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Statement on Reducing Behavioral Health Disparities in Rural Communities

According to statistics provided the National Institute of Mental Health, mental illness/mental health disorders are prevalent both domestically and abroad.  In the United States alone, an estimated 26.2 percent of adults (individuals age 18 or older) suffer from a diagnosable mental health disorder in any given year – approximately 57.7 million people, based on 2004 estimates from the U.S. Census Bureau.1  Many people suffer from more than one mental health disorder at a given time; nearly half (45 percent) of those with any mental health disorder meet criteria for two or more disorders, with severity strongly related to comorbidity.2  Suicide in and of itself poses a major public health risk, ranking as the 11th leading cause of death in the United States in 2005.3
The burden of mental illness on overall health and productivity in the United States and throughout the world has long been underestimated.  Data attained through the Global Burden of Disease Study, conducted in 2005 by the World Health Organization, the World Bank and Harvard University, reveal that mental illness (including suicide) accounts for more than 15 percent of the burden of disease in established market economies worldwide – more than the disease burden caused by all cancers combined.4  Mental health disorders are the leading cause of disability in the U.S. and Canada for persons age 15-44,5 with major depression being the leading cause of disability worldwide among persons age 5 and older.6 

Nearly 60 million Americans living in rural and frontier areas suffer from mental health issues; in fact, the prevalence of mental illness, substance abuse and related disabilities is equal to, or greater than, those found in urban settings.7  For example, suicide rates in the U.S. for males 15 years and over increase as counties become less urban.  The greatest variation is in the western United States, where the rate for most rural counties is nearly 80 percent greater than the rate in urban areas.8  However, a shortage of and more limited access to healthcare providers, reduced rates of health insurance coverage and lower healthcare provider reimbursement rates have created even greater behavioral/mental health issues for rural Americans. For example:

· In 2003, 74 percent of all federally designated mental health professional shortage areas were located in rural counties.9
· Ninety percent of psychologists and psychiatrists and 80 percent of masters-level social workers work in metropolitan areas.10
· Fifty-five percent of all U.S. counties have no practicing psychiatrists, psychologists or social workers; all of those counties are rural.11
· Sixty-five percent of rural Americans get their behavioral health care from their primary care provider.12
Given the prevalence of mental health disorders and their public health impact, it should come as no surprise that addressing mental health-related issues is identified as one of the ten highest priority health issues in Healthy People 2010.13  It should also come as no surprise that, given the disparities that currently exist in behavioral/mental health services provided in rural communities, there is a need to improve the quality of, and increase access to, behavioral/mental healthcare services for rural Americans.

State Offices of Rural Health have a rich history of developing partnerships; creating, delivering and managing programs; and providing resources and technical assistance that help meet the healthcare needs of rural Americans.  Therefore, these organizations can play an important role in addressing these challenges.  At the same time, however, new rural healthcare policies and programs – and additional funding to support those policies and programs – are critical if states are expected to address these rural health issues as effectively as possible.

For that reason, NOSORH supports the creation and funding of programs and activities that expand the technical assistance capacity of State Offices of Rural Health to meet the behavioral healthcare needs of rural Americans.  NOSORH is especially supportive of programs and activities that enable State Offices of Rural Health that address the following recommendations made by the Annapolis Coalition and the National Advisory Committee on Rural Health and Human Services:
· Develop a national plan for responding to the severe shortage of behavioral health professionals in rural areas (National Advisory Committee).  Any plan should call for the implementation of systematic recruitment and retention strategies at the federal, state and local levels and should include a “grow-your-own” approach (Annapolis Coalition).

· Define and support the development of a mid-level behavioral health workforce that ensures adequate access to services. (Annapolis Coalition)

· Increase the relevance, effectiveness and accessibility of rural behavioral health education and training programs which offer specialized curricula and rural-specific training opportunities (Annapolis Coalition).

· Increase Federal funding for behavioral health training programs which encourage the use of Federally-funded clinics, hospitals in underserved areas and other rural healthcare providers (National Advisory Committee).

· Support the distribution and use of technology which enhances the training of rural behavioral health professionals and delivers tele-mental health services to rural populations (Annapolis Coalition).

· Enhance the infrastructure available to support and coordinate behavioral health services by expanding active collaboration among rural service providers, consumers and state and Federal agencies and among different systems. (Annapolis Coalition)
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