Factor Surveillance
System, 2007. Health Watch. 2008;67.

Scaf-Klomp W, Sanderman R, Orme! J, and 
Kempen GIJM. Depression in older peo­
ple after fall-related injuries: A prospec­
tive study. Age Ageing. 2003;32:88-94. 

Substance Abuse and Mental Health Ser­
vices Administration (2007). Results 
from the 2006 National Survey on Drug 
Use and Health: National Findings (Of­
fice of Applied Studies, NSDUH Series 
H-32, DHHS Publication No. SMA 07-
4293). Rockville, MD. Available
at http://oas.samhsa.gov/nsduh/
2k6nsduh/2k6results.pdf

Substance Abuse and Mental Health Ser­
vices Administration 2006 State Esti­
mates of Substance Abuse & Mental 
Health: Oklahoma. Available at 
http://oas.sa mh sa. gov /2k6State/ 
Oklahoma. htm. 

Ussher M, Stanbury L, Cheeseman V, and 
Faulkner G. Physical activity preferenc­
es and perceived barriers to activity 
among persons with severe mental ill­
ness in the United Kingdom. Psychiatr 
Serv. 2007;58:405-408. 

World Health Organization (2001) The 
World Health Report 2001-Mental 

Health: New Understanding, Ne w 
Hope. Geneva: World Health Organiza­
tion. Available at http://wwwwho.int/wh r/ 
2001/en/whr01 en.pdf. 

Wright D and Sathe N. State Estimates of 
Substance Use from the 2003-2004 
National Surveys on Drug Use and 
Health. (DHHS Publication No. SMA 06-
4142, NSDUH Series H-29). 
Rockville, MD: Substance Abuse and 
Mental Health ServicesAdministration, 
Office of Applied Studies. Available at 
http://oas.sa mhsa. gov/2k4Sta tel 
2k4state.pdf. 




