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Rural/Frontier Definitions
• Rural- Population Density 6.1 and 99.9 persons per square mile
• US Census Bureau- Rural is defined as what is not urban… 

everything leftover after defining urban is rural
• 15 different definitions for Rural
• 3 Definitions Used Most Frequently

• Frontier
• Population Density fewer than 6 people per square miles

https://www.ruralhealthinfo.org/topics/frontier#definition

https://www.ruralhealthinfo.org/topics/what-is-rural
https://www2.census.gov/geo/pdfs/reference/ua/Defining_Rural.pdf

Presenter
Presentation Notes
As the slide indicates, there are many different definitions for rural and frontier areas with little agreement, even among several federal government entities. The three url addresses listed on this slide provide access to two webpages that highlight the three main definitions for rural and provide an excellent discussion of frontier areas. The link with the pdf provides access to a recent article that does an excellent job of describing the different ways rural is defined. Refer participants to these webpages and article for a more robust discussion of rural definitions.

The bullet that refers to 15 different definitions for rural comes from a Washington Post article, available at the following link: https://www.washingtonpost.com/politics/the-federal-definition-of-rural--times-15/2013/06/08/a39e46a8-cd4a-11e2-ac03-178510c9cc0a_story.html?utm_term=.90473a76f2a0

The next four slides include maps that demonstrate the different definitions for rural and frontier.

https://www.ruralhealthinfo.org/topics/frontier#definition
https://www.ruralhealthinfo.org/topics/what-is-rural
https://www2.census.gov/geo/pdfs/reference/ua/Defining_Rural.pdf


Source: USDA, Economic Research Service 
using data from U.S. Census Bureau

U.S. Census Bureau’s urban and rural areas, 2012

Presenter
Presentation Notes
Urbanized areas are defined as having at least 50,000 people, while urban clusters are areas with at least 10,00 people but less than 50,000.
Have participants look at the map. Point out the areas of the US that are without urbanized areas or urban clusters. Then point out that there are more urban clusters that urbanized areas.
Here is the quote from the Defining Rural publication
‘In the United States, there are 381 metro areas and 536 micro areas defined by OMB. Metro and micro statistical areas account for about 94 percent of the population, while the remaining 6 percent is nonmetro. The amount of land area in metro and micro areas is about 47 percent and the remaining 53 percent is nonmetro’ (pg 5).
Another important point to make is that non-metro areas or areas with an urbanized and urban cluster areas make up over half (53%) of all the land area.

Reference
Ratcliffe, M., Burd, C., Holder, K. & Fields, A. (2016). Defining Rural at the U.S. Census Bureau. American Community Survey and Geography Brief. ACSGEO-1, U.S. Census Bureau, Washington, DC.



Presenter
Presentation Notes
The Frontier and Remote Level Zip Code Areas were created to represent populations that reside in areas with typically low numbers of people and geographic remoteness. Population size was included in the definition, along with how long it takes residents to drive to urban areas. Including travel time with population size provides a better picture of how far residents must travel to purchase goods and services, including health care services. The Economic Research Service, which is part of the US Department of Agriculture, designated frontier and rural areas by zip codes. Four levels were identified and include the following:
Level 1 FAR: Rural and urban areas up to 50,000 people that are 60 minutes or more from an urban area of 50,000 or more people (about 12.2 million US residents in the Level 1 FAR areas)
Level 2 FAR: Rural and urban areas up to 25,000 people that are 45 minutes or more from an urban area of 25,000 to 49,000
Level 3 FAR: Rural and urban areas up to 10,000 people that are 30 minutes or more from an urban areas of 10,000 to 24,999 people
Level 4 FAR: Areas that are 15 minutes or more from an urban area of 2,500 to 9,999 people (about 2.3 million people live in the Level 4 areas)
* Only the Level 1 Frontier and Remote FAR map is shown here.
References
United States Department of Agriculture (USDA), Economic Research Service. (2016, October 12). Frontier and Remote Area Codes. Retrieved from https://www.ers.usda.gov/data-products/frontier-and-remote-area-codes/ 
Rural Health Information Hub. (2016). RHIhub Maps on Rural Demographics. Retrieved from https://www.ruralhealthinfo.org/rural-maps/demographics
RHIhub. (2015, April.) Frontier and Remote (FAR) Level 1 ZIP Code Areas, 2010. Retrieved from https://www.ruralhealthinfo.org/rural-maps/mapfiles/frontier-level-one.jpg s



http://frontierus.org/mapping-
process-and-data/

https://www.ruralhealthinfo.org
/ruralmaps/mapfiles/frontier.jpg

Presenter
Presentation Notes
The areas of on this map in gray designate frontier counties, which have be defined as having less than 7 people per square mile. According to the 2010 US Census, there are 518 counties in the US that meet the definition of frontier, with approximately 1.8 percent of the total US population living in these counties.
Ask participants to express their thoughts after viewing the map. It is easy to see that the Midwest and Western parts of the US have the majority of states with frontier counties which certainly impacts service delivery.
If participants are interested in knowing what counties in their state meet the criteria for frontier, the link on the slide (and below) goes to an Excel spread sheet that includes all counties by state that are frontier.
The other link listed below refers to the Rural Health Information Hub where the map can be found.

References
National Center for Frontier Communities. (2014). Mapping Process and Data. Retrieved from http://frontierus.org/mapping-process-and-data/
RHIhub. (n.d.). Frontier Counties (Fewer than 7 people per square mile). Retrieved from https://www.ruralhealthinfo.org/rural-maps/mapfiles/frontier.jpg




http://frontierus.org/mapping-process-and-data/
https://www.ruralhealthinfo.org/ruralmaps/mapfiles/frontier.jpg


Rurality as a ...

Presenter
Presentation Notes
This slide announces a new section.

Trainer can say… ‘Now we are moving into the training section that discusses rurality as a cultural issue’.



More than 1 in 5 Americans live within a 
rural area … where 

economic, religious, historical, and 
geographic factors 

combine to create a unique culture that 
influences mental health outcomes, physical 

health conditions, and health behaviors. 
Smalley & Warren, 2012; U.S. Census Bureau, 2010

Presenter
Presentation Notes
The next three slides should be used to make the case that individuals living in rural areas in the United States (about 20% of the population) should be considered a cultural group. The trainer should run through these next three slides consecutively in order to make the point about rurality as a cultural diversity issue.



Reference
Smalley, K. B. & Warren, J. C. (2012). Rurality as a diversity issue. In K. B. Smalley, J. C. Warren, & J. P. Rainer (Eds.), Rural Mental Health: Issues, Policies, and Best Practices (pp. 37–48). New York, NY: Springer Publishing Company.

 



Are there more rural residents than 
any racial, ethnic, or sexual orientation 

minority group in the US?
( Smalley & Warren, 2012)

Presenter
Presentation Notes
Present this slide and then ask participants if they think this statement is true.
Then present the next slide that shows the 2010 US Census Data.�




Reference
Smalley, K. B. & Warren, J. C. (2012). Rurality as a diversity issue. In K. B. Smalley, J. C. Warren, & J. P. Rainer (Eds.), Rural Mental Health: Issues, Policies, and Best Practices (pp. 37–48). New York, NY: Springer Publishing Company.






2010 Census on Race

• African American – 14.6%  
• Hispanic Latino – 16%
• American Indian and Alaskan Native – 0.9%
• Asian – 5.6%
• Native Hawaiian and Other Pacific Islander – 0.2%

2010 Census Brief Overview of Race and Hispanic Origin- Issued March 2011

Presenter
Presentation Notes
So the answer is yes – a larger percentage of individuals (around 19-20%) reside in rural areas of the US, which is a higher percentage than any other multicultural group. 
Ask participants to express their thoughts regarding this data about cultural groups.



Reference
Humes, K. R., Jones, N. A., & Ramirez, R. R. (2011.) Overview of race and Hispanic origin: 2010. Census Briefs. U.S. Census Bureau, Washington, DC.

 



It is surprising that rurality (the state or quality 
of being from a rural area) has traditionally not 

been viewed as a diversity issue worthy of inclusion 
with other recognized multicultural groups.

Presenter
Presentation Notes
Smalley & Warren advocated the following…‘We posit that rurality should be recognized as its own unique culture that merits inclusion into the traditional notions of multiculturalism in essence, that rurality is a diversity issue’. After this slide, do the following continuum exercise using these directions… ‘If this spot in the room represents the belief that rurality should be included with other recognized multicultural groups and if this spot in the room represents the belief that rurality should NOT be included with other recognized multicultural groups, please stand up and place yourself on this line that indicates your beliefs.’ 
The trainer should encourage participants to participate. Observe how the continuum of beliefs is constructed and, based on time, ask participants at both ends and the middle why they placed themselves where they did.  Facilitate the discussion. 
References
Smalley, K. B. & Warren, J. C. (2012). Rurality as a diversity issue. In K. B. Smalley, J. C. Warren, & J. P. Rainer (Eds.), Rural Mental Health: Issues, Policies, and Best Practices (pp. 37–48). New York, NY: Springer Publishing Company.
Barefoot, K. Nikki, W. J. C., & Bryant, S. K. Bryant. (2015). An Examination of Past and Current Influences of rurality on Lesbians’ Overweight/Obesity Risks. LGBT Health, 2(2): 154-161. 
Warren, J. C. & Smalley, K. B. (2014). Rural Public Health: Best Practices and Preventive Models. New York, NY: Springer Publishing Company.
Hartley, D. (2004). Rural health disparities, population health, and rural culture. American Journal of Public Health, 9(10), 1675-1678.



is often associated with a multitude of 
health disparities

access to resources and services

health-related attitudes/beliefs, behaviors

Rurality is a unique diversity issue that can 
have an adverse effect on:

(Smalley & Warren, 2012; Barefoot, et al., 2015; Hartley, 2014; & Warren & Smalley, 2014)

AND

Presenter
Presentation Notes
Extensive literature exists that supports the connection between rural communities and health disparities. If the health disparities present in many rural communities were viewed from a diversity perspective, this may improve intervention strategies and increase understanding of rural residents.


References
Smalley, K. B. & Warren, J. C. (2012). Rurality as a diversity issue. In K. B. Smalley, J. C. Warren, & J. P. Rainer (Eds.), Rural Mental Health: Issues, Policies, and Best Practices (pp. 37–48). New York, NY: Springer Publishing Company.
Barefoot, K. Nikki, W. J. C., & Bryant, S. K. Bryant. (2015). An Examination of Past and Current Influences of rurality on Lesbians’ Overweight/Obesity Risks. LGBT Health, 2(2): 154-161. 
Warren, J. C. & Smalley, K. B. (2014). Rural Public Health: Best Practices and Preventive Models. New York, NY: Springer Publishing Company.
Hartley, D. (2004). Rural health disparities, population health, and rural culture. American Journal of Public Health, 9(10), 1675-1678.



(Smalley & Warren, 2012)

Remember

• Not all rural cultures are the same
• Be aware of the potential effects of rural living on 

personality characteristics, including self-reliance 
and avoidance of help-seeking behaviors

• Explore religion as appropriate with rural clients 
• Do not assume clients are or are not religious, but be 

mindful of the fact that religious beliefs may enter in the 
therapeutic discussion

• Don’t make assumptions about a patient’s SES just 
because they live in a rural area and poverty rates 
are higher

• Rural areas have more stigma about receiving 
mental health SUD services

Presenter
Presentation Notes
Smalley and Warren highlight 5 important points for health professionals to keep in mind when working with rural populations. Two of these bullets are addressed separately in the next slides.
Review these five points with participants and ask if they have found these tenets true with other cultures.



References
Smalley, K. B. & Warren, J. C. (2012). Rurality as a diversity issue. In K. B. Smalley, J. C. Warren, & J. P. Rainer (Eds.), Rural Mental Health: Issues, Policies, and Best Practices (pp. 37–48). New York, NY: Springer Publishing Company.





Not all cultural aspects of rural living have 
negative impacts on mental health.

Religiosity, highly prevalent in 
rural areas, can have a protective 

and therapeutic effect. 

(Smalley & Warren, 2012)

Presenter
Presentation Notes
According to Smalley and Warren, religion may serve as a protective factor in many rural areas. Therefore, churches and other religious groups in rural communities may be helpful in preventing opioid use disorders (OUDs) and they should be recruited to part of community activities.

References
Smalley, K. B. & Warren, J. C. (2012). Rurality as a diversity issue. In K. B. Smalley, J. C. Warren, & J. P. Rainer (Eds.), Rural Mental Health: Issues, Policies, and Best Practices (pp. 37–48). New York, NY: Springer Publishing Company.





Resistance to therapeutic techniques and revealing to 
friends/families the presence of a mental illness will be amplified in 
rural settings. Clinicians must understand that the reasons behind 

such resistance may well be based in cultural rather 
than cognitive decision-making processes.

(Smalley & Warren, 2012)

Presenter
Presentation Notes
While the article by Smalley and Warren focuses on mental health clinicians, it is applicable to prevention services as well. Specifically, prevention specialists need to understand that resistance to receiving assistance or education or skills training may be exacerbated in rural communities due to cultural issues around self-reliance and concerns about confidentiality. Instead of viewing the resistance as an individual problem, it may reflect cultural norms.

References
Smalley, K. B. & Warren, J. C. (2012). Rurality as a diversity issue. In K. B. Smalley, J. C. Warren, & J. P. Rainer (Eds.), Rural Mental Health: Issues, Policies, and Best Practices (pp. 37–48). New York, NY: Springer Publishing Company.







Rural Issues and Barriers 
Related to Health

Presenter
Presentation Notes
This section discusses the barriers that rural residents face regarding health care. 



Is it true that rural areas offer more 
protection against developing physical 

and/or behavioral health disorders?

Presenter
Presentation Notes
Use this slide to test participants’ knowledge about rural areas serving as a protective factor for families regarding developing a physical or behavioral health disorder. Ask participants this question and then process their answers. The next slide provides the answer.



For many years, an 
assumption 

persisted that rural 
communities were 

more nurturing than 
urban areas and 

offered more 
protection against 
behavioral health 

disorders.

Presenter
Presentation Notes
This assumption is untrue. In fact, rural residents face greater barriers to accessing health care and the more remote the area the greater the risk factors regarding both physical and behavioral health issues.  This point is discussed in the next slide. The assumption that rural communities offer more protection is especially untrue regarding opioid use disorders, which will be discussed later in this slide deck.
Supporting the point about the risk associated with rural communities, Lambert and colleagues stated that ‘…over the last decade, several major studies and reports have found that rather than being a safe haven, rural areas experience significant rates of substance abuse’.

References
Center on Addiction and Substance Abuse at Columbia University. (2000). No Place to Hide: Substance Abuse in Mid-Size Cities and Rural America. New York: CASA.
Lambert, D., Gale, J. A., & Hartley, D. (2008). Substance abuse by youth and young adults in rural America. The Journal of Rural Health, 24(3), 221-228. 




Our findings reinforce prior 
research that health care 

disparities correspond to the 
degree of rurality… with residents 
in more remote areas facing the 
greatest challenges in access to 
care as compared to rural areas 
that are closer to urban centers.

(Chan et al., 2015)

Presenter
Presentation Notes
The point of this slide is the degree of rurality. According to Chan and colleagues, the more remote the area the greater the access challenges. The picture on this slide shows an actual photo from Lost Springs, WY, which is 150 miles from Fort Collins, CO.  



References
Chan, Y. F., Lu, S. E., Howe, B., Tieben, H., Hoeft, T., & Unützer, J. (2016). Screening and Follow-Up Monitoring for Substance Use in Primary Care: An Exploration of Rural–Urban Variations. Journal of General Internal Medicine, 31(2), 215-222.




Historical rates of serious mental illness (SMI) in 
rural areas have been comparable with those found 

in urban areas; however, accessibility, 
acceptability, and utilization of prevention and 

treatment services in rural areas is quite different. 

(US Department of Health and Human Services, Health Resources and Services Administration, Office of Rural Health Policy, 2005)

Presenter
Presentation Notes
Serious Mental Illness (SMI) occurs in rural areas at comparable rates to those found in urban areas, which may be surprising. However, access to assessment and treatment services, acceptability of treatment services, and utilization of these services are different in rural areas. The point of this slide is to remind participants that this disease occurs at the same rate in rural areas as in urban areas. However, many rural areas are resource poor and if resources do exist, the rural culture may dissuade community members from participating in prevention services or receiving treatment services.


Resource
U.S. Department of Health and Human Services, Health Resources and Services Administration, Office of Rural Health Policy. (2005). Annual Report. Retrieved from�https://www.hrsa.gov/sites/default/files/ruralhealth/pdf/Annual%20Report/orhp2005ar.pdf



(Fortney & Booth, 2001; Fortney, 2011; Browne, et al., 2015)

Barriers

Individuals in rural communities have 
unique barriers to behavioral health 

treatment and recovery services

Presenter
Presentation Notes
This slide introduces the topic of barriers that face rural individuals with behavioral health issues. Unique barriers will be discussed in the next four slides. These barriers must be addressed to help individuals with behavioral health issues access prevention, treatment and recovery services, receive the type and amount of service needed, and be able to afford services (e.g., actual costs of services or loss of revenue due to transportation and child care costs).
 
References
Fortney, J., Burgess, J., Bosworth, H., Booth, B., & Kaboli, P. (2011). A re-conceptualization of access for 21st century healthcare. Journal of General Internal Medicine, 26(2), 639-647.
Fortney, J. & Booth, B. (2001). Access to substance abuse services in rural areas. Recent Developments in Alcoholism: An Official Publication of the American Medical Society on Alcoholism, The Research Society on Alcoholism, and the National Council on Alcoholism, 15, 177-197.
Browne, T., Priester, M. A., Clone, S., Iachini, A., DeHart, D., & Hock, R. (2016). Barriers and facilitators to substance use treatment in the Rural South: A qualitative study. The Journal of Rural Health, 32(1), 92-101.



Barriers include:
• Travel Costs and Burden 

(Rheuban, 2012)

• Time Away From Work  
(Berwick, 2008)

• Child Care                           
(Berwick, 2008)

• Service Provider Shortages
(Perle et al., 2011; Swinton et al., 2009)

Presenter
Presentation Notes
All of the issues listed here were identified as common barriers to individuals entering treatment for physical and behavioral health services according to several different studies and articles. Ask participants if they have examples of these types of barriers. For example, many rural communities do not have prevention specialists or prevention programs. In order to attend a Strengthening Families program, a parent may need to drive 60 minutes one way to attend the program, which costs gas, possible time away from work, and the need for child care. 
References
Berwick, D., Nolan, T., & Whittington, J. (2008). The Triple Aim: Care, Health, and Cost. Health Affairs, 27(3), 759-769.
Perle, J.G., Langsam, L.C., & Nierenberg, B. (2011). Controversy clarified: An updated review of clinical psychology and telehealth. Clinical Psychology Review, 31(8), 1247-1258.
Rheuban, K.S. (2012). The Role of Telehealth in an Evolving Health Care Environment: Workshop Summary. Washington, DC: National Academy Press. 
Rheuban, K.S. (2012). Planning committee remarks. In The role of telehealth in an evolving health care environment: Workshop summary (pp. 55-57). Retrieved from http://www.iom.edu/Reports/2012/The-Role-of-Telehealth-in-an-Evolving-Health-Care-Environment.aspx
Swinton, J.J., Robinson, W.D., & Bischoff, R.J. (2009). Telehealth and rural depression: Physician and patient perspectives. Families, Systems, & Health, 27(2), 172-182.



• lower utilization and treatment completion rates which causes 
conditions to get worse (Fortney & Booth, 2001)

• limited behavioral health services availability due to costs and 
workforce shortages (Pullman & Heflinger, 2009; Gordon et al., 2001)

• higher financial burden to pay for services due to higher service 
delivery costs or less health insurance coverage (Fortney et al., 2004)

• exacerbated stigma – rurality culture values self-reliance (Robertson & 
Donnermeyer, 1997)

• privacy concerns – everyone know everyone’s business in rural 
communities (Fortney et al., 2004)

(Browne et al., 2015)

Barriers include:

Presenter
Presentation Notes
Browne and colleagues identified barriers that rural residents face through a brief review of the literature.  This review found an overall theme that rural residents tended to wait longer to receive treatment services for both physical and behavioral health issues due to these barriers, which resulted in conditions worsening and increased service costs. As discussed earlier, rural culture honors self-reliance and promotes the idea that individuals should be able to resolve their own problems. This cultural norm also prevents or delays rural residents from seeking health care services, especially behavioral health services.
References
Browne, T., Priester, M. A., Clone, S., Iachini, A., DeHart, D., & Hock, R. (2016). Barriers and facilitators to substance use treatment in the Rural South: A qualitative study. The Journal of Rural Health, 32(1), 92-101.
Fortney, J. & Booth, B. (2001). Access to substance abuse services in rural areas. Recent Developments in Alcoholism: An Official Publication of the American Medical Society on Alcoholism, The Research Society on Alcoholism, and the National Council on Alcoholism, 15, 177-197.
Pullmann, M. D. & Heflinger, C. A. (2009). Community determinants of substance abuse treatment referrals from juvenile courts: Do rural youths have equal access? Journal of Child & Adolescent Substance Abuse, 18(4), 359-378.
Pullen, E. & Oser, C. (2014). Barriers to substance abuse treatment in rural and urban communities: counselor perspectives. Substance Use & Misuse, 49(7), 891-901.
Fortney, J., Mukherjee, S., Curran, G., Fortney, S., Han, X., & Booth, B. (2004). Factors associated with perceived stigma for alcohol use and treatment among at-risk drinkers. Journal of Behavioral Health Services Research, 31(4), 418-429.
Robertson, E. B. & Donnermeyer, J. F. (1999). Illegal drug use among rural adults: mental health consequences and treatment utilization. American Journal of Drug and Alcohol Abuse, 23(3), 467-484.



The 4 A’s that Challenge Rural Services
• Availability. Chronic shortages of mental health/SUD professionals exist, as 

members of the behavioral health workforce are more likely to live in urban 
centers-service shortages or lack of services limit the receipt of services.

• Accessibility. Rural residents often travel long distances to receive services, 
are less likely to be insured for mental health services, and less likely to 
recognize the illness.

• Affordability involves the costs associated with receiving care and 
availability of benefits/insurance to offer services

• Acceptability is related to the stigma associated with needing or receiving 
mental health and SUD treatment/recovery services and raises resistance to 
seeking help.

(National Rural Health Association https://www.ruralhealthweb.org/about-nrha/about-rural-health-care; Smalley & Warren, 2012)

Presenter
Presentation Notes
The four A’s for rural services help explain the barriers that many rural residents face when trying to receive health care services especially behavioral health services. The fourth A (Acceptability) is highlighted, as this barrier is difficult to address as it is negatively impacted by rural culture (e.g. self reliance- we take care of our own problems. Highlight this point about addressing the issue of acceptability. However, the next slide points out that Accessibility is considered by many as the number one challenge.


References
Smalley, K.B., Warren, J.C., & Rainer, J.P. (Eds.) (2012 ). Rural mental health: Issues, policies, & best practices. New York: Springer Publishing Company.
National Rural Health Association. (2017). About Rural Health Care. Retrieved from https://www.ruralhealthweb.org/about-nrha/about-rural-health-care 
 

https://www.ruralhealthweb.org/about-nrha/about-rural-health-care


Access to healthcare is the number one issue
that has the most negative impact or effect …

(Bolin, 2015; Rural Healthy People, 2020)

Presenter
Presentation Notes
Simply living some distance away from healthcare providers can be considered a health disparity. Dr. Bolin, lead researcher/author of the Rural Healthy People report, advocated that access is the number one issue and has the greatest impact on the health of rural residents.

References
Bolin, J. N., Bellamy G., Ferdinand, A. O., Kash, B. A., Helduser, J.W., (eds). (2015). Rural Healthy People 2020. Vol. 2. College Station, Texas: Texas A&M Health Science Center School of Public Health, Southwest Rural Research Center.
Bolin, J. N., Bellamy, G. R., Ferdinand, A. O., Vuong, A. M., Kash, B. A., Schulze, A. and Helduser, J. W. (2015). Rural Healthy People 2020: New Decade, Same Challenges. The Journal of Rural Health, 31(3), 326-333. 




Perhaps the two most significant obstacles to providing 
high-quality mental and behavioral health care in rural 

America are workforce issues and include 
the persistent shortage of trained specialists and 

professional/personal isolation.

(Deleon, Kenkel, & Shaw, 2012)

Presenter
Presentation Notes
It is important when identifying rural barriers to healthcare to briefly discuss workforce and how rurality impacts the healthcare workforce. First, health care professionals working in rural/remote areas face persistent staff shortages and professional and personal isolation, especially those providing behavioral health prevention, treatment, and recovery services.
Many individuals in the rural healthcare workforce learn how to deal with workforce shortages and lack of specialists by taking on additional duties or receiving additional training to increase/expand their skills and scope of practice. This is an additional burden and may exacerbate workplace stress and contribute to burnout. 
The second obstacle mentioned by the authors is professional and personal isolation. In many cases, rural health professionals practice as sole practitioners with little support from other colleagues or professionals. Lack of access to consultants and clinical supervisors may also be an issue. Practicing alone and without consultation can lead to professional isolation, which can increase job dissatisfaction and stress. Personal isolation separate from professional isolation occurs for many rural health professionals especially those providing behavioral health services. This occurs as some licensing bodies and professional associations have strict rules about boundary crossings between professionals and the individuals they serve. Due to the small population base in rural areas many behavioral health professionals have a difficult time finding individuals to socialize they do not serve.

References
DeLeon, P. H., Kenkel, M. B. & Shaw, D. V. (2012). Advancing Federal Policy in Rural Mental Health. In K. B. Smalley, J. C. Warren, & J. P. Rainer (Eds.) Rural Mental Health: Issues, Policies, and Best Practices (pp. 37-48). New York, NY: Springer Publishing Company.



Substance Use 
and Opioid Use

Presenter
Presentation Notes
The next eight slides provide prevalence data on substance use and opioid use. Each slide in this section will have a reference for the data but extensive notes do not appear on each slide, as in most cases the data are self-explanatory.

The term ‘opioid’ refers to the following:
“Natural opioids include morphine and codeine, and semisynthetic opioids include drugs such as oxycodone, hydrocodone, hydromorphone, and oxymorphone. Methadone is a synthetic opioid. Synthetic opioids, other than methadone, include drugs such as tramadol and fentanyl. Heroin is an illicit opioid synthesized from morphine that can be a white or brown powder, or a black sticky substance.”

This definition of opioids was taken from the CDC Morbidity and Mortality Weekly Report –US- 2010-2015 December 16, 2016

References
Rudd, R. A., Seth, P., David, F., & Scholl, L. (2016, December 30). Increases in Drug and Opioid-Involved Overdose Deaths — United States, 2010–2015. MMWR. Morbidity and Mortality Weekly Report. 65, 1445-1452.





(National Drug Use & Health Survey, 2015)

Presenter
Presentation Notes
Below is the description of the National Survey on Drug Use and Health (NSDUH), which is sponsored by SAMHSA. This information can be used to answer questions by participants regarding the survey. The 2015 survey results were based on data from  68,073 completed interviews of individuals who were 12 or older.
‘NSDUH is an annual survey of the civilian, noninstitutionalized population of the United States aged 12 years old or older. The survey is sponsored by SAMHSA within the U.S. Department of Health and Human Services (HHS). The survey covers residents of households and individuals in non-institutional group quarters (e.g., shelters, boarding houses, college dormitories, migratory workers’ camps, halfway houses). The survey excludes people with no fixed address (e.g., homeless people not in shelters), military personnel on active duty, and residents of institutional group quarters, such as jails, nursing homes, mental institutions, and long-term care hospitals’ (p 5). 
This slide shows how many people in the US in 2015 reported having a substance use disorder (SUD) in the past year.
References
Center for Behavioral Health Statistics and Quality. (2016). Key substance use and mental health indicators in the United States: Results from the 2015 National Survey on Drug Use and Health (HHS Publication No. SMA 16-4984, NSDUH Series H-51). Retrieved from http://www.samhsa.gov/data/



2015 National Drug Use and Health Survey

Individuals with SUDs in the Past Year

3 out of 4 had an 
alcohol use disorder

1 out of 3 had an
Illicit drug use disorder

1 in 8 had both an 
alcohol and illicit drug disorder

Presenter
Presentation Notes
This chart shows that of the individuals aged 12 or older in 2015 who had an SUD in the past year, 
nearly 3 out of 4 had an alcohol use disorder
about 1 out of 3 had an illicit drug use disorder
about 1 in 8 people aged 12 or older who had SUDs in the past year had both an alcohol use disorder and an illicit drug use disorder. 
Once again, reinforce the point that individuals with alcohol use disorders out-number the number of individuals with illicit drug use disorders, which can be confusing to participants. However, misuse of pain prescription drugs and heroin carry more immediate/dangerous consequences (overdose).

References
Center for Behavioral Health Statistics and Quality. (2016). Key substance use and mental health indicators in the United States: Results from the 2015 National Survey on Drug Use and Health (HHS Publication No. SMA 16-4984, NSDUH Series H-51). Retrieved from http://www.samhsa.gov/data/




National Drug Use and Health Survey 2015

1 in 10 individuals, age 12 or older, had used an illicit drug 
in the past month in 2015

Presenter
Presentation Notes
According to these survey data, almost a quarter of individuals reported using marijuana in the last month as compared to almost 4% reporting misusing a prescription pain reliever. While marijuana was more widely used, prescription drugs had more dangerous consequences.

References
Center for Behavioral Health Statistics and Quality. (2016). Key substance use and mental health indicators in the United States: Results from the 2015 National Survey on Drug Use and Health (HHS Publication No. SMA 16-4984, NSDUH Series H-51). Retrieved from http://www.samhsa.gov/data/



In 2015, an estimated 2.1 million people had an 
opioid use disorder, which includes 2 million people 
with a prescription pain reliever use disorder and 0.6 

million people with a heroin use disorder. 

(National Drug Use and Health Survey 2015)

Presenter
Presentation Notes
Point out to participants that of the 2.1 million individuals with OUDs, the majority were dependent on prescription pain relievers rather than heroin. This is a significant difference in the number of individuals who use prescription pain relievers versus heroin. Ask participants if this data point will drive prevention messaging.



Reference 
Substance Abuse and Mental Health Services Administration. (2017). Key substance use and mental health indicators in the United States: Results from the 2016 National Survey on Drug Use and Health (HHS Publication No. SMA 17-5044, NSDUH Series H-52). Rockville, MD: Center for Behavioral Health Statistics and Quality, Substance Abuse and Mental Health Services Administration. Retrieved from https://www.samhsa.gov/data/




‘Of the 30 leading diseases and injuries in the 
United States, drug use disorders have accounted 
for the greatest increase in deaths and years of life 
lost between 1990 and 2010 (US Burden of Disease Collaborators, 2013) 

The largest portion of these deaths results from the 
ingestion of prescription and illicit opioids (CDC, 2011) 

exceeding the number of people dying in car 
accidents’ (Paulozzi, 2012)

(Rosenblatt, Andrilla, Catlin, & Larson, 2015)

Presenter
Presentation Notes
This is a quote from the Rosenblatt and colleagues article. Read this quote, pause, and then ask participants to think about this statement: ‘Of all the leading diseases and injuries, SUDs are responsible for the largest loss of life for a ten year period of time’. In addition, this quote highlights car accidents, with the data specifically noting there have been 1.5 times more drug overdoses than deaths associated with car crashes. These data help explain the magnitude of opioid overdoses.

References
Rosenblatt, R. A., Andrilla, C. H. A, Catlin, M., & Larson, E. H. (2015). Geographic and specialty distribution of US physicians trained to treat opioid use disorder. Annals of Family Medicine, 13(1), 23-26.
Paulozzi, L. J. (2012). Prescription drug overdoses: A review. Journal of Safety Research, 43(4), 283-289. 
U.S. Burden of Disease Collaborators. (2013). The state of US health, 1990-2010: Burden of diseases, injuries, and risk factors. Journal of the American Medical Association, 310(6), 591-608.
Centers for Disease Control and Prevention (CDC). (2011, January 8). Drug overdose deaths—Florida, 2003-2009. MMWR. Morbidity and Mortality Weekly Report. 60(26), 869-872. 



During 2015, drug overdoses accounted 
for 52,404 U.S. deaths

Presenter
Presentation Notes
During 2015, drug overdoses accounted for 52,404 U.S. deaths and almost 2/3 (63.1%) involved an opioid. Once again highlight this statistic for the audience.




Reference
Rudd, R. A., Seth, P., David, F., & Scholl, L. (2016, December 30). Increases in Drug and Opioid-Involved Overdose Deaths — United States, 2010–2015. MMWR. Morbidity and Mortality Weekly Report. 65, 1445-1452.



Presenter
Presentation Notes
The chart shows that overdose deaths have now surpassed peak car crash, HIV, and gun deaths. Ask participants to react to these data. Process participants’ responses. 

This chart appeared in a New York Times articles on June 2017. Simply, this slide demonstrates how opioid overdose rates have reached and surpassed the level of other national health-related epidemics.


Reference
Katz, J. (2017, June 5). Drug Deaths in America Are Rising Faster Than Ever. The New York Times. Retrieved from https://www.nytimes.com/interactive/2017/06/05/upshot/opioid-epidemic-drug-overdose-deaths-are-rising-faster-than-ever.html



Opioid Overdose Deaths (63,600) in 2016 were
HIGHER than the number of people:

1 https://www.archives.gov/research/military/vietnam-war/casualty-
statistics.html
2 http://www.factlv.org/timeline.htm
3 http://www.drugwarfacts.org/chapter/causes_of_death

• killed in Vietnam (US Military) 58,220 1

• that died from HIV/AIDS at the 
height of the epidemic (1995) 

48,371 2

• killed in motor vehicle accidents 37,574 3

• with alcohol-induced deaths 33,171 3

• murdered 17,793 3

https://www.archives.gov/research/military/vietnam-war/casualty-statistics.html
http://www.factlv.org/timeline.htm
http://www.drugwarfacts.org/chapter/causes_of_death


More than 90 Americans die every day after 
overdosing on opioids

The CDC estimates the total "economic burden" of prescription 
opioid misuse alone in the United States is 

$78.5 billion a year, 
including the costs of healthcare, lost productivity, addiction 

treatment, and criminal justice involvement.

Presenter
Presentation Notes
New data is released frequently regarding the daily overdose rate. In October 2017, numerous politicians stated that the daily overdose rate was well over 100. Reputable resources like NIDA and CDC have used the estimate of 90 overdose deaths per day so this is the rate used in this presentation.  The presenter should check with the CDC or NIDA to ensure this slide is up to date. Finally, determining actual overdose rates is a difficult task due the differences with local and state entities regarding identifying cause of death.

Reference
National Institute on Drug Abuse (NIDA). (2017, June). Opioid Crisis. Retrieved from https://www.drugabuse.gov/drugs-abuse/opioids/opioid-crisis
Rudd, R. A., Seth, P., David, F., & Scholl, L. (2016, December 30). Increases in Drug and Opioid-Involved Overdose Deaths — United States, 2010–2015. MMWR. Morbidity and Mortality Weekly Report. 65, 1445-1452.
Florence, C. S., Zhou, C., Luo, F., & Xu, L. (2016). The Economic Burden of Prescription Opioid Overdose, Abuse, and Dependence in the United States, 2013. Medical Care, 54(10), 901-906. 



Substance Use 
and Opioid Use 
in Rural Areas

Presenter
Presentation Notes
The next twelve slides provide prevalence data on substance use and opioid use in rural areas compared to urban areas. Each slide in this section will have a reference for the data but extensive notes do not appear for each slide as in most cases the data are self-explanatory.


Reference
Rudd, R. A., Seth, P., David, F., & Scholl, L. (2016, December 30). Increases in Drug and Opioid-Involved Overdose Deaths — United States, 2010–2015. MMWR. Morbidity and Mortality Weekly Report. 65, 1445-1452.





Substance use is a public health crisis in the rural U.S. 
and has been identified as one of the top 10 priorities.

(Rural Healthy People 2020)

Presenter
Presentation Notes
Rural Healthy People is a report that comes out every ten years and serves as a companion document to the Healthy People Report. Substance use was identified as one of the top ten priorities (fifth) ahead of heart disease and stroke, physical activity and health, older adults, maternal infant and child health, and tobacco use. Access to health care was the number one priority identified.


References
Bolin, J. N., Bellamy G., Ferdinand, A. O., Kash, B. A., Helduser, J.W., (eds). (2015). Rural Healthy People 2020. Vol. 2. College Station, Texas: Texas A&M Health Science Center School of Public Health, Southwest Rural Research Center.
Bolin, J. N., Bellamy, G. R., Ferdinand, A. O., Vuong, A. M., Kash, B. A., Schulze, A. and Helduser, J. W. (2015). Rural Healthy People 2020: New Decade, Same Challenges. The Journal of Rural Health, 31(3), 326-333. Van Gundy, K. (2006). Substance Abuse in Rural and Small Town America. Reports on Rural America, 1 (2). The Carsey Institute: University of New Hampshire.



Over the last decade, several major studies and 
reports have found that rather than being a safe 
haven, rural areas experience significant rates of 
substance abuse.

(Van Gundy, 2006; Lambert et al. 2008)

Presenter
Presentation Notes
Rural areas have been perceived as not suffering many of the problems associated with living in urban areas. However, several studies have found that rural areas were experiencing high rates of substance abuse. Solicit participants thoughts about this perception that rural areas are ‘safe havens’.
The next four slides discuss rates of substance use disorders, mental health problems, and drug/alcohol use in more detail in rural areas. 
Finally, while the citations for this slide are older, these are just some of the authors that identified this trend.


References
Lambert, D., Gale, J. A., & Hartley, D. (2008). Substance abuse by youth and young adults in rural America. The Journal of Rural Health, 24(3), 221-228. 
Van Gundy, K. (2006). Substance Abuse in Rural and Small Town America. Reports on Rural America, 1 (2). The Carsey Institute: University of New Hampshire.



“at least 15 million rural residents” 
struggle with significant substance 
dependence, mental illness, and 

medical-psychiatric comorbid conditions.

Presenter
Presentation Notes
This quote is mentioned in all of the articles/reports listed below. While the article and reports may be older, with the exception of the US Census document, the point of this slide is that the rate of rural residents experiencing problems with substance abuse and mental health is high. The 2010 US Census reported that 60 million individuals reside in rural areas, using the data that 15 million rural residents have SUD, mental health, or co-occurring problems, indicating that 25% of the rural population may be affected by these problems which is a significantly higher rate than the percentage of people affected in urban areas.

References
U.S. Census Bureau. (n.d.). Income in the past 12 months (in 2015 inflation-adjusted dollars): 2011–2015 American Community Survey 5-year estimates. Retrieved from https://www.census.gov/content/dam/Census/library/visualizations/2016/comm/acs-rural-urban.pdf 
Wagenfeld, M.O., Murray, J.D., Mohatt, D.F., & DeBruyn, J. C. (1993). Mental Health and Rural America:1980-1993: An Overview and Annotated Bibliography. Rockville, MD: National Institute of Mental Health, Office of Rural Health Policy.
Robertson, E. B., Sloboda, Z., Boyd, G. M., Beatty, L., & Kozel, N. J. (Eds). (1997). Rural Substance Abuse: State of Knowledge and Issues. NIDA Research Monograph 168. Rockville, MD: National Institute on Alcoholism and Alcohol Abuse.
Weiss Roberts, L., Battaglia, J., & Epstein, R. S. (1999). Frontier ethics: mental health care needs and ethical dilemmas in rural communities. Psychiatric Services 50(4), 497-503.



High school students living on farms were exposed to 
greater numbers of risk factors across multiple domains 

than were students living in towns.  

(Rhew, Hawkins, & Oesterle, 2011)

Presenter
Presentation Notes
A recent study examined the levels of drug use and protective factors among adolescents living on farms. Use rates for alcohol, smokeless tobacco, inhalants, and other illicit drugs were higher for youth living on farms than living in towns. The findings suggest that outreach to farm-dwelling youths may be particularly important for interventions seeking to prevent adolescent drug use in rural settings.
Here is the abstract from this article-
This study compared levels of drug use and risk and protective factors among 18,767 adolescent youths from communities of less than 50,000 in population living either on farms, in the country but not on farms, or in towns. Current alcohol use, smokeless tobacco use, inhalant use, and other illicit drug use were more prevalent among high school-aged youths living on farms than among those living in towns. Prevalence of drug use did not significantly vary across youths living in different residential contexts among middle school youths. While risk and protective factors showed associations of similar magnitude with drug use across residential location, high school students living on farms were exposed to greater numbers of risk factors across multiple domains than were students living in towns. The findings suggest that outreach to farm-dwelling youths may be particularly important for interventions seeking to prevent adolescent drug use in rural settings.

Reference
Rhew, I.C., Hawkins, D.J., & Oesterle, S. (2011). Drug use and risk among youth in different rural contexts. Health Place, 17(3), 775-783.



Adolescents from 
rural areas reported 
significantly higher 

rates of prescription 
painkillers

Presenter
Presentation Notes
Data reported here come from the 2014 National Drug Use and Health Survey  conducted by SAMHSA (Substance Abuse Mental Health Services Administration). This chart appeared in a report written by Monnat and Rigg for the Carsey Research National Fact Sheet sponsored by the Carsey School of Public Health in October 2015. This report also included data that rural youth accessed emergency department treatment more than urban youth where prescription painkillers were prescribed and had lower perceptions about the riskiness of using prescription painkillers. 



References
Center for Behavioral Health Statistics and Quality. (2014). Results from the 2014 National Survey on Drug Use and Health: Detailed Tables. Substance Abuse and Mental Health Services Administration, Rockville, MD. 
Monnat, S.M. & Rigg, K.K. (2015). Rural adolescents are more likely than their urban peers to abuse prescription painkiller. Carsey Research National Fact Sheet #32. Retrieved from https://carsey.unh.edu/publication/prescription-painkiller-abuse 



In fact… 
higher rates of 

substance use in rural 
communities compared 
to urban areas are now 
well-documented given 
the rise in opioid use.

(Camsari & Libertin, 2017; Shannon et al., 2010; Monnat & Riggs, 2016)

Presenter
Presentation Notes
In 2017, there are numerous articles and data from the National Drug Use and Health (NSDUH) survey that confirm that substance use rates are higher in rural than urban areas. The three studies cited here also highlight that use is higher in special populations, like injection users, pregnant women, and adolescents.

The next slide continues identifying special rural populations with higher use of prescription opioid misuse.


References
Camsari, U. M. & Libertin, C. (August 18, 2017). Small-Town America’s Despair: Infected Substance Users Needing Outpatient Parenteral Therapy and Risk Stratification. Cureus, 9(8), e1579. 
Shannon, L. M., Havens, J. R., & Hays, L. (2010). Examining differences in substance use among rural and urban pregnant women. American Journal on Addiction, 19(6), 467-473. 
Monnat, S.M. & Rigg, K.K. (2015). Rural adolescents are more likely than their urban peers to abuse prescription painkiller. Carsey Research National Fact Sheet #32. Retrieved from https://carsey.unh.edu/publication/prescription-painkiller-abuse 



Study of prescription opioid use rates 
in adult probationers indicates higher 
use among rural populations of 
adult probationers compared 
to those in urban areas…

Almost 5 times(Havens et al., 2007)

Presenter
Presentation Notes
In this study, Havens and colleagues compared the prevalence of prescription opioid use among individuals on felony probation. Rural probationers were almost 5 times more likely than urban probationers to have used a prescription opioid (rates of illicit opioid use was higher for urban probationers). Later in this presentation, the topic of why prescription opioid use is higher in rural areas.



Reference
Havens, J. R., Oser, C. B., Leukefeld, C. G., Webster, J. M., Martin, S. S., O’Connell, D. J., . . . Inciardi, J. A. (2007). Differences in prevalence of prescription opiate misuse among rural and urban probationers. American Journal of Drug and Alcohol Abuse, 33(2), 309-317. 



In rural areas, deaths from 
unintentional overdose have 

increased by >250% 
since 1999, while urban 

deaths have increased at a 
fraction of this rate. 

(Keyes, Cerda, Brady, Havens, & Galea, 2014) 

Presenter
Presentation Notes
The next two slides highlight the overdose rate in rural areas. This slide provides the data point that unintentional overdoses have increased by 250% in rural areas since 1999, while urban deaths have not increased at the same rate. Prescription opioids are the main cause of unintentional overdose rates.


References
Keyes, K. M., Cerda, M., Brady, J. E., Havens, J. R., & Galea, S. (2014). Understanding the rural urban differences in nonmedical prescription opioid use and abuse in the United States. American Journal of Public Health, 104(2), e52–e59. 
Brooks, B., McBee, M., Pack, R. & Alamian, A. (2017). The effects of rurality on substance use disorder diagnosis: a multiple-groups latent class analysis. Addictive Behaviors, 68, 24-29.
King, N. B., Fraser, V., Boikos, C., Richardson, R., & Harper, S. (2014). Determinants of Increased Opioid-Related Mortality in the United States and Canada, 1990–2013: A Systematic Review. American Journal of Public Health, 104(8), e32-e42.



In 1999, drug overdose death rates were
6.4 per 100,000 population (urban)
4.0 per 100,000 population (rural)

(Mack et al., 2017)

In 2015 overdose death rates
17.0 per 100,000 (rural)
16.2 per 100,000 (urban)

Presenter
Presentation Notes
According to the CDC’s MMWR Surveillance Report in 2017, the overdose death rates for rural areas increased. Urban rates were higher than rural rates in 1999 but rural rates continued to grow, with the rural rate beginning to trend higher than urban rates beginning in 2006. In 2015, rural rates continued to be higher.

Reference
Mack K. A., Jones, C. M., & Ballesteros, M. F. (2017, October 20). Illicit Drug Use, Illicit Drug Use Disorders, and Drug Overdose Deaths in Metropolitan and Nonmetropolitan Areas — United States. MMWR. Morbidity and Mortality Weekly Report, 66(No. SS-19), 1-12. 



First – opioid users in RURAL SETTINGS are more likely 
to abuse prescription opioids (versus heroin)

Second – relative  to urban settings, RURAL SETTINGS
have substantially lower availability for OUD treatment 
and access to naloxone, which could otherwise serve 
as protective factors 

(Dunn et al., 2016)

2 main QUALITATIVE DIFFERENCES in the 
experience of opioid use disorders within 

RURAL versus URBAN settings

Presenter
Presentation Notes
Dunn and colleagues identified two main qualitative differences in the experience of OUDs in rural versus urban areas. The next two slides discusses these points.



Reference
Dunn, K.E., Barrett, F.S., Yepez-Laubach, C., Meyer, A. C., Hruska, B. J., Petrush, K., . . . Bigelow, G. E. (2016). Opioid overdose experience, risk behaviors, and knowledge in drug users from a rural versus an urban setting. Journal of Substance Abuse Treatment, 71, 1-7.




Family and Friends are the 
source for over 50% of the 
prescription opioids used.

Presenter
Presentation Notes
This chart shows the majority of individuals that misuse prescription opioids received them in the following manners:
Given to them by a friend
Prescribed by more than one physician
Stolen from a friend or relative
Brought from a friend or relative
Brought from a drug dealer or other stranger
Even when the number of days of misuse surpassed 200, more than one physician only slightly edged out given by friends/family members as the source of supply. In fact, at 200 days family/friends as a source of supply totaled close to 50%. In some cases, it may be more difficult for rural communities to control how prescription opioids are distributed through social/kinship networks than illegal drug trade.
Make this point to the participants and process their reactions. This point relates to the previous slide regarding the qualitative differences in rural versus opioid use and its implications for prevention programming. 
References
CDC. (2017, August 30). Prescribing Data. Retrieved from https://www.cdc.gov/drugoverdose/data/prescribing.html
Jones, C., Paulozzi, L., & Mack, K. (2014). Sources of Prescription Opioid Pain Relievers by frequency of past-year nonmedical use: United States, 2008-2011. JAMA Internal Medicine 174(5), 802-803.



Data Supporting Increases in Rural Overdoses

• In 2015 82.5% of rural counties in the United States 
lacked a physician with a Drug Enforcement Agency waiver 
to prescribe buprenorphine, which severely limited access 
to medication assisted treatment (MAT).

• Access to naloxone and bystander training was limited or 
non-existent and many communities did not have timely 
access to first responders.

Presenter
Presentation Notes
Access to medication assisted treatment (MAT) continued to be a challenge for rural residents and certainly connected to the high rates of opioid overdoses. Point out the number of rural counties without a waivered prescribing practitioner decreased- probably due to the fact that nurse practitioners and physician assistants can now become waivered (in 2017, 60.1% of rural counties lacked a waivered practitioner).
Finally, limited access to naloxone and bystander training also contributed to high overdose rates, especially in rural areas. Many community coalitions and community groups have now initiated naloxone trainings for first responders and bystanders. 
References
Andrilla, C. H., Coulthard, C., & Larson, E. H. (2017). Barrier rural physicians face prescribing buprenorphine for opioid use disorder. Annuals of Family Medicine 15(4), 359-362.
Rosenblatt, R. A., Andrilla, C. H. A, Catlin, M., & Larson, E. H. (2015). Geographic and specialty distribution of US physicians trained to treat opioid use disorder. Annals of Family Medicine, 13(1), 23-26.
Faul, M., Dailey, M. W., Sugerman, D. E., Sasser, S. M., Levy, B., & Paulozzi, L. J. (2015). Disparity in naloxone administration by emergency medical service providers and the burden of drug overdose in US rural communities. American Journal of Public Health, 105(Suppl. 3), e26-e32.
Dunn, K.E., Barrett, F.S., Yepez-Laubach, C., Meyer, A. C., Hruska, B. J., Petrush, K., . . . Bigelow, G. E. (2016). Opioid overdose experience, risk behaviors, and knowledge in drug users from a rural versus an urban setting. Journal of Substance Abuse Treatment, 71, 1-7.



(Rosenblatt et al., 2015, page 25)

Counties With 
and Without a 
Buprenorphine 

Provider

Presenter
Presentation Notes
This map was included in the Rosenblatt and colleagues article and shows counties with at least one MAT provider (gray) and counties with no MAT providers (white). Data were not included regarding how many counties had only one provider, but ask participants to consider what the map would look like if the counties with only one provider lost that provider.


Reference
Rosenblatt, R. A., Andrilla, C. H. A, Catlin, M., & Larson, E. H. (2015). Geographic and specialty distribution of US physicians trained to treat opioid use disorder. Annals of Family Medicine, 13(1), 23-26.




4 Factors 
Explaining Use Rates in Rural Areas

Presenter
Presentation Notes
This next section discusses the four factors that explain increases in non-medical prescription opioid use in the United States from the perspective of Dr. Katherine Keyes and her colleagues. This article is quoted numerous times in the rural opioid misuse and overdose literature.

Reference
Keyes, K. M., Cerda, M., Brady, J. E., Havens, J. R., & Galea, S. (2014). Understanding the rural urban differences in nonmedical prescription opioid use and abuse in the United States. American Journal of Public Health, 104(2), e52–e59. 

 



4 Factors that Explain Greater Increases in Non-medical 
Prescription Opioid Misuse in Rural versus Urban Areas

1. Increased sales of opioid analgesics in rural areas lead to greater 
availability for nonmedical use through diversion.

2. Out-migration of upwardly mobile young adults from rural areas 
increases economic deprivation and creates an aggregation of 
young adults at high risk for drug use.

3. Tight kinship and social networks allow faster diffusion of 
nonmedical prescription opioids among those at risk.

4. Increasing economic deprivation and unemployment create a 
stressful environment that places individuals at risk.

(Keyes et al., 2014) 

Presenter
Presentation Notes
Quickly review these four factors with participants and let them know that the next slides will provide a more in-depth review and discussion of these factors.

Reference
Keyes, K. M., Cerda, M., Brady, J. E., Havens, J. R., & Galea, S. (2014). Understanding the rural urban differences in nonmedical prescription opioid use and abuse in the United States. American Journal of Public Health, 104(2), e52–e59. 



1. Increased sales of opioid 
analgesics (high prescription 
rates) in rural areas lead to 
greater availability for non-
medical use through diversion.

(Keyes et al., 2014) 

Presenter
Presentation Notes
This slide introduces the first concept that opioids are prescribed at higher rates in rural areas and then used or diverted. The reasons why opioids are prescribed at higher rates is discussed on the next slide.


Reference
Keyes, K. M., Cerda, M., Brady, J. E., Havens, J. R., & Galea, S. (2014). Understanding the rural urban differences in nonmedical prescription opioid use and abuse in the United States. American Journal of Public Health, 104(2), e52–e59. 





Reasons Opioids are More Available in Rural Areas… 
• Rural populations are, on average, older than are urban 

populations… there may be more chronic pain for which 
management with opioid analgesics is indicated.

• Chronic pain and injury are more common in rural than in 
urban areas. 

• Qualitative research indicates that prescription drug use in 
rural areas such as Appalachian Kentucky is an embedded 
part of the culture of the area, with prescription narcotics 
often prescribed to maintain a steady workflow in mines 
and other heavy labor occupations. 

Presenter
Presentation Notes
Opioids are more available in rural areas according to Keyes and colleagues because: 
the population is older, which tends to indicate a greater need to treat chronic aliments and conditions for which opioids may be prescribed; 
chronic pain and injury pay be more common in rural areas due to jobs that require manual labor; and 
prescription drug use may be part of the culture (use to using pain medication in order to physically withstand job duties).
Encourage participants to react and comment on this slide. Some participants may share their own experiences from growing up in rural areas and the cultural issues around prescription pain medication.

References
Glasgow, N. (2000). Rural/urban patterns of aging and caregiving in the United States. Journal of Family Issues, 21(5), 611-631.
Hunsucker, S. C., Frank, D. I., & Flannery, J. (1999). Meeting the needs of rural families during critical illness: the APN’s role. Dimensions of Critical Care Nursing, 18(3), 24-32.
Hoffman, P. K., Meier, B. P., & Council, J. R. (2002). A comparison of chronic pain between an urban and rural population. Journal of Community Health Nursing, 19(4), 213-224.
Leukefeld, C. G., Walker, R., Havens, J. R., & Leedham, V. T. (2007). What does the community say: Key informant perceptions of rural prescription drug use. Journal of Drug Issues, 37(3), 503-524.



2. Out-migration of upwardly mobile young adults from 
rural areas increases economic deprivation and creates an 

aggregation of young adults at high risk for drug use.

(Keyes et al., 2014) 

Presenter
Presentation Notes
This is the title slide that leads into the discussion of the second factor.




Reference
Keyes, K. M., Cerda, M., Brady, J. E., Havens, J. R., & Galea, S. (2014). Understanding the rural urban differences in nonmedical prescription opioid use and abuse in the United States. American Journal of Public Health, 104(2), e52–e59. 





Constrained economic opportunities have 
contributed to an aging of rural America, with 
significant out-migration of younger persons.

(Johnson & Cromartie, 2006)

Presenter
Presentation Notes
The slide points out that many youth leave the rural area where they grew-up to pursue educational and/or vocation goals in more urban areas. The out-migration of young people from rural areas has both economic and social impacts on rural communities. Go to next slide to complete this point…..


References
Johnson, K. M. & Cromartie, J. B. (2006). The Rural Rebound and Its Aftermath: Changing Demographic Dynamics and Regional Contrasts. In W. A. Kandel & D. L. Brown (Eds.) Population Change and Rural Society (pp. 25-50). Dordrecht, The Netherlands: Springer. 
McGranahan, D. A. (2004). How people make a living in rural America. In D. L. Brown, L. E. Swanson, & A. W. Barton (Eds.), Challenges for Rural America in the Twenty-First Century (pp. 135-151). University Park, PA: Pennsylvania State University Press.
Glasgow, N. (2000). Rural/urban patterns of aging and caregiving in the United States. Journal of Family Issues, 21(5), 611-631.



This may result in younger adults remaining 
in rural areas who are less educated and less 
likely to be working or earning a living wage 
than their peers who moved away…

(Conger, 1997)

Presenter
Presentation Notes
So individuals that remain in rural areas may have more risk factors and fewer protective factors than those individuals who migrated out of the rural area, which could mean they are at higher risk for SUDs or OUDs. New educational opportunities available online along with expanded broadband services may serve as a protective factor (access to education) so youth could remain in the rural community while attending college. However, the positive impact of legitimate online college programs being available may not have been felt yet by rural communities.



Reference
Conger, R. D., & Elder GH. (1994). Families in Troubled Times: Adapting to Change in Rural America. Hawthorne, NY: Aldine Transaction.



3. Tight kinship and social networks allow faster 
diffusion of non-medical prescription opioids 
among those at risk.

(Keyes et al., 2014) 

Presenter
Presentation Notes
This is the title slide that leads into the discussion of the third factor.




Reference
Keyes, K. M., Cerda, M., Brady, J. E., Havens, J. R., & Galea, S. (2014). Understanding the rural urban differences in nonmedical prescription opioid use and abuse in the United States. American Journal of Public Health, 104(2), e52–e59. 



Rural kinship networks, especially extended 
family networks, tend to be larger than are 
urban kinship networks… and diversion of 
prescriptions legitimately filled by parents, 
relatives, friends, or acquaintances occurs.

(Inciardi et al., 2007 & 2009; Ward et al., 2011; Krieger et al., 2009)

Presenter
Presentation Notes
According to Keyes and colleagues, there is ‘substantial empirical evidence’ indicating that prescription opioids get shared among family and extended family members. When compared to urban kinship, rural kinship were found to bigger (included more individuals). As such, there is more demand for diversion of prescription opioids in rural kinships.
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AOD Offers …
Rural youth primarily encounter offers from 
people who share activities with them and 
who are connected to their social network; 

but, rarely with strangers. 

(Pettigrew et al., 2012)

Presenter
Presentation Notes
Rural youth rarely get offered or seek prescription opioids or other drugs/alcohol from unknown individuals. This point is important when designing prevention messaging for parents and youth. The next slide has more specific data regarding drug/alcohol offers to rural youth.




References
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Most common offer-ers included 
cousins or relatives of the same 

age or slightly older

(Pettigrew et al., 2012)

Presenter
Presentation Notes
Pettigrew and colleagues conducted interviews with rural youth from Ohio and Pennsylvania to collect data regarding the context of how youth were offered drugs and alcohol. Offers made by near-peers (older cousins or younger aunts/uncles) were harder to turn down due to feelings of kinship according to the youth involved in the study. These data refute the idea that rural parents should be worried about ‘unknown drug dealers’.
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4. Increasing economic deprivation 
and unemployment create a 
stressful environment that 
places individuals at risk.

(Keyes et al., 2014) 

Presenter
Presentation Notes
This is the title slide that leads into the discussion of the fourth factor.




Reference
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Poverty • Poverty rate for children living in rural 
areas (23.5%) is somewhat higher than 
for children living in poor inner city 
urban areas (20.2%)

• Overall poverty rates are also higher in 
rural areas (16.6%) compared to urban 
(13.9%) areas. 

• Nationally, two-thirds of rural counties 
have poverty rates at or above the 
national average of 14.4%. 

(Bishop, 2010)

Presenter
Presentation Notes
This slide and the next provide data/statistics on poverty rates in rural areas. Poverty rates are higher in rural areas than urban areas, even in poor inner city urban areas. Poverty and unemployment rates are risk factors that are associated with increased rates of SUDs and OUDs. 



Reference
Bishop, B. (2010, December). Poverty highest in rural America, rising in recession. The Daily Yonder: Keep it Rural. Retrieved from http://www.dailyyonder.com/poverty-highest-ruralamerica-rising-recession/2010/12/21/3098 



• Unemployment rates in 2015 were higher for rural residents 
than urban residents (5.7% versus 5.2%) (Economic Research Service, 2016)

• Poverty rates are even higher for minority rural residents: 
32% of rural African Americans and 28% of rural Hispanics 
live below the poverty line (ERS, 2016) 

• Rural residents have been shown to go longer periods of 
time without health insurance, and are less likely to seek 
care when they cannot pay because of pride and the lack of 
reduced-price medical care services in rural areas (Mueller 1997)

(Bryant-Smalley & Warren, 2012)

Poverty 

Presenter
Presentation Notes
Once again, use this data to make the point that rural residents are under more economic stress than urban residents due to living in areas with higher unemployment and poverty rates. Economic stress and feelings of hopelessness are linked to higher rates of substance use.
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Poverty also diminishes clients’ 
ability to self-manage their 

substance use treatment regimes. 

(Browne et al., 2015)

Presenter
Presentation Notes
Browne and colleagues in this article discuss how poverty interferes with individuals’ ability to manage their SUD conditions, which is especially true in rural areas. This may be true for rural residents regarding prevention and intervention services as well. For example, rural residents may not be able to miss work to attend community or parent education workshops or may not have access to transportation to these events. Another example specific to opioids is a program in Maine that allows individuals to mail in their opioid medications for disposal rather than having to drive-in on a specific day.
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‘The crisis of nonmedical use of prescription opioids is 
an important public health priority and the greatest 
threat remains concentrated in rural, low-income 

areas of the United States.’  

Social norms, cultural traditions, attitudes, availability, 
and policies are all critical to understanding broad 

differences in prevalence of substance use…’
(Keyes et al., 2014) 

Presenter
Presentation Notes
The summary statement in this slide is a direct quote from the Keyes and colleagues article (pg e56). Have the participants read this quote (the trainer does not need to read it to them). Ask for comments or questions. The importance of this article is that it offers suggestions why the rates of prescription opioids are higher in rural areas as compared to urban areas. Many articles provide information regarding use and overdose rates but few offer explanations.

 
Reference
Keyes, K. M., Cerda, M., Brady, J. E., Havens, J. R., & Galea, S. (2014). Understanding the rural urban differences in nonmedical prescription opioid use and abuse in the United States. American Journal of Public Health, 104(2), e52–e59. 
 



Training the Workforce in Rurality
Approximately 55 percent of United States (U.S.) counties, all of which 
are rural, have no specialty mental health professionals (Hoge et al., 2007) 

These workforce challenges are likely to be exacerbated by the growing 
demand for substance use treatment including treatment for opioid 

use disorders (OUDs) (Gale et al., 2017) 

Presenter
Presentation Notes
This slide leads into the last section of the presentation on training the workforce on rurality issues. 
Michael Hoge and colleagues found that over half the counties in the US (all rural counties) did not have any specialty mental health professionals in 2007. These workforce shortages continue 10 years later and are negatively impacted by the opioid crisis. As such, it becomes even more important that behavioral health professionals, including prevention specialists, understand how SUDs, OUDs, and mental health problems are expressed in rural areas. The next two slides address workforce training issues.

References
Hoge, M. A., Morris, J. A., Daniels, A. S., Stuart, G. W., Huey, L. Y., & Adams, N. (2007). An Action Plan for Behavioral Health Workforce Development. Rockville, MD: Substance Abuse and Mental Health Services Administration.
Gale, J.A., Hansen, A.Y., & Elbaum, M. (2017). Rural opioid prevention and treatment strategies: The experience in four states. Main Rural Health Research Center Working Paper #62. Cutler Institute for Health and Social Policy Muskie School of Public Service University of Southern Maine. 



Perhaps the two most significant obstacles to providing 
high-quality mental and behavioral health care in rural 

America are workforce issues and include 
the persistent shortage of trained specialists and 

professional/personal isolation.

(Deleon, Kenkel, & Shaw, 2012)

Presenter
Presentation Notes
It is important when identifying rural barriers to healthcare to briefly discuss workforce and how rurality impacts the healthcare workforce. First, health care professionals working in rural/remote areas face persistent staff shortages and professional and personal isolation, especially those providing behavioral health prevention, treatment, and recovery services.
Many individuals in the rural healthcare workforce learn how to deal with workforce shortages and lack of specialists by taking on additional duties or receiving additional training to increase/expand their skills and scope of practice. This is an additional burden and may exacerbate workplace stress and contribute to burnout. 
The second obstacle mentioned by the authors is professional and personal isolation. In many cases, rural health professionals practice as sole practitioners with little support from other colleagues or professionals. Lack of access to consultants and clinical supervisors may also be an issue. Practicing alone and without consultation can lead to professional isolation, which can increase job dissatisfaction and stress. Personal isolation separate from professional isolation occurs for many rural health professionals especially those providing behavioral health services. This occurs as some licensing bodies and professional associations have strict rules about boundary crossings between professionals and the individuals they serve. Due to the small population base in rural areas many behavioral health professionals have a difficult time finding individuals to socialize they do not serve.

References
DeLeon, P. H., Kenkel, M. B. & Shaw, D. V. (2012). Advancing Federal Policy in Rural Mental Health. In K. B. Smalley, J. C. Warren, & J. P. Rainer (Eds.) Rural Mental Health: Issues, Policies, and Best Practices (pp. 37-48). New York, NY: Springer Publishing Company.



‘With 20% of the 

U.S. population
being rural, and even more 

than that coming from a 
rural background, every 

clinician/prevention 
specialist will face the 

influence of rural culture…’
(Smalley & Warren, 2012)

Presenter
Presentation Notes
As proposed earlier in the presentation, rurality should be considered a cultural group like other diverse groups, especially since 20% of the US population resides in rural areas and more grew up in rural areas. The rural culture influences individuals regarding preventing SUDs/OUDs, seeking and receiving help and support for SUDs/OUDs, and how individuals and families come together to address community problems.

Reference
Smalley, K. B. & Warren, J. C. (2012). Rurality as a diversity issue. In K. B. Smalley, J. C. Warren, & J. P. Rainer (Eds.), Rural Mental Health: Issues, Policies, and Best Practices (pp. 37–48). New York, NY: Springer Publishing Company.




Equipping clinicians and prevention specialists-
in-training with an understanding of rural culture 
can help them ensure that they deliver the best 

possible care/services
(Smalley & Warren, 2012)

Presenter
Presentation Notes
As with other cultural diversity training Smalley and Warren proposed that clinicians and prevention specialists as part of their training be exposed to education activities that enhance their knowledge, awareness, and understanding of rural culture. With this type of training these health professionals can provide quality services from a culturally sensitive perspective.
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Rural is different not less
Justin Maxson

Presenter
Presentation Notes
Betsey Russell interviewed Jason Maxson in her article in The Daily Yonder (2016) about how some foundations avoided funding projects located in rural areas because  typically they lacked capacity, which interfered in some cases with successful implementation. Jason Maxson proposed that rural is different, not less, and encouraged other foundations to provide funding in rural areas. 
This phrase reminds professionals the importance of honoring rural culture, while acknowledging its uniqueness.  
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‘It is time to decrease health disparities, improve health equity, 
and advance public health because the bottom line is this: 

Meit & Knudson, 2017

what’s good for RURAL
residents is good for us ALL

Presenter
Presentation Notes
This is the last slide in the slide deck. Read the quote by Meit and Knudson. Ask participants if they have any further questions and thank them for attending.

Reference
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