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The Issues and Their Context

Rural America is made up of  90 percent of our nation’s landmass, and is home to more than 25 percent of our nation’s people.    In spite of this, rural issues are often misunderstood, minimized, and not taken into account in the formation of national mental health policy.  Too often, policies and practices developed for metropolitan areas are automatically assumed to be applicable to rural areas.

Epidemiologic evidence suggests that the prevalence and incidence of serious mental illness in adults and serious emotional disturbances in children is similar between rural and urban populations (Kessler et al., 1994).  However, access to mental health care, practitioners and delivery systems providing care, and attitudes and cultural issues influencing whether persons seek and receive care, differ profoundly in rural and urban areas.

Defining Rural America:  There are many definitions of rural and this often results in confusion.  The  Census Bureau and the Office of Management and Budget (OMB) use differing definitions of rural areas, while the Department of Agriculture (USDA), like HHS, has several methodologies to denote rural.  The Department of Health and Human Services (HHS) Rural Task Force noted that the absence of a common definition makes it “difficult to target grants, evaluate services, develop policy, and quantify HHS investment in rural and frontier communities” (HHS, July 2002, page ii).  

Rural Mental Health Epidemiology:  Although inconclusive, the most recent epidemiologic evidence suggests that the prevalence and incidence of serious mental illness in adults and serious emotional disturbances in children are similar between rural and urban populations.  Rural suicide rates are the major exception.  The suicide rate is significantly higher among elderly males and Native American youth, and the rate of suicide appears to increase the more rural the population.  While several factors have been suggested as contributing, in-depth analysis and research has not been conducted in multiple rural settings.  

Challenges to Rural Mental Health Care:  While the prevalence and incidence of serious mental illness among adults and serious emotional disturbance for children is similar in rural and urban areas, the experience of individuals with mental illness and their families differs in important ways.  Rural persons with mental illness face barriers associated with limited accessibility of care, limited availability of skilled care providers, and stigma that limits the acceptability of seeking care.  These limitations lead rural residents with mental health needs to (1) enter care later in the course of their disease than their urban peers; (2) enter care with more serious, persistent, and disabling symptoms; and (3) require more expensive and intensive treatment response.

The limitations on accessibility stem from three factors.  Rural residents seem to enter treatment later than their urban peers due to a lower perception of need for care.  Affordable and accessible transportation services may be unavailable, especially to rural children, the disabled, and the elderly.  For rural Americans, the cost of mental health services may be too high, especially for prescription drugs.  Rural residents have longer periods without insurance coverage than their urban peers, and they are less likely to seek services when they cannot pay.  Rural mental health systems rarely can operate without direct or indirect governmental subsidy.  However, unlike the situation in general rural healthcare, specific Federal strategies for sustaining a rural mental health infrastructure do not exist (e.g., community and migrant health clinic programs, and critical access hospitals).

Limited availability of skilled mental health service providers presents another major challenge to serving people in rural areas.  There are serious shortages of health and behavioral health providers and programs in rural areas.  Over 85 percent of 1,669 federally designated mental health professional shortage areas are rural.  Professional training programs have failed to prepare mental health service providers with appropriate skills for rural areas.  Stigma is also a major barrier. Rural residents tend to view help-seeking for mental health services more negatively than their urban peers and also have a more limited level of knowledge regarding available services and resources.

Finally, the federal government has devoted too little attention to the issues associated with rural mental health.  With the exception of the NIMH Office of Rural Mental Health Research, no bureau, division, or staff member is exclusively devoted to rural mental health.  The implication of this lack of attention is manifested in many ways, including lower probabilities of grant awards, lack of research and demonstration of rural specific evidence-based practices, and a failure to develop and prove service models appropriate for the rural settings. 

 Policy Options

1. Rural Americans should be provided parity of access to mental health emergency response, early identification and screening, diagnosis, treatment, and recovery services.  The subcommittee believes this policy option is the most critically important one.

2. The Secretary of HHS should require the creation of a Rural Mental Health Plan, with specific targets (similar to the Healthy People 2010), as a means to establish a rural mental health benchmark and method for gauging progress.  SAMHSA and the Office of Rural Health Policy in the Health Services Resources Administration should participate fully in the development of the national plan, carefully considering its relationship to the recommendations contained in the report of the Secretary’s Rural Task Force and his Initiative on Rural America.  An important goal of the plan should be to fully integrate mental health into the existing infrastructure for rural public health.
3. The SAMHSA Administrator should provide a stronger focus upon rural mental health issues.  Within the Administrator’s Office, a full-time person should be designated to consistently underscore the importance of rural mental health issues and to relate to the SAMHSA National Advisory Council.  Also, the Advisory Council should establish a Subcommittee on Rural Mental Health Issues. The Secretary of HHS should require a “rural impact statement” of all behavioral health rules, policies, and initiatives within the department retrospectively and prospectively to ensure rural parity of access.
4. The Secretary of HHS should convene an expert panel to identify and recommend a single rural definition that is then applied consistently across all HHS programs.

5. SAMHSA, in collaboration with National Institute of Mental Health (NIMH), should ensure research is supported that seeks to improve the depth of knowledge available on the prevalence, incidence, and etiology of behavioral disorders across a wide array of rural environments.

6. While eliminating discrepancies in mental health care is critical, affordability is the key issue for rural communities and residents.  The Secretary of HHS should develop Federal policies that will enable rural individuals and small business to enter insurance purchasing pools as a means to enhance access to more affordable health insurance options.

7. SAMHSA should ensure that non-Federal matching fund requirements are not placed at levels unrealistic for rural entities competing for Federal funding opportunities.

8. SAMHSA, in collaboration with Health Resources and Services Administration (HRSA) Office for the Advancement of Telehealth (OAT) and NIMH, should fund rural demonstrations, and performance measurement of telemental health services for adults with SMI and SED children.  The agencies should also promote enhanced coordination between funded telehealth systems and public mental health systems.

9. SAMHSA, in collaboration with the Secretary and the Surgeon General, should establish a public information initiative to increase rural residents’ understanding of mental illnesses and best practices in treatment.  This effort should be coordinated with local systems of care.

10. SAMHSA, in collaboration with the Secretary, should implement a study and tracking mechanism to monitor the relinquishment of child custody to obtain mental health treatment for children.

11. The Secretary of HHS should convene a cross-agency work group to examine existing workforce enhancement programs and make recommendations for ensuring and enhancing their collaborative focus on rural mental health needs.
12. The Secretary of HHS should support an effort to articulate a rural mental health workforce strategy inclusive of a realistic utilization of and support of mid-level and alternative providers of mental health services.
13. The Administrator of SAMHSA should ensure the support of programs that specifically support the training, deployment, and continuing education of rural mental health professionals. Such support should focus upon strengthening the capacity and competency of the workforce to support an evidence-based practice care delivery system.
14. The NHSC should include master’s-level psychologists and counselors in its loan repayment and scholarship programs, since these professionals are most likely to locate and be retained in rural underserved areas.
15. The Secretary should explore the creation of a limited program, similar to the former Community Mental Health Centers Act, to provide a basic safety net continuum of rural mental health care for underserved areas. This program should ensure integration with the community and migrant health centers program and provide for an alternative financing strategy for rural mental health.
16. SAMHSA in collaboration with NIMH should initiate and support research to identify, verify, and disseminate evidence-based practices suitable for application in rural practice environments.  Resource should be made available to support the transfer of this knowledge to rural providers and systems of care.
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