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EXECUTIVE SUMMARY

Nearly 8 million people live in the enduring American frontier where they constantly struggle for access to health care.  The majority of frontier counties have two or fewer services of any type, and as many as a quarter of a million people may be living in counties with no services at all. This struggle to reach and receive adequate health care service is exacerbated for the more than 2 million frontier adults and nearly 600,000 frontier children believed to have behavioral health problems. 

Because little data has been gathered about frontier residents, the numbers of adults and children affected with behavioral health problems is based on the national estimation formula published in the Federal Register by the Center for Mental Health Services at the Substance Abuse and Mental Health Administration, DHHS (Center for Mental Health Services, 1999). People living in rural areas have the same incidence of mental illness or emotional problems as do people living in urban areas. In addition to severe or persistent mental illness and dual diagnosis, frontier residents, and especially frontier women and children, are at higher risk than their urban counterparts for depression, suicide, and alcohol, drug, and domestic abuse.

For frontier residents, the lack of health insurance and inadequate coverage is further compounded by a drastic shortage of behavioral health professionals, by great distances between home and services, by unstable or little funding for community support services, and by the lack of anonymity in small communities. They fear the societal stigma associated with behavioral health conditions and treatment. In an effort to lessen the impact of these problems, frontier behavioral health practitioners and community members have worked together to develop unique solutions to better meet the needs of those frontier residents requiring behavioral health services.
This paper, Frontier Communities: Leading the Way With Innovative Approaches to Behavioral Health, is devoted to furthering the knowledge about how behavioral health services can be improved in frontier communities, and is comprised of five sections. Section I briefly discusses the estimated extent of behavioral health problems both in the United States and in frontier communities, the obstacles to behavioral health care in frontier communities, and behavioral health issues unique to frontier women. Section II explores six models that highlight how community problem-solving can address behavioral health issues in frontier communities around the United States. Section III addresses policy recommendations for improving behavioral health care in frontier communities. Section IV expands on obstacles to behavioral health care in the frontier, and Section V contains references and Internet resources to behavioral health organizations and agencies, including several specific to frontier and rural communities.
As the National Clearinghouse for Frontier Communities, the Frontier Education Center believes that support for existing and new innovations to address behavioral health issues are essential to meeting the health and human services needs of the millions of people who live in Frontier America.

Frontier Communities:

Leading the Way With Innovative Approaches to Behavioral Health

Note:  All references to “frontier” use the Consensus Definition of the Frontier Education Center unless otherwise indicated (www.frontierus.org/rep_geog.html#definition). This definition has not been adopted by any federal programs but has been adopted as policy by the Western Governors Association (http://www.frontierus.org/pol_wga.html) and the National Rural Health Association. The Consensus Definition weights three elements – population density, distance in miles and travel time in minutes - which together, generally describe the geographic isolation of frontier communities from market and/or service centers. The Center understands that various programs will establish their own programmatic definitions and eligibility criteria.

INTRODUCTION

Frontier communities are by definition the most sparsely populated and isolated areas of the United States. The people living in such communities share the same health problems as do people in other areas of the United States, but usually have fewer resources to address the problems. Despite this obstacle, recent research by the Frontier Education Center has found that frontier communities – out of necessity – have developed innovative programs to address an array of behavioral health problems. Several examples of these innovations are included in this paper.

Readers of this paper will know of other innovative programs that are not included in this paper, and they are encouraged to submit model programs to the Frontier Education Center for posting on the Center’s website (http://www.frontierus.org). Submissions can be emailed to frontierus@frontierus.org.

PURPOSE OF THIS PAPER

The National Clearinghouse for Frontier Communities at the Frontier Education Center (FEC) identifies important issues that affect the well being of frontier residents and stimulates information exchange, discussion, and advocacy for local and national policy improvements. This paper is comprised of five sections that will:
•     discuss the background of behavioral health concerns in frontier communities;

· describe several innovative approaches to providing behavioral health services to frontier residents that provide ideas for designing services that will reach, support, and improve the lives of frontier residents; 

· highlight obstacles to behavioral health care in the frontier; 

· present policy recommendations for improving behavioral health care in the frontier; and

· provide links to sources of further information throughout the paper, in Section IV of this paper, and on the FEC Web site (www.frontierus.org).

A Note about Terminology

Because terminology varies greatly in the fields of mental and behavioral health, this paper will use the term “behavioral health” to include mental illness, addictions, and short-term or situational mental disturbances. However, when referring to a particular work or program, this paper will use the terms utilized by the specific program. Further, people experiencing a behavioral health problem are referred to as “patient,” “client,” and “consumer” by different organizations, and each of these terms will be used in this paper according to the specific program being discussed. 


SECTION I: BACKGROUND
For the nearly 8 million people who live in the frontier areas of the United States, finding, reaching, and affording appropriate health care is often difficult. The 2 million adults and nearly 600,000 children living in the frontier who are affected by a behavioral health problem face an even greater challenge in accessing care that will help them live well with or recover from their condition(s). The problems associated with caring for people affected by behavioral health issues are finally gaining public attention in the U.S. For example, President George W. Bush’s New Freedom Commission on Mental Health, initiated by Executive Order in July 2002, gives hope that parity of coverage and treatment for mental health conditions will be achieved at last. The Commission has until late Spring 2003 to recommend immediate improvements to the currently fragmented behavioral health system. (For more information on the mission and goals of the Commission, go to Section V of this paper or visit http://www.mentalhealthcommission.gov.)

For all Americans, the lack of insurance coverage, drastic shortages of mental health professionals, and the societal stigma associated with behavioral health problems continue to make adequate care available only to a portion of those in need. Unfortunately, these types of issues are exacerbated for people dealing with behavioral health issues in frontier communities. These problems are compounded by great distances between home and provider, unstable funding for community support services, and a lack of anonymity, which makes many people shy away from seeking care for fear of being labeled as mentally ill or addicted. 

Because little data have been collected about the specific experiences of frontier residents, national data and data from rural areas are often used as proxies to characterize the frontier. To estimate the extent of behavioral health problems in the frontier, a series of proxies are applied to the frontier population. The proxies are national estimates of adults, children, and elders affected by mental disorders; national estimates of adults affected by serious mental illness (SMI) and severe and persistent mental illness (SPMI); national estimates of children and adolescents affected by behavioral health issues and serious emotional disturbance (SED); state and regional suicide rates; rates of substance abuse; and estimates of rates of depression in rural women.  

The Frontier Population

According to Census 2000 (United States Census Bureau, 2000), nearly 8 million people, or almost 4% of U.S. residents, live in the frontier. Overall, frontier residents are younger and older, poorer, more dependent on agriculture, and more medically uninsured than the rest of the U.S. population. For example, on average, children and youth under age 18 comprise 26.7% of the population in frontier areas as compared to 25.7% in other areas of the country, while people aged 65 and older make up 14.8% of the population of frontier areas as compared to 12.4% in other parts of the country.

Figure 1

The Frontier Population
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  Source: Frontier Education Center, 2002

Frontier Poverty. A higher percentage of frontier people live in poverty than those living in rural and urban parts of the country. All of the 50 poorest counties in the United States are included on the Frontier Education Center list of frontier counties. That is an astounding statistic and bears repeating. ALL OF THE 50 POOREST COUNTIES ARE FRONTIER! Frontier counties account for 42 of the nation’s 100 counties with the highest child poverty rates and 202 of the 500 counties with the lowest per capita income (Save the Children, 2002). Such high poverty rates are largely the result of the structure of the frontier economy; people in frontier areas are poor, not because they do not work, but because their jobs do not pay them enough to lift them out of poverty (Lynch & Kaplan, 1997).

Dependence on Agriculture.  More than two-thirds of the 556 counties identified by the U.S. Department of Agriculture (USDA) as agriculture-dependent are located in the frontier. Agricultural wages are traditionally low, with almost half of hired farm workers aged 25 and older earning wages below the annually-adjusted federal poverty level (Bowers, 2000). The low wages paid in frontier communities are not limited to agriculture—nine of ten counties with the highest proportion of workers in low-paying industries have populations of 20,000 or fewer people, with almost half located in North and South Dakota, and Nebraska, all states with a high number of frontier counties (Bowers Ed., 2000). 

The rate of medical uninsurance in the frontier is estimated to be 20% higher than in the rest of the country. This elevated rate is attributable to higher percentages of people who are self-employed, work for small businesses, do seasonal work, or fail to apply for Medicaid. Fewer rural than urban residents qualify for Medicaid—25% compared to 43% respectively (National Institute of Mental Health (NIMH), 2002). Many farmers and ranchers may in reality be medically indigent, but are unable to qualify for Medicaid because they own land and possess other assets (National Rural Health Association (NRHA), 1994). Migrant workers who perform agricultural work make up part of the frontier population and are also often uninsured.

Estimated Extent of Behavioral Health Problems in the U.S. and in the Frontier

Federal Estimation Methodologies. When funding to states for behavioral health services was changed to block grants, the Substance Abuse and Mental Health Services Administration (SAMHSA) developed methodologies for estimating the potential numbers of individuals in need of services, one method for adults (18+ years) with Serious Mental Illness (SMI) and another for children aged 9 – 17 with Serious Emotional Disturbance (SED).  The proposed methodologies went through extensive review and comment prior to the publication of the final rules in the Federal Register.

The federal government finalized a rule establishing a methodology for estimating the incidence of Serious Mental Illness (SMI) in adults in 1999.  The final rule, Methodology for Adults With Serious Mental Illness (SMI), Center for Mental Health Services, Substance Abuse and Mental Health Services Administration, HHS, was published in June of 1999. Estimates for each state are calculated as 5.4% of the total adult population and does not include persons who are homeless or institutionalized. The complete Final Rule can be found in the Federal Register, Volume 64, No. 121, June 24, 1999, at http://frwebgate4.access.gpo.gov/cgibin/waisgate.cgi?WAISdocID=75662918181+0+0+0&WAISaction=retrieve).

In 1998, the federal government finalized a rule establishing a methodology for estimating the incidence of Serious Emotional Disturbance in children. The final rule, Children With Serious 
Emotional Disturbance Estimation Methodology (SED), Center for Mental Health Services, Substance Abuse and Mental Health Services Administration, HHS, was published in July of 1998. For more detailed information on this methodology, the Final Rule is found at

http://frwebgate.access.gpo.gov/cgi-bin/getdoc.cgi?dbname=1998_register&docid=98-19039-filed in the Federal Register, July 17, 1998, Volume 63 No. 137 p 38661.  

Two alarming points related to estimating the SED rate in children should be noted. First, the decision to begin with 9 year olds was not made because there is no SED in younger children. Rather the decision was made because there is a lack of research on children from birth to 8 years old, therefore, it is not possible to develop an accurate methodology. This deficiency may result in an understatement of the problem as well as the unintended consequence of insufficient funding to the states. 

The second point raises an ethical issue: the relationship between poverty rates and incidence of Serious Emotional Disturbance (SED) among children. As poverty increases, so does the rate of SED. The rate of poverty generates increased funding for the treatment of what appears to be a partially preventable problem. Measures to reduce or eliminate poverty may in the long term be more cost effective than the treatment of emotional disturbances. Ethically, there are numerous reasons to increase prevention measures that have the ability to ameliorate a lifetime of economic and socio-psychological disruption. 

Table 1 shows the estimation results using the Level of Functioning of the Global Children’s Assessment Scale with poverty rates factored at three classifications, low, medium and high.

Table 1

Estimates of Children and Adolescents with Serious Emotional Disturbance

	
	LOF* = 50
	LOF* = 60

	
	Lower Limit       Upper Limit
	Lower Limit       Upper Limit

	Group A

Lowest percent in poverty
	     5%                        7%
	       9%                      11%

	Group B

Medium percent in poverty
	     6%                        8%
	     10%                      12%

	Group C

Highest percent in poverty
	     7%                        9%
	     11%                      13%


*LOF = Level of Functioning

Schaffer, Gould, Brasic, et al. (1983). Children’s Global Assessment Scale (CGAS), 

            Source: Center for Mental Health Services, SAMHSA, HHS

The Center for Mental Health Services (CMHS) stresses that the methodology is based on the Children's Global Assessment Scale (CGAS) because the CGAS was the most commonly 

used instrument found in the community-based epidemiology literature received by the group of technical experts. When other instruments were used, the findings were taken into consideration. CMHS recognizes that a number of States use the Children's Adolescent Functional Assessment 

Scale-Mini-Scale and, consequently, does not discourage the use of this instrument (Federal Register, 1998).
The nature of behavioral health problems makes them difficult to identify and quantify. Definitions and diagnoses have changed over time, thus affecting the estimates of the numbers of people affected and of the numbers of new cases that occur. For example, The Diagnostic and Statistical Manual of Mental Disorders serves as the guide in the United States for diagnosing mental diseases and disorders. First published in 1952 by the American Psychiatric Association, the manual is now in its fourth edition and is commonly referred to as DSM-IV (Department of Health and Human Services (DHHS), 1999). Each successive version has expanded and revised diagnoses as the both the knowledge base and clinical testing have advanced over the past half century.

Another popular publication, Mental Health: A Report of the Surgeon General (1999), bases its prevalence estimates (the total number of new and existing cases in one year) of what it terms “mental disorders” on the findings of two separate national epidemiological surveys conducted in the early 1980s and the early 1990s. According to this report, current estimates of the prevalence of mental disorders indicate that roughly one-fifth of people in the United States are affected by mental disorders: 22% to 23% of adults have a diagnosable mental disorder, including 3% who have a “dual diagnosis,” defined by the National Alliance for the Mentally Ill (NAMI) as the co-occurrence of mental health disorders and substance abuse disorders (alcohol and/or drug dependence or abuse), and an additional 6% of adults present with an addictive disorder alone

(Regier et al., 1993 and Kessler et al., 1994 as cited in U.S. Department of Health & Human Services (DHHS), 1999).

Figure 2
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Further, the same report identifies one in five children aged 9 to 17 as having a mental disorder with some functional impairment, and an estimated 5% to 9% of children as having a serious emotional disturbance (SED) (Friedman et al., 1996 as cited in U.S. Department of Health & Human Services, 1999) (See Appendix A for detailed statistics). Twenty percent of adults who are 55 and older are also estimated to have a mental disorder, excluding those who suffer from severe cognitive impairment like Alzheimer’s disease (Kessler et al. (1996) as cited in DHHS, 1999). 

Table 2 uses the percentages of affected individuals contained in Mental Health, the 1999 report of the Surgeon General. These percentages are then applied to the frontier population in Table 3 to provide an estimate of the numbers of frontier residents affected by behavioral health problems.

Table 2 

Estimated Percentage of U.S. Population Affected by Behavioral Health Problems

Source: DHHS, Mental health: A Report of the Surgeon General, 1999

	Age group
	Mental disorders
	Addictive disorders
	SMI – adult

SED – children and adolescents
	Severe & Persistent Mental Illness (SPMI)

	Children/adolescents

<18 years
	20.0
	Not available
	7.0 

(9-17 years of age)
	N/A

	Adults
	22.5
	6.0
	5.4
	2.6

	Older adults
	19.8
	Not available
	4.0
	1.0


Table 3

Estimated Number of Frontier Residents Affected by Behavioral Health Problems

Source: DHHS, Mental Health: A Report of the Surgeon General, 1999

	Age group
	Mental disorders
	Addictive disorders
	SMI – adult

SED – children and adolescents
	Severe and Persistent Mental Illness (SPMI)
	Total # 

affected

	Children/ adolescents 
	534,000
	**
	186,900 

(9-17 years of age)
	**
	534,000

	All Adults
	1,649,250
	439,800
	395,820
	180,580
	2,089,050

	Older adults 

(as a subset of adults)*
	293,040
	**
	59,200
	14,800
	293,040

	Total
	
	
	
	2,623,050


Note: When the  percentages from Table 2 (above)  are applied to the frontier population, the

          estimated numbers are obtained.

*Figures in this row are a subset of All Adults and are therefore not included in the totals.

** These figures are not available or do not apply to the age group.

Frontier Behavioral Health Issues 

Suicide. The prevalence of suicide, depression, and drug abuse in frontier areas indicates that serious behavioral health issues exist and must be addressed. Suicide rates are known to vary by region, with the West experiencing the highest rates in the country. When the 1990-1994 suicide rates for the four U.S. regions, defined here as Northeast, South, Midwest, and West, are adjusted for age, race, and sex, the rate for the West (14.7% per 100,000 population) is 25% higher than the nationally adjusted rate of 11.8%, and 71% higher than the Northeast rate of 8.6% (CDC, 1997). 

Of the 10 states with the highest suicide rates, all but Oregon rank high on at least one measure of frontier status, although it should be noted that most of eastern Oregon is frontier. Wyoming, Montana, New Mexico, and Arizona rank in the top 10 states on three measures of frontier status: number of people, percentage of the state’s population, and land area in frontier counties. These states are also among the six states with the highest rates of suicide. Table 4 (below) compares suicide rankings to two measures of frontier status: the largest population and the largest area.

Table 4
Top Ten Frontier States and States with Highest Suicide Rates

*Source: Suicide Prevention Advocacy Network, 2000 www.spanusa.org/images/Usrates2000.gif
	Largest Frontier Population
	Largest Frontier Area
	Highest Suicide Rate*

	1. Arizona
	1. Alaska
	1. Alaska

	2. Texas
	2. Texas
	2. Nevada

	3. New Mexico
	3. Montana
	3. New Mexico

	4. Minnesota
	4. New Mexico
	4. Montana

	5. California
	5. Arizona
	5. Wyoming

	6. Montana
	6. Nevada
	6. Arizona

	7. Colorado
	7. Wyoming
	7 & 8 

Colorado & Oregon

	8. Oklahoma
	8. Utah
	

	9. Washington
	9. Colorado
	9. Oklahoma

	10. Wyoming
	10. South Dakota
	10. Utah


Depression. Many studies have linked major depression to suicide. In addition to anecdotal evidence that depression is an important behavioral health issue in the frontier, women who reside in rural areas have been documented as suffering from major depression more frequently than their non-rural counterparts; the rate of depression in rural women is reported to be 40% versus 13%-20% in non-rural women. Additionally, rural women are also reported to receive less care than their urban counterparts (Mulder et al., 2000). 

Drug Use and Abuse. Perceptions about where drug use and abuse take place also need to change. Until recently, drug use was thought to be primarily an urban phenomenon, but is now known to be equally present in rural areas. For example, in April 2000, the U.S. Department of Justice reported that it found no urban-rural differences in methamphetamine use in the state of Nebraska, while in June 2000, the Substance Abuse and Mental Health Services Administration (SAMHSA) documented that while heroin treatment admissions rose across all categories of urbanization, the highest increase was in a nonmetro category. The nation’s highest death rate from heroin overdose is in Rio Arriba County, New Mexico, a frontier county. Increases in drug law violations in the 1990s were found by the Center for Alcohol and Substance Abuse (CASA) at SAMHSA to be inversely proportional to city size: the smaller the city, the larger the increase in drug violations. 

Mental Illness. People in the U.S. who have serious mental illness (SMI) or severe and persistent mental illness (SPMI) are the most severely affected by their conditions, as they typically require ongoing care and support. Residing in remote areas makes frontier residents especially dependent upon family support and vulnerable to isolation and crisis; their needs are an important part of the picture of behavioral health in frontier communities. 

Behavioral Health Issues Specific to Frontier Women 

Frontier women are at particular risk for depression and other behavioral health problems. Of the estimated 4,990,000 women in the frontier population, approximately 998,000 of them would be expected to experience behavioral health problems and 269,460 to have an SMI (according to the Federal Register estimation methodology). 

Studies show that women are twice as likely to experience depression as men, and that they respond to life events in ways that increase their tendency to become depressed; one out of every seven women will experience depression in her lifetime (NIMH, 2001 and National Alliance for the Mentally Ill (NAMI), 2002). In addition to the biological and genetic factors that may influence a woman’s odds of having depression, psychosocial factors can also play a role. Women may be more likely to become depressed due to “the stress of multiple work and family responsibilities, sexual and physical abuse, sexual discrimination, lack of social supports, traumatic life experiences, and poverty” (‘Psychosocial factors,’ National Association for the Mentally Ill (NAMI), 1996).

Caretaking of the young, the old, and of family members with behavioral health problems is a responsibility that falls primarily on the shoulders of women. The frontier has proportionately more children and elderly than urban areas, with fewer support services such as day care (for either children or older adults) available to frontier women who, like their urban counterparts, need assistance with the care of their charges. 

Moreover, farmwomen who work off the farm also face increased pressures. Following a workday away from home, these women most often work a “second shift” as they prepare meals, care for the family, perform both household and farm chores, and often keep the books for the family business. While working off the farm may reduce isolation and provide some gratification, for a frontier woman, the burden of these multiple roles may be a stressor over time. Frontier women may also compare themselves to the mythical “rural superwoman,” who is perceived as stronger than the urban woman, able to hold down a job, work in the fields or round up cattle, and provide sustenance and a home for the family—she may judge herself lacking when she compares her stamina to this mythological standard. 

Domestic violence is another real threat to the mental  and physical health of rural women; more than one-third of rural women have reported being victimized by an intimate partner. Rural and frontier women are easily trapped in violent situations by their distance from service providers, lack of transportation, social isolation, and fear of lack of confidentiality. In addition to experiencing sometimes serious and chronic physical health problems, abuse survivors are at higher risk for insomnia, depression, post-traumatic stress disorder, panic disorder, substance abuse, and suicide attempts (Chamberlain, 2002).

Obstacles to Behavioral Health Care in Frontier Areas

Much has been written about the difficulties of providing and accessing appropriate, effective behavioral health care in both rural and frontier areas. The primary factors that have been discussed are shortages and turnover of behavioral health professionals; lack of choice of providers; financial barriers including lack of medical insurance and under-insurance; distance from providers; perceived and real lack of confidentiality; stigma; cultural barriers; and lack of understanding about rural communities. (These factors are discussed further in Section III.) Two articles on this topic, Access to Mental Health Services in Frontier America and Problems Faced By Consumers Of Mental Health Services Out In A Frontier Community can be reviewed on the Frontier Mental Health Resource Network Web site at www.wiche.edu/mentalhealth/Frontier.

Building on the Strengths of the Frontier 

Transplanting the urban model of behavioral health care to rural and frontier communities doesn’t work—distance and sparse population make this infeasible and unaffordable. Mental health grassroots advocate, Sheila Cooper, and others like her who live in and study frontier areas, promote a different perspective. These advocates propose that services be built on the strengths of rural people. When consideration is given to unique features of frontier life and to the needs and special circumstances imposed by geography and other characteristics of the frontier, services are more likely to be successful. Cooper (personal communication, October 30, 2002) asserts that, “The goal is not to have a psychiatrist in every county, but rather to invent services that will help frontier people successfully live with and manage their behavioral health challenges.”

SECTION II: MODELS THAT WORK IN FRONTIER COMMUNITIES

A Sampling of Innovative Approaches
Throughout the U.S., creative, innovative, and exciting programs are being tried. Such efforts bring behavioral health consumers into a system that acknowledges and respects their habits and culture, provides early intervention, and makes clever use of limited resources. Sometimes these projects are easy to implement and able to gain financial support. In other circumstances, their very existence depends on strong-spirited and determined administrators, staff, and community members who finagle and persist until their vision comes into existence. 

The following six examples of  (1) fully integrated behavioral and primary health care, (2) equine assisted psychotherapy, (3) use of behavioral health aides, (4) telemental health, (5) Internet peer support, and (6) Warm Lines are inspiring. This is just the beginning of a compendium of innovative practices. Please share information on other innovative programs, how they work, the challenges, the policies that make it possible, and how they are funded with the Frontier Education Center at  frontierus@frontierus.org.
(1) Integrated Behavioral Health and Primary Care: Plan de Salud del Valle 

Background. Rural residents are accustomed to going to a primary health care facility, but are often wary of being seen walking into the community mental health center. The behavioral health services that are available at a primary care facility have some important advantages over care offered at a freestanding mental health center. For example, confidentiality can be better protected when clients visit the same facility where they receive care for physical concerns. Primary care providers (PCPs) are more likely to make referrals to mental health providers who work in the same building and are part of the same team, and clients may be more likely to follow-up on PCP referrals when they do not have to initiate service at a different facility, unfamiliar to them or perhaps known and stigmatized in their view. 

What’s happening. While it is becoming more common for behavioral health care services to be co-located with primary care services, Tillman Farley, M.D., and Al Galves, Ph.D., of Plan de Salud del Valle, a federally funded Community Health Center based in Fort Lupton, Colorado, found the co-location model to be inadequate for the care they wanted to give. Farley and Galves (personal communication, November 1, 2002) described the referral process as “the same as if the provider were down the street.” In the summer of 2002, they initiated a more fully integrated model of delivering behavioral health care in the primary care clinic that is receiving very favorable responses from PCPs, behavioral health staff, and clients.

Under the Farley and Galves model, a seven-question screening interview is used to detect a possible emotional or psychiatric difficulty in any patient that comes in for primary care services. Farley (personal communication, November 1, 2002) states, “We’ve lowered the bar way down,” so that patients get attention from a counselor at a very low level of distress. The PCP asks the patient questions about sadness, loss of interest in pleasurable activities, nervousness, sleeping patterns, pain, drinking patterns, and physical or emotional abuse. If the patient answers affirmatively to any of the questions, notes Farley, the PCP informs the patient that since the clinic staff care about the person’s functioning in all areas, they are “going to have a counselor come in to talk with you.” Farley stressed that he does not ask the patient if he or she would like to see the counselor; he merely explains that the counselor will be coming in because that is now part of the clinic’s standard practice. To date there have been no instances where the patient expressed distress or refused to see the counselor. Following the exam, the counselor visits with the patient in the exam room. Farley says (personal communication, November 1, 2002), “Patients love it. One hundred percent seem happier that they are feeling taken care of and listened to.” The PCPs are glad to have a referral system that is easy, quick, and effective.

The counselor who is “on the floor” that day (i.e., working in the patient care area) conducts a brief visit of five to ten minutes with the patient. The counselor then assesses whether or not an appointment needs to be made for a traditional 50-minute session on another day. If not, the patient is included in the counselor’s caseload and is seen for another brief visit at the next medical appointment. In this way, patients and counselors can have brief check-ins or longer sessions as needed. Clients who experience serious mental illness (SMI) are sometimes treated at Salud and, when necessary, are referred to the mental health center or a teaching hospital, both of which also serve uninsured people. The Salud clinic’s screening interview form is dated and

readministered one month later to patients who answered negatively to all the questions. In this way, the PCP monitors patients for change in affect, patterns, or stressful life events.

Farley and Galves have worked together for seven years, integrating behavioral health care into the primary care setting in various ways. Most recently, they collaborated with first one and then a second mental health center to locate counseling staff for the primary health care clinic. These arrangements did not succeed over time, due primarily to a difference in aim. The mental health center received reimbursement only for working with clients with a diagnosis from the Diagnostic Statistical Manual (DSM) while the PCPs wanted to treat any client who had symptoms. The lengthy paperwork (more than one hour for each new client) required for compliance with Medicaid regulations was also a barrier to serving the number of clients the PCPs wanted to refer. 

Following these attempts, Salud del Valle set out to find and secure the funds to employ its own staff of behavioral health providers (described below under funding). Salud now staffs three full-time and one half-time counseling positions, including the program director. The counselors serve four of Salud’s nine clinics but the goal is to offer the program at all nine. 

Galves and Farley believe that patients often have symptoms that are treated in the primary care system, but that actually stem from emotional and psychological sources. As an example, clients with panic disorder see an average of nine medical specialists before receiving the correct diagnosis. They believe Salud’s new model of care will help reveal underlying issues earlier, relieve symptoms more effectively, and reduce the number of dollars spent on treating the symptoms that are expressed as physical complaints.

Funding. Plan de Salud del Valle successfully applied to the federal Bureau of Primary Health Care, DHHS (http://www.bphc.hrsa.gov) for funding to add mental health care to its scope of service. These funds then became part of the clinic’s base financial support and are renewable from year to year. Salud plans to develop a billing system so that its mental health services can be self-sustaining, thus allowing the organization to hire more counseling staff. 

Where to learn more


Tillman Farley, M.D., and/or Al Galves, Ph.D.
E-mail tfarley@saludclinic.org

Salud Family Health Centers



E-mail agalves@saludclinic.org

1115 2nd St.


Fort Lupton, CO 80621


Phone: (303) 892-6401


(2) Equine Assisted Psychotherapy: Reins of Change

Background. Animals and people are a natural, powerful combination. Emotions and insights are sometimes more easily accessible when people interact with animals. Horses have been used in residential treatment programs for some time, but primarily for recreation or to instill responsibility. Lynn Thomas (personal communication December 5, 2002), co-founder of the Equine Assisted Growth and Learning Association (EAGLA), states, “The first serious use of horses in psychotherapy began in the early 1990s.” The practice has been found so effective and has been so enthusiastically received that there are now 1,500 EAGALA members, two thirds of whom have completed the association’s Level I Training. EAGALA-affiliated programs exist in every state and in eight other countries.

What’s happening. People who have experience with this therapeutic technique talk about the special nature of human-horse interactions. “Anyone who knows horses knows they are mirrors. When you get in the pasture with the horse, he tells you right away what kind of a day you are having,” stated ranch owner and mental health advocate, Sheila Cooper (personal communication, October 30, 2002).

To take advantage of the special qualities of human-equine interactions, teams of psychotherapists, horse professionals, and horses now work with youth and adults experiencing behavioral health problems. Under the supervision of the horse professional and the therapist, a client works with a horse, primarily in ground exercises rather than riding the horse. Generally, equine assisted psychotherapy (EAP) is a brief therapy, provided in conjunction with more traditional therapies like individual psychotherapy and counseling. A client may participate in one, several, or as many as ten sessions. Sometimes clients will take part in sessions each summer, returning for what is characterized by some equine psychotherapy professionals as an infusion of insight prompted by the client’s interaction with the horse and supervision and assistance from the other members of the team.

EAGALA was founded in 1999 to “promote, educate, and provide standards of practice, ethics, and safety in the field of equine assisted psychotherapy” and has developed two levels of certification for workers in the field, as well as developed and promoted standards of practice, ethics, and safety (EAGALA, front cover, 2002). Since its inception, EAGALA has worked diligently to promote recognition of this therapeutic modality as a valid and effective way to assist people experiencing behavioral health problems. 
Helen Royal, M.A., L.P.C., Level I Certified in Equine Assisted Psychotherapy, and “B” Casapulla, CHA Riding Instructor, Level I Certified in Equine Assisted Psychotherapy, both work at the Reins of Change EAP program in Frisco, Colorado. Reins of Change is part of Colorado West Mental Health that serves a ten-county region in central Colorado. As is often the case, the attitude of the agency’s leadership is key to initiating and sustaining creative programs. Helen Royal reports that the administrators at Colorado West have always encouraged innovation and were behind this program from the outset. Reins of Change uses privately owned horses whose owners receive reduced-cost board for their horses in exchange for the horses’ participation. 

“B” Casapulla (personal communication, November 11, 2002) asserts, “The horse offers to connect with the client, and provides immediate, honest feedback.” Casapulla reported that the horse might resist having the client put on a halter, not want to come with the client, stop when the client is uncomfortable, then respond to the client’s pain and try to help. Clients, as they interact with the horse, often have insights into their own feelings and behaviors, and realize how they can behave differently when they interact with others. The outdoor setting and interaction with the animals, as well as with people, often frees clients to express themselves without feeling the constraints of sitting in an office face to face with a counselor. An example of how work with the horses can be applied to personal insight is the “emergency dismount,” a safety measure taught to every client who rides a Reins of Change horse. Clients are then asked to identify emergency dismounts or safety precautions they can use in other situations in their lives, such as detecting and removing themselves from unpleasant or violent situations. 

Casapulla and Royal report that EAP is effective for people experiencing situational difficulties as well as those with SMI. They have seen the work with horses produce quick effects in people who have relationship problems, teens who have family problems or behavioral difficulties, and people who have bipolar disorder or schizophrenia. 

Equine assisted psychotherapy is offered in many settings across the country, including urban areas. Its suitability to frontier areas seems clear. The therapy is intended to be short-term, to complement other therapeutic modalities, and often produces quick shifts in behavior, insight, and attitude. 

Funding. Equine assisted psychotherapy is funded in various ways in different states. At Colorado West Mental Health, Reins of Change began with a $1,000 grant from the agency to get it off the ground. Services are funded by private insurance, self-pay, the Medicaid mental health capitation program, and small grants. 


Where to learn more

Helen Royal, M.A., L.P.C., Level I Certified in EAP or “B” Casapulla, CHA Riding Instructor, Level I Certified in EAP

Reins of Change, Colorado West Mental Health

P.O. Box 544, 120 South 4th Street

Frisco, CO 80443

Phone:  (970) 668-3478  

Fax:
(970) 668-0632

E-mail:
hroyal@cwrmhc.org


Greg Kersten & Lynn Thomas

EAGALA – Equine Assisted Growth and Learning Association

P.O. Box 993

Santaquin, UT 84655

Phone: (801) 667-2191, toll-free (877) 858-4600 

Fax:
(801) 667-2192

E-mail:
equine@eagala.org
                                   

Web site: http://www.eagala.org
(3) Behavioral Health Aides

Background. More than two-thirds of Alaska’s residents live in roadless areas accessible by only boat in summer, snow machine in winter, and by air year round. Alaska has had to create innovative health care systems to serve those who live far away from the three major cities of Anchorage, Fairbanks, and Juneau. Alaska natives who live in remote villages and speak their native languages have been the focus of specialized interventions to address high rates of alcoholism and suicide. 

Community Health Aides (CHA) are local residents trained as first responders. As first responders, the CHAs receive training, supervision, and support for their work in remote villages. The CHAs are well known in their regions and people turn to them with a myriad of health issues as they have been trained to work with suicide, grief and substance abuse issues. In spite of the usefulness of the CHAs, it became evident that additional help was needed in the villages to better address behavioral health issues. Individuals with serious mental illness (SMI) and with severe substance abuse problems were reaching crisis stage and then being shipped away from the home village, usually to Anchorage, for treatment. Not only was this disruptive and difficult for both the individual affected as well as their family members, it was also very expensive. Scot Prinz, Ph.D., Behavioral Health Consultant to the Alaska Native Tribal Health Consortium, likens it to traveling from Chicago to New York for care.

What’s happening. Prinz and a team of behavioral health professionals in Alaska are developing a certification program for Behavioral Health Aides (BHAs) who are also called Village-Based Counselors, Family Service Workers, Village Alcohol Counselors, or Village Wellness Counselors. Choosing village residents to work as BHAs is essential; they must speak the village’s language, be familiar with local customs, and be trusted by those they serve. Their mission is to build a care system within villages that is culturally compatible and accepted and understood by community members. Prinz [(personal communication, November 11, 2002) stated that the “sense of ownership is the biggest positive.” 

BHAs work on behavioral health issues at the prevention and early intervention levels, so that crisis situations are reduced and people can stay at home. Ray Watson, of the Yukon Kushkokwin Health Corporation, works with 27 Village Wellness Counselors who serve 56 villages. Watson (personal communication, November 19, 2002) said, “The whole intention of the wellness counselor is to keep a person in the village and at the same time get well.” These Wellness Counselors are trained in mental health and substance abuse issues. One of the key training issues is to teach BHAs that even though they may have known a person for a very long time, they do not know that person’s whole story. 

BHAs most often do not have the benefit of an office, so instead use their homes or clients’ homes for meetings. In the Yukon Kushkokwin area, they also work in the schools, offering education on topics like inhalant abuse. They bring elders into the schools to interact with the young people and try to maintain an understanding of traditional ways of life. 

Watson reports that the BHAs and CHAs support one another. He told of a recent tragedy in a very small village where all of the people were related. BHAs came from very far away to help the village through the crisis. Then they returned  as CHA first responders to help village residents as well as the first responders to process their feelings about the incident. Watson (personal communication, November 19, 2002) said, “We have a really good system here.” 

Funding. Alaska, like many places in the U.S., has multiple funding streams and programs, each trying to address some aspect of health care. A network of Village Alcohol Education Counselors existed before the advent of BHAs. The Alcohol Education Counselors are now being cross-trained in mental health and are being certified as BHAs. Funding comes through the Indian Health Service for BHAs, but other funds to address substance abuse and mental health come through the Indian Child Welfare Act, federal funds delivered through the Rural Human Services Program, and through the state and private foundations.

Where to learn more


Scot Prinz, Ph.D.


Behavioral Health Consultant


Alaska Native Tribal Health Consortium

Anchorage, Alaska


Phone: (907) 729-3643


E-mail: sprinz@anmc.org 

(4) Telemental Health:  Two Models in Use in New Mexico and Alaska

Background. Improved behavioral health service delivery requires many types of providers, with psychiatrists playing a critical role in the care of those with mental illness and dual diagnosis. When psychiatrists and other important members of the behavioral health team are miles and hours away from their patients, care delivery suffers and consumers spend scarce resources traveling to receive care. Telemental health, also called telepsychiatry, extends the reach of the limited number of psychiatrists and psychologists through technology that supports remote visits that allow verbal and visual contact with consumers and members of the local behavioral health care team. 

An article titled Telemental Health Services in Frontier Areas: Provider and Consumer Perspectives discusses some benefits of telepsychiatry (available at http://www.wiche.edu/mentalhealth/Frontier). Consumers felt that the treatment they received was timely, high in quality, and might not have been available to them without this technology; they felt more secure in their home communities, knowing that telepsychiatry was available, and the savings in time and money were important to them. An on-site service provider participates in the teleconference; all members of the triad—consumer, on-site provider, and remote provider—felt that this arrangement increased both communication and care planning. It often takes consumers some time to become comfortable with the technology, and seeing their own image on the monitor in the room disturbed some consumers, but they were reassured when controls were installed so that they were able to turn it off if they desired. Care providers reported feeling more involved in the entire process of planning and implementing care and less isolated due to the communications that took place via telepsychiatry (LaMendola, 2000).

New Mexico

What’s happening. The University of New Mexico’s Rural Psychiatry Program sends residents to outlying areas where they work with patients and also serve as consultants to rural clinics. Such person-to-person contact serves as a base for communication when the residents are using telemedicine technology for follow-up visits or in crisis situations. The residents’ in-person interactions with clinic staff provide balance for the health care delivery teams through consultations and team support and set the stage for future support by telecommunication. Overall, consumers have been pleased with the benefits of greater access to the physicians without the requirement of travel. Interestingly, some young people preferred the telemental health visits to in-person visits.

Where to learn more

Chris Pederson, M.P.H., M.S.S.

Rural Psychiatry Program, Department of Psychiatry

School of Medicine

University of New Mexico

2400 Tucker NE

Albuquerque, NM 87131

Phone:  
(505) 272-0537

Fax:
(505) 272-4639

E-mail:
cpederson@salud.unm.edu
Alaska

What’s happening. In Alaska, an extensive telepsychiatry initiative has been launched. The Alaska Federal Health Care Access Network (AFHCAN), with the benefit of generous federal funding, developed a “telehealth network” to improve access to health care for federal beneficiaries in the state. The Alaska Native Tribal Health Consortium oversees this huge project that links 235 sites. Telepsychiatry is used most commonly for medication checks, follow-up visits, and when urgent care is needed.

The Alaska Telehealth Advisory Council recently evaluated the telepsychiatry project. Adults, youth, and parents of children with serious emotional disturbance (SED) were interviewed. Consumers were grateful to have access to the psychiatrist from their hometowns and villages. Those in the more remote areas, where psychiatry has never before been readily available, were the most receptive and appreciative of the service. Mariko Selle headed up the evaluation effort. Selle (personal communication, November 8, 2002) stressed that telepsychiatry in Alaska is “not about improving care, but is about providing care at this level,” where it had previously not been accessible. Consumers especially liked being able to receive intervention and maintenance that enabled young people and adults to stay in their community rather than being flown out. When hospitalization was necessary, family members used the telemental health technology to visit those in hospital. 

Funding. The AFHCAN project was funded through several federal bureaus as well as the military, which had beneficiaries who would be served by the new system. When telepsychiatry is funded temporarily, as part of a demonstration or with funding that may not continue, discontinuation of the service negatively impacts both consumers and care providers.  

Where to learn more
Alaska Federal Health Care Access Network http://www.afhcan.org  

This web site describes the telehealth project, includes two annual reports, and links to the several organizations involved in its implementation and evaluation.

(5) Internet Peer Support

Background. People experiencing depression, bipolar disorder, schizophrenia, and other mental illnesses are connecting with one another on the Internet to share information, offer and receive support, and strengthen one another’s recovery. Walkers in Darkness at http://www.walkers.org, a Web site for people with mood disorders, began as an e-mail listserv in the early 1990s. In 1994, Mark Oberg began maintaining the list, and he eventually turned Walkers in Darkness into a nonprofit organization sponsoring the website that today hosts four chat rooms, has links to many other online resources, and offers users a venue for creating personal websites. 

The site has experienced phenomenal growth. In the late 1990s, approximately 100,000 visitors used the site annually. In 2000, that number rose to 400,000 (O’Hagan, 2001). Users are finding support and understanding in a system that works for them—around the clock availability from their homes, anonymity, and the assurance that they will reach people who have had similar experiences and who truly understand how they feel. Users report feeling part of a family, trusting their fellow users, being saved from suicide by going online when they were too depressed to reach out in any other way, and feeling useful when they are able to help others.

Walkers in Darkness is only one example of the kind of support and information that abounds on the Internet. Mental health consumers run many of the websites and monitor the listservs and chat rooms. The National Alliance for the Mentally Ill (NAMI) (http://www.nami.org) also runs several listservs through its Web site. 

The University of New Mexico (UNM) Rural Psychiatry Program at the School of Medicine surveyed users of some of these peer support groups to learn about the benefits that users experience. Those surveyed reported that participating in online support was a very powerful resource that helped them in many ways. The support system helped to decrease social isolation, form a social network which some had never experienced before. They learned how to communicate better, learn about medications and their uses, and gain knowledge about their condition(s). One of the most important benefits was increased courage to speak to their psychiatrists about their conditions and medication. Online chat rooms provided 24-hour access to others who could understand feelings and distress that a user might be experiencing, thus helping them to cope more effectively.

Some mental health advocates believe that it would be beneficial if state hospitals and other behavioral health service providers installed computers and trained patients in their use. People with serious mental illness (SMI) could gain access to the world of information and support that is available on the Internet while at the same time learning job-related skills.

What’s happening. Chris Pederson, M.P.H., M.S.S., who coordinates the UNM Rural Psychiatry Program, is now analyzing data from a two-year research project that was inspired by mental health consumer advocates. The study provided computers to adults with SMI who live in remote, rural areas of central New Mexico, coached them in Internet use, and measured the results. Pederson and her colleagues identified 90 adults with SMI who were then randomized into three groups:  computer, journal, and treatment as usual. Those in the computer group received a computer, free Internet access, a class in computer use, one-time computer coaching in their homes, and limited telephone consultation. They were encouraged to join an on-line peer support group, communicate with their service providers by e-mail, and use a listserv to share their experiences and information with other study participants. Journal group members received a book about journal writing, a journal, and four hours of training in journal writing. Treatment as Usual group members were asked not to use computers during the study period. 

Initial findings indicate that use of the Internet use was very helpful for those participants who successfully learned to use the computer. Two computer group participants did become involved in on-line support groups and reported that they found them very beneficial. Participants also found that the Internet opened up opportunities for pursuing business opportunities, locating and purchasing vehicles, and identifying and getting to know romantic partners. After five months, computer group members submitted progress reports indicating that 62% had read e-mail, 39% had written e-mail, 39% had searched the World Wide Web, and 30% had participated in a chat room. Peer support groups that operate through monitored listservs appeared to have some advantages over chat rooms, which sometimes have disturbing content. 

Study participants in the computer group were all first-time users; their success in becoming adept at using the computer seemed to depend largely on their determination and on obtaining assistance from computer-literate people in addition to the help provided through the study. Some participants depended on friends or family members who were readily available, while others sought out help from family or church members, thereby increasing the quality and quantity of their relationships as they did so. At the end of the study, it became clear to the researchers that the amount of assistance provided during the study was insufficient for most participants. Some participants did not turn on the computer due to severe depression or other troubling life disturbances, though others just needed more individual coaching than was available to them. A few might have benefited from Web phones that would have been simpler to operate but still provide Internet access. 

The study purposely, due to funding limitations, provided a minimum of computer support because researchers wanted to learn what benefits could be gained with minimal support, in hopes that managed care organizations or community mental health centers might view instituting computer support for their clients as a feasible service. Even before final data were analyzed, Pederson realized that more assistance with computer and Internet use is necessary if participants are to gain maximum benefits. Now that the study period has ended, Pederson is trying to locate computers to give to the participants who were not in the Computer group.

Funding. The UNM study was funded by the National Institute of Mental Health (NIMH) that annually issues requests for proposals for research in rural mental health issues.

Where to learn more

Chris Pederson, M.P.H., M.S.S.


    



Rural Psychiatry Program, Department of Psychiatry  



University of New Mexico, School of Medicine







2400 Tucker NE


Albuquerque, NM 87131

Phone: (505) 272-0537

Fax:
(505) 272-4639


E-mail: cpederson@salud.unm.edu
(6) Warm Lines

Background. While many people are familiar with “Hot Lines” used by many organizations and agencies, many are less familiar with Warm Lines. Warm Lines are an “after hours pre-crisis service” for persons with behavioral health problems. Warm Lines have been in use for about ten years as a form of social support for consumers with behavioral health illnesses and problems, and a complement to crisis hot lines. Volunteers, persons in recovery from illness, most often run Warm Lines, which has a special appeal for callers who suffer from the same or similar illnesses as they can connect with a person who understands their perspective. These volunteers are sometimes referred to as Peer Supporters

The volunteers that staff Warm Lines in communities across the nation, must participate in training before they are allowed to answer calls. Typically, volunteers go through a training program that involves education on behavioral health issues, medications, behavioral health services, dual diagnosis, and most importantly, role playing, where future peer supporters simulate calls covering a variety of situations and call scenarios.

Peer supporters are not allowed to give medical or medically-related advice to those calling in, but when necessary have access to a list of referral numbers to a variety of local, state, and national behavioral health agencies as well as the local crisis hotline. 

Current funding limitations and a shortage of providers in the behavioral health field in rural and frontier areas challenge all involved to stretch the budget dollar. It is extremely difficult for case managers, therapists, and psychiatrists or psychologists to give intensive attention to client caseloads that are already too large. In response, notes Pudlinski (2001), many community behavioral health agencies “have turned toward using consumers for important mental health services, including peer social support” (p. 398).

What’s happening. For agencies or individuals who are interested in operating a Warm Line in their community, the National Empowerment Center (NEC) keeps an updated list of consumer-run organizations and advocacy groups for all 50 states. The mission of NEC, where most staff are themselves behavioral health consumers, is to “carry a message of recovery, empowerment, hope, and healing” to people facing behavioral health issues.

Funding. Warm lines are supported by a variety of entities in each of the 50 states. Some warm lines are funded at the state or municipal level in conjunction with behavioral health agencies, while others are funded by private or not-for-profit organizations associated with the behavioral health field.

Where to learn more

   The National Empowerment Center

   599 Canal Street

   Lawrence, MA 01840

   Phone: (toll free #) 1-800-POWER2U or 1-800-769-3728

   Website: http://www.power2u.org
SECTION III: FIVE POLICY RECOMMENDATIONS TO IMPROVE BEHAVIORAL HEALTH CARE IN THE FRONTIER

1. Recognition of the problem

The most important recommendation for improving behavioral health care in the frontier is to acknowledge the problem. Denial, under-diagnosis, under-reporting, barriers to care, and a lack of resources all contribute to the need for policies to change the current fragmented and under-funded system. A comprehensive system available and accessible throughout the United States in all communities, no matter how small or remote is the goal. The New Freedom Commission, created by an Executive Order issued by President Bush in July 2002, is an important first step in both drawing attention to the problem and also to recommending policy solutions. 

2.  Training, Recruitment, and Retention of Providers 

One of the greatest barriers to providing behavioral health services in frontier and rural communities is a shortage of appropriate professionals. Even when professionals are interested in frontier and rural practice, often they will not have been trained appropriately. Professional training programs for all professions involved with behavioral health issues, including medicine, psychology, social work, nursing, and public health, need to have a rural health care training component. 

The Behavioral Health Care Needs of Rural Women, a report by the American Psychological Association, concludes that the large numbers of people living in rural areas “clearly mandates the inclusion of a rural focus in every professional training program” (Mulder et al., 2000). This report concludes that training programs should address the ethical and economic issues that arise in rural service delivery, as well as a number of practical skills like proposal writing and fundraising.

Although some recruitment and retention programs, through both the federal government and the states, exist to place medical and nursing school graduates in rural and frontier areas, graduates from other disciplines such as allied health, psychology, and social work should also be offered the same opportunities. Additional federal dollars should be earmarked to rural and frontier clinics and hospitals to ensure that those choosing to practice in such areas have adequate staffing, up-to-date diagnostic equipment, and access to the latest telecommunications technology.
3.   Insurance reform

Mental Health Parity. Mental health parity refers to a system that requires insurers to cover mental health and physical health services equally. Several states have already passed legislation for parity. Federal legislation to require parity has been introduced a number of times and failed. Passage of parity legislation by the Congress would be an important first step in improving the financing of mental health care.

Flexibility in Service Delivery.  Frontier and rural providers would like states to facilitate the integration of behavioral health care into primary care. In some states, for example, Colorado, under the Medicaid “carve out,” primary care providers (PCPs) cannot be reimbursed for treating a patient with a behavioral health issue. For instance, while a PCP can prescribe an antidepressant or antipsychotic medication during a medical visit, Medicaid will not reimburse this same provider if the patient visit is identified as the treatment of a behavioral health problem. Systems of care need to be re-designed so that consumers and providers can work together to best meet the needs of the consumer.

Regulation of Managed Care. Managed care organizations do not usually like to operate in sparsely populated areas since the challenges of providing services in rural and frontier areas increases costs. Therefore, the benefits of managed care provided in population centers are often unavailable to rural and frontier residents. However, in Washington State, managed care providers are mandated to serve the sparsely populated eastern side of the state as a condition to having contracts in Seattle and other heavily populated areas. This state mandate forced managed care organizations to develop systems to offer cost-effective services in sparsely populated areas. These systems can serve as models for extending cost-effective managed care to residents of other frontier areas.

4. Recognition and Support for Dual Diagnosis 

Integrated care for persons with dual diagnosis needs to be achieved so that they can easily receive appropriate and effective care. (Dual diagnosis is defined as the co-occurrence of mental health disorders and substance abuse disorders (alcohol and/or drug dependence or abuse.) The presence of a dual diagnosis results in additional difficulties for both the consumer and their care providers. Providers find it difficult to obtain assistance for people suffering from both a mental and an addictive disorder because there is a split between the two systems that address these issues.

Policy solutions should ensure that the treatment of dually diagnosed persons consist of clear treatment pathways across behavioral health and alcohol and drug agencies; that drug and alcohol services should provide specialist support, consulting, and training to behavioral health service providers; and that behavioral health service agencies and providers should offer similar support to drug and alcohol agencies to help them treat persons with less severe behavioral health illnesses.
5.  Support for Drug and Alcohol Use Prevention Services and Research 

The problems of drug and alcohol misuse are complex and require integrated solutions as well as coordinated delivery of services. Little research has been done on drug and alcohol use and abuse in frontier and rural areas. The mistaken belief that there is less drug and alcohol use and high-risk related behavior in sparsely populated areas negatively affects planning and policy development for behavioral health services. Because the organization of prevention and treatment services are difficult in frontier and rural areas, sufficient resources for funding prevention and treatment of drug and alcohol abuse need to be provided. Further, in order to reduce the incidence of drug use and related violence and disease in frontier areas, research needs to be funded to develop and test innovative community-based, comprehensive prevention and/or treatment interventions.

SECTION IV: OBSTACLES TO BEHAVIORAL HEALTH CARE IN THE FRONTIER

Shortages of health professionals. One of the most significant barriers to treatment in rural areas is the lack of providers. This issue is raised again and again at rural health conferences and in journals devoted to rural health. Reasons for the shortages of providers vary. First, the structure of medical education favors urban settings and specialized community-based training programs are necessary to prepare providers for work in rural areas. Secondly, while medical training encourages specialization, providers operating in rural and frontier settings need to be generalists. Providers in rural areas have expanded roles in both their community and in the health care setting where they often act as liaisons to other community resources. Lastly, funding for medical training in community settings is currently in jeopardy. 

Staff turnover. Staff turnover has an especially great impact on the residents of remote areas. For example, clients develop trust in a provider, only to find that they leave after a short while. A physician working for the Indian Health Service (personal communication, October 19, 2002) said, “Turnover is a real problem here,”  the first thing that a patient asks, before any treatment occurs is “How long are you going to be here?” Providers are stretched thin, are on call for urgent situations as much as 100% of the time, sometimes have difficulty finding professional support, and face increased possibility of burnout. 

Lack of choice of providers. One big difference between behavioral health services in small communities and urban areas is the availability of a choice of providers. Compatibility is important for the formation of an effective client-provider therapeutic team. In urban areas, even when choice of providers is limited by insurance coverage, clients have a wider choice of providers. In remote areas, only one or two providers may be available, and they may be located at great distance from the client’s home. It is not uncommon for providers to treat more than one member of a family, which can create discomfort for both the provider and the clients. While clients most often hope that their provider will stay in the community so that they will not have to keep telling their story over and over again to new professionals, sometimes clients wish for the departure of their provider when they are not compatible. A recent article, Problems Faced By Consumers of Mental Health Services Out In A Frontier Community told of a client who stated that when you clash with the provider, “ . . . you hope

that that’s the one that’s going to move on! (Harding, Van Pelt, Ciarlo, 2000).” (The article can be read at http://www.wiche.edu/mentalhealth/Frontier).

High rates of under-insurance and uninsurance. The fact that frontier residents are 20% more likely to be medically uninsured than people in other parts of the country presents a significant barrier to behavioral health treatment. According to the Centers for Disease Control and Prevention (CDC), insurance coverage varies by urbanization level, with residents of nonmetro counties having the highest rates of uninsurance (2001 Urban Rural Chartbook). Census data have documented that people in certain occupation groups are most likely to be uninsured when working in the areas of agriculture, construction, and household services and quite likely to be uninsured when working in areas like retail, repair and personal services, entertainment, and forestry and fisheries (United States Census Bureau, Current Population Survey (CPS). Three of these occupational groups, agriculture, forestry and fisheries, are primarily located in rural areas, which contributes to the high rate of rural uninsurance. These are not only largely rural occupations, but are often seasonal, which doubles the risk that workers in these industries will be uninsured. 

Cultural barriers and lack of understanding about rural communities. Although there is tremendous variation in frontier residents’ cultural backgrounds, race and ethnicity, and reasons for living in more remote areas, some shared cultural commonalities exist. Many people who live in frontier areas place strong emphasis on self-reliance, are slow to develop trust in those they have known only a short time and value privacy (Mulder et al., 2000). When faced with a serious mental illness, frontier residents must often interact with care providers who are unfamiliar with the frontier and its people, at the same time that they are exposing personal issues about which they sometimes feel shame. Care providers who have lived primarily or exclusively in urban areas may exhibit a demeanor of superiority or abruptness of which they are not aware; they can easily, although unintentionally, offend or demean frontier clients. 

Unfamiliarity with the culture and lifestyle of the people they serve can be a barrier for behavioral health providers who have recently arrived from more urban areas. Although Caucasians make up the majority of frontier residents, there are significant populations of African Americans, Hispanics, Native Americans and Alaskan Natives in the frontier. When the frontier consumer comes from a culture with values and traditions unknown to the care provider, the building of communication and trust between provider and consumer may take considerable effort. Specific events can intensify the need for behavioral health providers who are familiar with local conditions. The financial, property, and personal losses that many farm families have faced in recent years created the need for specialized support from providers who fully understand the problems clients are experiencing.

An Indian Health Service physician noted that it is difficult to find psychiatrists to work and stay at her facility, which is only one hour from a medium-sized town, but serves a large and extremely remote catchment area. The physician stated that new providers “can study the culture, but they have no real familiarity with it; this makes it difficult for patients to both relate to them and to trust them (personal communication, October 19, 2002).

Also, women who have experienced violence at the hands of men, or who feel most comfortable with other women, may experience difficulty developing a therapeutic relationship with a male care provider. 

Lack of confidentiality. Perceived and real lack of confidentiality and anonymity in small communities may discourage a person from seeking care. When behavioral health care is offered at a freestanding mental health center, clients are inadvertently forced to reveal to anyone in town that they are dealing with this kind of problem just by walking into the clinic. Even support groups for addictive and other disorders may not provide a safe haven, especially if clients and providers find themselves in the same support group. Therapeutic and support group members seldom have the opportunity to join a group of people with whom they do not share family, professional, social, or community connections. 

Distance.  Traveling to the provider’s location can represent a considerable burden to clients with behavioral health problems. Time, energy, money, and social support to make these trips are often not easily obtainable for many clients. It has been ascertained that behavioral health care offered in rural areas does not adhere to the standards created for urban areas, due to a combination of scarcity of provider resources and the difficulty clients experience in getting to care. 


SECTION V: BEHAVIORAL HEALTH RESOURCES AND LINKS
American Psychological Association Resource Center for Rural Behavioral Health
http://www.apa.org/rural/ 

RuralPsych aims to “serve as a resource for providers, purchasers, and consumers of behavioral health care in frontier and rural areas.” The site contains articles, links to other relevant websites, and information to support behavioral health professionals working in rural and frontier areas. 

The Center for Mental Health Services

U.S. Department of Health & Human Services, Substance Abuse and Mental Health Services Administration
http://www.mentalhealth.org/default.asp
The Substance Abuse and Mental Health Services Administration's (SAMHSA) National Mental Health Information Center provides information about mental health via a toll-free telephone number (800-789-2647), the above Web site and more than 200 publications.

The National Mental Health Information Center was developed for users of mental health services and their families, the general public, policy makers, providers, and the media.

Information Center staff members are skilled at listening and responding to questions from the public and professionals. The staff quickly directs callers to Federal, State, and local organizations dedicated to treating and preventing mental illness. The Information Center also has information on Federal grants, conferences, and other events.

The site includes a Services Locator for each state that lists resources like mental health centers, substance abuse treatment facilities, and some information about advocacy organizations.

Frontier Mental Health Services Resource Network

http://www.wiche.edu/mentalhealth/Frontier 

This network provides information on issues affecting provision of behavioral health services in frontier areas. The Web site features full text articles that resulted from an extensive exploration of issues affecting behavioral services provision in frontier areas that included focus group research.  

Knowledge Exchange Network-KEN

http://www.mentalhealth.samhsa.gov
Sponsored by the Center for Mental Health Services, U.S. Department of Health and Human Services, the Knowledge Exchange Network presents substantial research-based and practical information for parents and professionals. The site covers the full range of mental health topics, including behavior problems, school behavior problems, violence, juvenile justice and also presents program information, “Kids Area” links, and a “Services Locator.” Additionally many good articles are available on the “Publications” page.

*Use of the “search” function is recommended due to the site’s large size.

Mental Health: A Report of the Surgeon General

http://www.surgeongeneral.gov/Library/MentalHealth/toc.html
Full text available on line, or can be ordered, free of charge, through the National Mental Health Information Center (see description above). 

National Alliance for Mentally Ill – NAMI

http://www.nami.org 

The NAMI Web site includes comprehensive information for consumers, survivors, and family members. NAMI hosts the KnowHow list, an electronic forum for the sharing of support and information among consumer members of the National Alliance for the Mentally Ill. It also has links to local affiliates in each state and in other countries. 

National Association for Rural Mental Health-NARMH

http://www.narmh.org 

NARMH, founded in 1977, is composed of member organizations and individuals that works to develop and enhance rural mental health and substance abuse services, to support mental health providers in rural areas, and to develop and proactively support initiatives that will strengthen the voices of rural consumers and their families. NARMHs mission is “linking voices to promote rural mental health.” NARMH has recently developed a Vision for Rural Mental Health, Rural Mental Health: 2000 and Beyond which focuses on building consumer support and involvement, enhancing competence, understanding and managing cost, strengthening communication, and connecting better electronically, organizationally, and politically. NARMH is nearing completion of two special projects – A Rural Mental Health Policy Agenda and Promising Practices in Rural Mental Health Outreach.

The Web site features information about NARMHs annual conference and articles about the Farm Crisis and special rural mental health topics, and articles by consumer/survivors.

National Association of State Mental Health Program Directors Research Institute, Inc.

http://www.nri.rdmc.org
The NASMHPD Research Institute studies issues in the delivery of public mental health services supported by state mental health agencies. The Research Institute responds to current needs for objective analyses and basic information, and attempts to facilitate the application of state mental health programs. 

The site features links, publications, and facilitates the Center on Mental Health Quality and Accountability.

National Institute of Mental Health-NIMH

http://www.nimh.nih.gov/
The Web site offers links for the public, practitioners, and researchers as well as links to “Breaking News,” numerous articles, information on upcoming meetings and events, and the opportunity to subscribe to the “NIMH E-News Listserv.”

President’s New Freedom Commission on Mental Health

http://www.mentalhealthcommission.gov
The mission of the Commission is to conduct a comprehensive study of the U.S. mental health service delivery system, including both the private and public sectors, and to advise the President on methods of improving the system. The goal of the Commission is to recommend improvements to enable adults with serious mental illnesses (SMI) and children with serious emotional disturbances (SED) to live, work, learn, and participate fully in their communities.

The site contains links to the full Presidential Executive Order, mental health resources, and is available for viewing in Spanish and Chinese.

Women’s Mental Health Consortium

http://www.nimh.nih.gov/wmhc/members.cfm
List of experts with their areas of expertise and contact information, sponsored by National Institute for Mental Health. Conference proceedings are posted on this site. 
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APPENDIX A
Estimates of Children and Adolescents 

With Serious Emotional Disturbance by State,1995
-------------------------------------------------------------------------------------------------

                                                        LOF*=50                   LOF*=60        

State                 Number of    Percent in ---------------------------------------------------

                      youth 9-17    poverty    Lower limit  Upper limit  Lower limit  Upper limit

-------------------------------------------------------------------------------------------------

  Total........        33,706,204  ...........   2,118,269    2,792,391    3,466,516    4,140,636

 1  New Hampshire..      147,695         4.07        7,385       10,339       13,293       16,246

 2  Alaska.........       90,955         8.96        4,548        6,367        8,186       10,005

 3  New Jersey.....      932,671         9.60       46,634       65,287       83,940      102,594

 4  Utah...........      349,086         9.76       17,454       24,436       31,418       38,399

 5  Minnesota......      643,892        11.30       32,195       45,072       57,950       70,828

 6  Colorado.......      491,930        11.34       24,597       34,435       44,274       54,112

 7  Nebraska.......      231,037        11.62       11,552       16,173       20,793       25,414

 8  Missouri.......      709,439        11.74       35,472       49,661       63,850       78,038

 9  Kansas.........      354,722        12.55       17,736       24,831       31,925       39,019

10  Wisconsin......      706,004        12.56       35,300       49,420       63,540       77,660

11  Hawaii.........      143,901        13.97        7,195       10,073       12,951       15,829

12  North Dakota...       91,443        14.13        4,572        6,401        8,230       10,059

13  Virginia.......      790,359        14.38       39,518       55,325       71,132       86,939

14  Nevada.........      186,695        14.41        9,335       13,069       16,803       20,536

15  Indiana........      758,633        15.24       37,932       53,104       68,277       83,450

16  Rhode Island..       115,176        15.36        5,759        8,062       10,366       12,669

17  Delaware.......       85,396        15.56        4,270        5,978        7,686        9,394

18  Maine..........      160,434        15.57        8,022       11,230       14,439       17,648

19  Vermont........       76,500        15.79        4,590        6,120        7,650        9,180

20  Maryland......       608,209        15.80       36,493       48,657       60,821       72,985

21  Wyoming.......        75,106        16.21        4,506        6,008        7,511        9,013

22  Georgia........      942,161        16.30       56,530       75,373       94,216      113,059

23  Massachusetts..      680,101        17.12       40,806       54,408       68,010       81,612

24  Iowa...........      385,583        17.39       23,135       30,847       38,558       46,270

25  Washington.....      714,567        17.81       42,874       57,165       71,457       85,748

26  Connecticut....      378,473        18.03       22,708       30,278       37,847       45,417

27  Pennsylvania...    1,462,731        18.07       87,764      117,018      146,273      175,528

28  Oregon.........      411,543        18.22       24,693       32,923       41,154       49,385

29  Michigan.......    1,275,452        18.36       76,527      102,036      127,545      153,054

30  Ohio...........    1,451,220        19.33       87,073      116,098      145,122      174,146

31  Idaho..........      183,829        20.57       11,030       14,706       18,383       22,059

32  South Dakota...      108,855        20.74        6,531        8,708       10,886       13,063

33  North Carolina.      879,091        21.06       52,745       70,327       87,909      105,491

34  Kentucky.......      504,373        21.25       30,262       40,350       50,437       60,525

35  Illinois.......    1,517,182        22.14      106,203      136,546      166,890      197,234

36  Tennessee......      658,573        22.23       46,100       59,272       72,443       85,614

37  Montana........      126,834        22.39        8,878       11,415       13,952       16,488

38  Arkansas.......      337,718        22.44       23,640       30,395       37,149       43,903

39  Texas..........    2,623,654        24.53      183,656      236,129      288,602      341,075

40  California.....    3,968,950        24.97      277,827      357,206      436,585      515,964

41  Oklahoma.......      457,496        24.98       32,025       41,175       50,325       59,474

42  Arizona.... ...      542,019        25.31       37,941       48,782       59,622       70,462

43  Florida........    1,623,697        25.50      113,659      146,133      178,607      211,081

44  New York.......    2,141,435        25.51      149,900      192,729      235,558      278,387

45  West Virginia..      231,390        26.93       16,197       20,825       25,453       30,081

46  Alabama........      547,671        27.50       38,337       49,290       60,244       71,197

47  Louisiana......      639,158        29.69       44,741       57,524       70,307       83,091

48  South Carolina.      470,875        32.11       32,961       42,379       51,796       61,214

49  Washington, DC.       48,365        35.33        3,386        4,353        5,320        6,287

50  New Mexico.....      251,231        36.59       17,586       22,611       27,635       32,660

51  Mississippi....      392,694        37.03       27,489       35,342       43,196       51,050

*LOF = Level of functioning from the Children's Global Assessment Scale    

 (Schaffer, Gould, Brasic, et al., (1983)

SOURCE: Center for Mental Health Services, SAMHSA, HHS Federal Register, July 19, 1998.
















For the nearly 10 million people who live in the frontier areas of the United States, finding, reaching, and affording appropriate health care is often difficult.
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“The horse offers to connect with the client and provides 


immediate, honest feedback.


                                                                                   ~”B” Casapulla











For the nearly 10 million people who live in the frontier areas of the United States, finding, reaching, and affording appropriate health care is often difficult.
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 “Turnover is a real problem here; the first thing that a patient asks, before any treatment occurs, is how long are you going to be here?”


                                                        ~Indian Health Service physician
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