The mental
health needs of
rural America
are acute and
complex.
Last-ditch
solutions are on
the table. Can
they work?
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Nick Cousineau’s

grandparents settled in Elko, Nevada, as most people did in
the early part of the 20th century, with pick-axesin hand and
their sights set on gold. Elko sits on the high desert plains in
the northeast corner of the state, straddling the Humboldt
River and edged by the Ruby Mountains. Interstate 80, one
of the country’s main thoroughfares, passes through the
town, thoughit’sisolated in almost every otherrespect. Salt
Lake City is more than three hours to the east, and Renois
four hours to the west. Gold mines in the nearby hills have
sustained families in Elko for generations, although the lo-
cal economy fluctuates with the price of the precious metal.
Cousineau was gregarious and outgoing, with lots of
friends and a reputation among his extended family for in-
fusing life into their holiday gatherings. He relished outdoor
activities around Elko—trout fishing, hunting elk and mule
deer, campinginthe mountains, riding four-wheelersand mo-
torcycles. At18,heand his15-year-old girlfriend, Annette, had
ababy girl named Skyler and got married. Cousineau joined
theNavyand spent three years stationed out of West Virginia,
where helearned mechanicskills that proved useful when he
returned to Elko and went to work in the mining industry.
Cousineau and his wife had two more children. While
some parts of his life seemed to be going well-he had a job
and asocial network—hehad struggled with alcohol since he
wasateenager. Ashe gotolder, he often exploded in drunken
rages and fought with Annette about money. His third DUI

offenselanded himin prison. He sought help for hisdrinking
nowand then, butany progresshe made wasalwaysundone—
acommon story in Elko, where a quarter of adults, as well as
thosein his own family, binge drink. One of his grandmothers
had frozen to death in her trailer after passing out drunk.

In late 2009, Cousineau was involved in a motorcycle
crashand fractured histemporalbone. He had tobe airlifted
to Salt Lake City because Elko’s small community hospital
isn’t equipped to deal with severe head injuries. After the
wreck, his family says his personality seemed off. He traveled
three hours to the nearest veterans’ clinic, also in Salt Lake
City, and was diagnosed with abrain injury, butnooneinhis
family was told to be on the lookout for possible problems or
how to manage them. “We had no idea what was going on,”
Skyler says. “We just thought: Dad’s going crazy.”

In early January 2010, during one of their fights, he
confronted Annette with a gun. “It only takes one shot,”
he shouted. She fled the house and called the police, who
showed up withinafew minutes. By then, Cousineau had put
the gunin his mouth and pulled the trigger. He was 38.

Skyler, then 19, was shattered. Along with her mother
and brothers, she tried to find counseling in town but, she
recalls, the few providersavailable said they didn’t feel com-
fortable seeing Cousineau’s surviving family members be-
cause they had previously seen him. Annette turned to pain
pillsand became addicted. A few years later, one of her sons
died of mysterious medical causes, an event that was thought
also tobe connected to substance abuse.

“It’san epidemicin our community,” says Skyler, now 27
and active in local suicide-prevention efforts. “There are so
many different factors. We have a heavy prevalence of alco-
hol, heroin,and meth. We have miners working underground
24 hours a day with no sunlight. There’s a lack of resources,
and there’sastigmaabout discussing yourissues. It’s that old
cowboy thing: Buck up and move on.”

Nevadarankslastin the country in overall mental health,
accordingtothenonprofit group Mental Health America, which
rates the prevalence of mental illness and substance abuse in
relationtoaccesstocare. Areportearlier this year from the Uni-
versity of Nevada, Reno, found that 16 of the state’s 17 counties
haveasevereshortage of mental health professionals. Fourteen
arewithoutasingle psychiatrist, and a smattering of psycholo-
gists and social workers are spread over tens of thousands of
squaremiles.In2015, the statehad the 11th highest suiciderate
inthe country. From 1981t0 2013, it was number two in suicide
by self-inflicted gunshot wound—second only to Wyoming.

In many ways, Nevada typifies thebroader state of men-
talhealthinrural America. Since 1999, premature death rates
have risen sharply among rural whites; analyses point to
marked increases in suicide, drug overdoses, and liver dis-
ease, presumablyrelated toalcohol abuse, which collectively
weredesignated “deaths of despair” ina2015 paper by Prince-
ton economists Anne Case and Angus Deaton. Last year, the
Centers for Disease Control reported that both suicide rates
and drug overdose rates in rural areas have surpassed those
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“I've cometothe
conclusion thatwe're
not so much treating
mentalillnessaswe're
treating poverty.’

inmetropolitan areas. And rural areas everywhere are faced
with a chroniclack of access to care.

The problem has been gestating for decades, with com-
plex origins and no simple solutions. “There are mental
health problems in urban areas, but they’re much worse in
rural areas,” says Ronald Manderscheid, a researcher at the
Johns Hopkins Bloomberg School of Public Health. “If the
urban areas have a cold, rural areas have pneumonia.”

N 1948, Cornell University psychiatrist Alexander

Leighton and his colleagues traveled Canada’s mari-

time province of Nova Scotia to initiate what would

become known as the Stirling County Study, a lon-

gitudinal study that continues to this day. Parts of
the region were in the midst of economic decline, and the
researchers found that psychiatric disorders were higher in
communitieswith “brokenhomes, fewand weak associations,
inadequate leadership, few recreational activities, hostility
andinadequatecommunication, aswellas poverty, seculariza-
tion, and cultural confusion.”

The Stirling County Study is a landmark from the early
days of psychiatric epidemiology, when scientists began to
look at social determinants of mental health. Many subse-
quent studies have echoed and elaborated onitskey findings.
“It’sclear from dataacrossthe decades that there’sa connec-
tion between the health of the economy, the health of com-
munities, and the development of mental health problems,”
says psychologist Peter Keller, aresearcher and past president
ofthe National Association for Rural Mental Health.

Keller cautionsagainst painting rural settings withabroad
brush. Somearethriving, hesays, someare chuggingalong,and
some have creatively reinvented themselves after their former
economic base disintegrated. Financial distress also isn’t the
sole source of psychiatric troubles. But many rural areas that
haveexperienced years of systematicjobloss, especially those
that were built on manufacturing, have seen a cascade of hu-
man damage that canbe traced inlarge part tothe economy. In
vastswathsofthe country, young people facea future without
financial stability, let alone upward mobility. Those who are
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There'sanimperative
toavoid shame in tight-knit
places where everybody tends
toknow everyone else's
business.

middle-aged arenoteven treading water. The stressorsadd up,
fostering conditions with grave outcomes.

One is “early trauma, repeated trauma-—all sorts of
trauma,” says Sean Dodge, a psychologist whoruns the state
mental health office in Gardnerville, a farming community
in western Nevada. Dodge’s clients live in the shadow of the
Sierra Nevada mountains and come to him with pervasive,
chronic, and often debilitating problems. “It’s rare for me to
see someone who has not been abused. Almost every one of
my clients was raised in poverty in an insecure home with
inconsistent parenting and inconsistent access to food or
education. I’'ve come to the conclusion that we’re not somuch
treating mental illness as we’re treating poverty.”

His observations dovetail with research showing that ru-
ral children are more likely than their urban counterparts to
have had one or more adverse childhood experiences—trau-
mas such as physical, sexual, and emotional abuse or neglect,
whose harmful effects canstretchintoadulthood. Morethan70
percentof childrenin smalltownsandisolated ruralareas have
beenexposed tomorethanoneadverse childhood experience.

Paradoxically, the economic decline that fuels the need
for mental health care in remote settings simultaneously
reduces its availability. Without good jobs, people tend not
to have the kind of health-care coverage that would pay for
such help, and many predominantly rural states refused the
Medicaid expansion under the Affordable Care Act that might
have made it available. Of those who do have jobs, a large
proportion are self-employed or work for small businesses
that do not offer health insurance.

Deep-seated cultural mores also play a part. An emphasis
onindependenceand fending for oneself prevents people from
seeking help even ifit is available. Likewise, there’s an impera-
tive toavoid shame in tight-knit places where everybody tends
toknoweveryoneelse’sbusiness. “If you pullupat the officeofa
local mental health provider, the community knowswhy you’re
there,” says Dennis Mohatt,abehavioral health executiveat the
Western Interstate Commission for Higher Education.

Along with high suiciderates, the opioid scourgeisaban-

4=m BETWEEN THE CRACKS Heather Singletonis the only full-time mental

health worker in Tonopah's vast catchment area of 10,000 people.

ner manifestation of the problem. There’s hardly a corner of
the country that hasn’t been touched by opioid addiction,
which caused more than 64,000 deaths nationwide in 2016,
a 21 percent increase over the previous year. Rural areas have
been particularly gutted. Economic pain isn’t completely to
blame: Among the many reasons that researchers cite are the
fargreater prescriptionrates of narcotic painkillersin rural set-
tings, strong kinship networks that ironically help the drugs
spread easily from person to person, and relatively long emer-
gency response times when overdoses do occur.

Butadepressed economyiscertainlyafactor. “The vulner-
ability is huge,” says J. Dennis Murray, a psychologist at Mans-
field University in Pennsylvania who has studied rural mental
health for more than 30 years. “My simplistic view is that if
people’slivesare going welland they havea future orientation,
with goals and hope, they’re not going to be as desperate and
as prone to problems with drugs and alcohol. For a lot of these
folks, lifeisnot going well”

And while rural mental health hasbeen deteriorating for
along time, Keller says, “it’s now affecting national politics
in a way that it never has before.” In the time since Donald
Trump was elected president in 2016, carrying rural areas by
decisive margins, Shannon Monnat, a sociologist and rural
demographer at Pennsylvania State University, haslooked at
county-level mortality due to drugs, alcohol, and suicide and
atsupport for Trump. Therates showanuncanny correlation.

Monnatclarifiesthat thisdoesn’timply causationand that
noonefactor canaccount for Trump’s victory. Still, shewrotein
aPenn Stateresearchbrief, “Atthe core of increasingly common
‘deaths of despair’ is a desire to escape—escape pain, stress,
anxiety, shame, and hopelessness. Drugand alcohol disorders
andsuicidesareoccurringwithinalarger context of peopleand
places desperate for change. Trump promised change.”

PeterKeller, therural mental health researcher, is “not sur-
prised that peoplein thesesituations voted for Donald Trump.
Itlookedlikeasign ofhopeinaseaof despair” That hopeitself
appears to be dimming. In a Reuters poll released in October,
supportfor Trumpamongrural Americanshad slipped from 55
percentat thetime ofhisinaugurationayearagoto47percent—
still much higher than among other groups, but a significant
drop for a population that was instrumental to his win.
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“No number of psychotherapists
cansolve these problems. The
challenge is helping rural communities
adjust toaworld thatisneveragain
goingtobelikeitwas.”

F HEATHER SINGLETON sees a stranger walking
alongthehighwayaround Tonopah,arundowndesert
town in western Nevada, she stops to give him aride,
oratleasttoofferabottle of water. She keepsa24-pack
inher carjustincase. “I’'mahelperbee;” she says.

Singletonisthe only full-time employeeat the only state-
runmentaland behavioral health clinicin Tonopabh, situated
ona210-milestretch of two-lane highway that’s interrupted
by littlemore than sagebrush. The townisin official Frontier
Country, a designation one step down from rural in popula-
tion density. For the 10,000 people scattered within an hour
or two, it’s the one place to go for food, gas, or services of
any kind. It’s also the one place to go for help if you’re de-
pressed and thinking of ending it all, or if your kid is hearing
voices and acting out, or if your anxiety is so bad you don’t
know how to make it through the day without getting high.
In those cases, Singleton is there, ready to assist whoever
walks through the door.

With asun-weathered faceand awarm grin that crinkles
thecornersofhereyes, Singleton, a Nevadanative, took classes
at alocal community college to qualify as a mental health
technician, a job that entails caring for people with mental
illness—observing their behavior, monitoring their medi-
cation schedule, and helping with their hygiene and other
daily life activities. There are certifications available for the
job, which pays a median of $13 an hour, though most states
don’t require a license. From Singleton’s spartan office, ina
double-wide trailer on a back street in town, she spends her
daysfilling out paperwork for clients, pounding the phones to
find placements in substance-abuse programs, and figuring
out creative ways to get their medicine paid for. She drives
totheirhomesto prod themto exercise, make suretheyhave
food, and remind them of doctor appointments.

For three years, one of the beneficiaries of Singleton’s
tireless effort hasbeen Crystal, amother of three who moved
to Tonopah from Nashville because of her husband’s job.
Crystal arrived in the town with a history of rapidly cycling
bipolar disorder that’s hospitalized her in the past. In To-
nopah there are almost no resources to help her condition.

76 | PSYCHOLOGY TODAY | JANUARY/FEBRUARY 12018

There are no psychologists, no psychiatrists. The local hos-
pital closed in 2015, leaving an enormous area without even
anemergencyroom. Thereisjust thebare-bones clinicwhere
Singleton holds down the fort.

Once a month, Crystal sees a therapist who comes to
town for the day. Every three months, she has a video ap-
pointment with a psychiatrist in Reno whom she’s never
met in person. The transition to such a meager degree of
care has been tough. “It certainly doesn’t help my mental
health,” she says. Last fall, when she felt a manic episode
coming on, it was Singleton she conferred with, Singleton
who drove three hours with her to a hospital in Las Vegas,
and Singleton who created a detailed re-entry plan after she
was stabilized and discharged. “She does it justbecause she
cares,” Crystal says.

Singleton loves the gratification of helping people, yet it
painsherthatshe’sthe only onewhoseemstocare. Sherecalls
oncemakingspecial arrangements forapsychiatrist tocometo
town to meet some of her far-flung clients for appointments.
“My clients came from Silver Peak, Goldfield, Round Moun-
tain—one drove 64 miles,” she says. “The doctor didn’t show
up. No show, no call. Ileft bawling, I was so devastated. We
have no safety netin Tonopah. Wejust fall.”

Fundingisaproblem. Nevadahasnoincometaxandin-
steadrelies onrevenue generated by the gamingand tourism
industries. Governor Brian Sandoval, a Republican, built his
2010 campaign on a promise to freeze taxes and slash state
spending. The state mental health budget was cut 28 per-
cent by 2012. “If you want low taxes, you’re not getting ser-
vices,” Ginger Bevilacqua Paulsen, the executive director of
Nevada’s chapter of the National Association of Mental IlI-
ness, says bluntly. “You get what you pay for.”

The squeezeisfeltall around. Like the one that used tobe
inTonopah, ruralhospitalsare closingeverywhere. Since 2010,
82 acrosstheU.S. have shut theirdoors. Some primary-care pro-
vidersoffer mental health care, but they’re hard tofind inmany

EMERGENCY ALERT Nye Regional Medical Center in Tonopah,
the only hospital within a 100-mile radius, closed in 2015.
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remotecommunitiesand even hardertogetappointmentswith.
Fordecades, expertshavebeen pointingtothecriticalshortage
of mental health professionals. Psychiatristsand psychologists
either can’t or simply don’t want to work there.

“Unlessithappenstobeabeautiful seaside community or
skiarea, there’sareal difficulty attractingand retaining trained
mental health professionalsinrural communities,” Keller says.
“That’s complicated by the fact that whenyoudoattract them,
their workloads rise dramatically. Not to mention that income
levelstend tobelower, whichmakesithardertosustainaliving.”

And the hometown sons and daughters of these areas
who could potentially make a difference—in terms of mental
health oranything, really—tend not tostickaround.“Kidswho
are capable of following the economy goto collegeand leave,”
Murray says. “Those who are left behind aren’t the best at
helping the next generation. So you get this spiral of problems
and a substrate of folks who are just stuck.”

|

EOGRAPHY SHOULDN’T mean you’re

any less of a person, but somehow that’s

howitplaysout,” says Tina Gerber-Winn,

director of rural clinics for the state of Ne-

vada. Hanging in her Carson City officeis
alarge state map, the challenge of geography plainly evident.
The agency’s clinics are marked with little dots—Yerington,
Hawthorne, Winnemucca, Lovelock—surrounded by gaping
empty stretches. There is no easy way to bridge those dis-
tances, but she’s working on it.

Gerber-Winn is pushing for metropolitan therapists to
travel more frequently torural communities. She’slobbying
formobile crisis units tobe permanently situated in far-flung
areas. She’s trying to get rural towns to advocate for them-
selves at the state level, with the recognition that each place
has unique needs that are best understood by the people
who live there. And she’s brought in a program that spon-
sorsresidenciesinrural communities for clinical psychology
students. The program, piloted in Alaska and expanded to
Oregonand Hawaiiaswellas Nevada, isbuiltontheideathat
peopletrainedinrural settings are morelikely totakeashine
tothem and put down roots. In Alaska, Hawaii, and Nevada,
up to70 percent of the student psychologists have chosen to
remain where they interned.

Innovative solutions are cropping up all across rural
America. One effort trains rural residents themselves as
mental health paraprofessionals or peer-support specialists.
They are people who typically have had their own experi-
ence of living with and recovering from a mental illness and
who counsel, advise, and assist others experiencing the same
condition. Onesuch programin Alaska, which hasthe second
highest suicideratein the country, trains indigenous people
in remote villages to help their own community’s members
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in culturally sensitive ways. The movement to train and hire
peer-support specialists is growing rapidly: Mental Health
America created the first national peer specialist certifica-
tionlastyear, and 35 states now pay for peer services through
Medicaid. Studies have shown that peer specialists canbe as
effectiveastrained case workers at keeping people who suffer
from serious mental illness out of psychiatric hospitals and
engaged in outpatient care.

Fromhisvantage pointin the Pennsylvania countryside,
Murray sees the peer-support model gaining steam although
the specialists are paid, he says, “poverty wages—it’s what I
callmissionary work.” Still, therole can fulfillneeds that don’t
necessarily require someone with years ofhigher education.
“If youhave someone patients can see when they’rein crisis,
who can guide them to services, whether it’s transportation
or home-heating support, that might help with their prob-
lems,” Murray says. “It’s certainly a way to give people as-
sistance so they’re not feeling so desperate.”

Anothermajorfocusistelemedicine, whichrefersbroadly
tohealth caredelivered viatechnology. Itsapplicationinrural
settingshasexpanded over the past 10 years, and some studies
have shown it to be effective. A 2016 review of telepsychiatry
outcomes published in the World Journal of Psychiatry shows
that psychiatric services delivered by video conference are
comparable tothose delivered in personin terms of diagnosis
and treatment outcomes. But the review also reported pro-
viders’ concerns about impairment of therapeutic rapport.
Murray cautions that the outcome data on telepsychiatry’s
effectivenessare still limited, and that thisapproach requires
alevel ofaccessand capability that cannot beassumed of rural
residents: Broadband Internet service s far too expensive for
many people, if it’s even available. Also, telepsychiatry costs
money thatanemic state budgets, weak insurance, and tenu-
ous Medicaid cannot be counted on to provide.

Despite all the efforts to help people living in rural com-
munitiesaddress their discouragement and despair, many feel
likeband-aid solutionsthat don’taddress the underlying prob-
lem—economicconditionsthatripplethroughevery facet of life.

“What’s the solution?” Keller asks. “Idon’t have a good
answer. The solution in part is coming to grips with the idea
that many rural communities aren’t going to be there in the
future. Allyou have todois drive through West Virginia tosee
that the declineis massive and nothing can save thearea. No
number of psychotherapists can solve these problems. The
challenge we face is helping rural communities adjust to a
world that is never again going to be like it was.”

Peoplelike Heather Singleton, committed to the rural
way of life and steeped in the frontier tradition of self-
reliance, say they see the challenge and are ready to face
it. “I'like being there for my clients,” she says. “Getting
their medications, getting them to a therapistif they need
help. It’s our community, it’s our problem, and we have
tofixit”’m

SARAHGOODYEAR:isafreelancejournalist basedin New York.
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