




tance. (See sidebar, page 48.) However, such 
breakthroughs depend upon communications 
advances taken for granted in metropolitan ar-
eas. Cell phone service and broadband access are 
available on only a spotty basis, if at all, in many 
agrarian areas, according to the Federal Commu-
nications Commission. In addition, the costs for 
these services generally is higher in rural areas.

The FCC found that nearly three in 10 rural 
health clinics in the U.S. (29 percent) lack access 
to mass-market broadband. That was a major rea-
son less than a quarter of the 11,000 eligible rural 
clinics took part in a federal program to promote 
telemedicine, the FCC reported.5

Lack of health insurance has been a greater prob-
lem in the countryside than in U.S. cities. Nearly a 
quarter of rural residents (24 percent) were unin-
sured in 1998, compared with 18 percent of people 
living in or near metropolitan regions, according to 
a 2003 study by the Kaiser Commission on Medic-
aid and the uninsured.6 Also, one in five rural resi-
dents were uninsured for an entire year, compared 
with one in seven in urban counties.

Complicating all of these factors is the cultural 
reality that most rural people live by an ethic of 
self-reliance. This does them well in many areas 
of their lives, but not when it comes to handling 
emotional and behavioral stresses.

DEPRESSION AND SUICIDE
An estimated 2.6 million rural residents suf-
fer from depression, according to a study by the 
South Carolina Rural Health Research Center.7 

This study found that 6.11 percent of people in ru-
ral areas are depressed, compared with 5.16 per-
cent in urban places. The rate for rural women 
was higher, 7.9 percent, compared with 6.69 per-
cent for urban women.

In 2004, a major policy paper of the subcom-
mittee on rural issues of the President’s New Free-
dom Commission on Mental Health noted, “Sui-
cide rates for both rural adults and children are 
higher than they are for their urban 
counterparts. ... The suicide rate is 
significantly higher among elderly 
males and Native American youth 
reflecting an upward trend in recent 
decades.”8

In 2002, a report in the American 
Journal of Public Health said, in the 
early 1970s, the suicide rates for ur-
ban and rural men were about the same, but, over 
the next quarter century, the figures went in dif-
ferent directions. By the mid-1990s, the rural rate 
was more than 50 percent higher.9

Researchers Garth Kruger and Jacque Gray 
found stark evidence of this rural trend in North 
Dakota. During a recent 10-year period in the 
state, at least 797 people — the equivalent of the 
population of a small town — took their own lives, 
and hundreds more attempted to do so, Kruger 
and Gray wrote in a 2005 study.10

The high suicide rate, experts and health pro-
fessionals said, may be partly because rural peo-
ple have a harder time than their urban and sub-
urban cousins asking for help.

“Folks that live in northern Michigan are a pret-
ty stoic, hardy lot,” said Pattie Walker, the director 
of the emergency department at Mercy Hospital 
in Grayling, in an interview.  “You have to be, to 
live in this area. It’s difficult for people to admit 
that they have these issues.”

Her hospital serves a four-county region with 
no inpatient mental health facilities, even in her 
institution. The closest psychiatrist is 70 miles 
away in Traverse City.

“With our own employees,” Walker said, “I 
have tried to encourage a couple to get counsel-
ing, and they tell me: ‘No one in my family has ever 
seen a counselor,’ or ‘I don’t believe that works.’ ”

GETTING ATTENTION
About 20 percent of Americans are scattered 
thinly across 80 percent of the nation’s landscape. 
This rural population often lacks the concentrat-
ed political clout of urbanized areas, and state 
governments, when faced with budget shortfalls, 
know that they’ll get less popular blowback for re-
ducing funds for services in the countryside.

“The rural programs tend to be cut first and 
were under-funded to begin with,” said Roger 
Hannan, the executive director of the Farm Re-
source Center, an innovative “kitchen-table” pro-
gram that operates in 65 counties in Illinois.

The center’s outreach workers seek out and 
meet with rural families in their homes — at the 
kitchen table — to help them obtain the servic-

es they need. Sometimes, it’s just a friendly ear. 
“The first thing they do is listen, listen between 
the lines,” Hannan said. “It may be a crisis that 
can solve itself.”
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cousins asking for help.





and Mental Retardation Center is a publicly 
funded, not-for-profit service for a 19-county, 
22,000-square-mile region of central Texas that is 
home to 425,000 people (or about 19 per square 
mile).

In addition to its headquarters and a 16-bed in-
patient unit in Kerrville, the center operates 10 
mental health clinics with a staff of 200-230, in-
cluding nine psychiatrists. There is only one other 
psychiatrist in the entire region.

“To get to one clinic that serves six counties, 
the client may have to drive an hour and a half or 
about 115 miles,” said Linda Werlein, the center’s 
chief executive officer. “The closest state hospital 
will be anywhere from 30 minutes to four hours 
from one of our counties.”

Often, a client won’t have transportation to the 
clinic. “So we have to go and pick them up and 

bring them in to see the doctor, and that can take a 
two- or two-and-a-half-hour round trip for one of 
our staff members,” she said.

GETTING MORE TIME
Five years ago, Hill Country began using telemed-
icine technology, also called e-care, to permit psy-
chiatrists to see patients over a video link instead 
of in person.

The patient goes to a satellite office where he or 
she meets with a psychiatrist via a two-way com-
puter video hook-up. On the screen, the doctor is 
able to take in all the physical mannerisms and 
reactions of the patient, a key element of the ther-
apy. Every fourth session is held in person.

Telemedicine, she said, “has added at least 
three hours a day, and sometimes four hours a day, 
for serving patients for every doctor that had to 
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The entire state of Idaho is a federally 
designated mental health profes-

sional shortage area. Services are 
scarce in urban population centers, and 
in rural communities, access to mental 
health care is nearly nonexistent.  

In February 2009, Saint Alphonsus 
Regional Medical Center (a member of 
Trinity Health) in Boise, Idaho, launched 
a telepsychiatry program targeting 
underserved, rural communities. The 
program addressed the top need iden-
tified in the medical center’s 2005 and 
2008 community needs assessments 
— access to mental health services. 

We built on existing telemedicine 
technologies Saint Alphonsus had 
employed in the region, including 
remote presence robots and videocon-
ferencing. Philanthropic funds (through 
Saint Alphonsus Foundation) helped 
us expand the menu of telemedicine 
services to include psychiatric care. 

It works like this: Primary care 
providers identify and refer new 
patients to the program, with initial 
consults typically lasting an hour and 
follow-ups 30 minutes. The consult-
ing psychiatrists talk and interact 

with the patients via remote presence 
robots and/or video conferencing. The 
consulting psychiatrists then provide 
recommendations to the primary 
care provider the same day, and the 
primary care physician coordinates the 
patient’s ongoing care and medication 
management. 

We protect patient privacy through 
use of HIPAA-compliant transmission 
lines and HIPAA-compliant faxes when 
needed — and caregivers place pa-
tients in private rooms with the robot 
and adjust the volume appropriately. 

Before telepsychiatry services were 
available, 90 percent of patients had 
received no previous psychiatric care. 
Instead, they had relied on primary 
care providers, counselors or someone 
else for support. The remaining 10 
percent were driving to services situ-
ated more than an hour away, often in 
treacherous winter conditions.

While there were some initial 
doubts about whether patients would 
accept mental health care via telemed-
icine robots, we have found 90 percent 
of patients have returned after their 
initial visit. The scope of the telepsy-
chiatry program thus far has included 
two psychiatrists in Boise working 

with 35 to 40 primary care providers 
at facilities in five rural communities. 
In the first 16 months, 118 adults and 
56 children have been served. Approxi-
mately 70 percent of the patients are 
on Medicare or Medicaid, 20 percent 
are privately insured and 10 percent 
are self-pay.

While this program has been suc-
cessful in addressing a critical need, 
implementation has been challenging. 
To our west, rural partners in eastern 
Oregon have expressed interest in the 
program, but Medicaid restrictions 
make it difficult for non-Oregon-based 
providers to offer services for psy-
chiatry patients across the state line. 
Credentialing of providers has also 
been a barrier. Legislation pending in 
Congress aims to address this issue. 
Further, although public payers have 
recognized the legitimacy and efficacy 
of telemedicine services, private pay-
ers do not consistently reimburse. 
Advocacy efforts would help ensure 
adequate reimbursement.

COREY SURBER is advocacy and 
community health coordinator at Saint 
Alphonsus Health System, Boise, Idaho.
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