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Course Objective

The purpose of this course is to provide mental and behav-
ioral health professionals with the knowledge and skills
necessary to effectively meet the unique needs of rural clients,
ultimately improving care and addressing existing disparities
in health and mental health.

Learning Objectives
Upon completion of this course, you should be able to:

1. Define the term rural and review the
demographic characteristics of those
living in rural areas in the United States.

2. Identify how cultural values and norms
characteristic of a rural culture can be
strengths as well as limitations.

3. Discuss cultural competency and how
it applies to rural communities.

4. Describe health, mental health, and
social services disparities in rural areas
of the United States.

5. Provide an overview of the unique health,
mental health, and social work practice
problems and issues experienced by various
subpopulations residing in rural areas.

6. Discuss the role of and benefits of inter-
professional collaboration in rural areas.

7. Describe ethical issues that emerge when
working with clients in rural areas.
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INTRODUCTION

Individuals live in rural areas of the United States
for many reasons [1]. Although there are benefits
and necessities to living in rural areas, many resid-
ing in these areas experience significant health and
mental health disparities and challenges in accessing
services. As of 2020, about 63 million Americans live
in rural areas [2]. However, to some extent, the needs
of this population remain invisible and vulnerable.
Rural residents have remained largely neglected in
the fields of health, mental health, and social work.
In a meta-analysis of literature published in the top
14 social work journals between 2004 and 2008,
only 71 of the 3,004 peer-reviewed articles (2.36%)
focused on rural populations [3].

There is no one definition of the term rural, and
how it is defined is controversial. Some definitions
focus on population density, which falls under a
spatial definition classification [4; 5]. Most generally,
rural has been defined as all territory, persons, and
housing units not defined as urban [6]. Urban areas
have a population threshold consisting of 65,000
or more people, with a density of 1,000 people per
square mile [6]. The U.S. government defines rural
areas as those with populations of 2,500-64,999 [5].
This dichotomous definition of urban/not urban
masks the nuances of rural experiences and different
levels of rurality and urbanicity [7]. Other definitions
focus more on socioeconomic classification, which
emphasizes geographic isolation and socioeconomic
factors, such as employment and availability of and
access to resources [4; 5].

More than 64% of the estimated 63 million Ameri-
cans who live in rural areas resides east of the Mis-
sissippi River; 46.7% live in the South, and 10%
live in the West [8]. Maine and Vermont have the
greatest proportion of residents living in rural areas;
California has the lowest proportion [9].
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The goal of this course is to examine working in
and with rural communities and the need for cul-
tural sensitivity and competence. Health, mental
health, and social work service disparities, barriers
to help-seeking, and specific issues relevant to vari-
ous subpopulations will be explored. Ethical issues
unique to working in rural communities will also
be discussed.

DEMOGRAPHIC OVERVIEW

In the United States, the largest rural population
(6.8 million residents) is found in the East North
Central region; this is followed by the South Atlantic
(5.7 million) [10]. The five states with the largest pro-
portion of rural residents are Vermont, Wyoming,
Maine, Montana, and Mississippi [9].

Rural residents tend to be older than the average in
the United States. The median age in rural areas is
51 years, compared with 45 years in urban areas [11].
In addition, 27% of rural households are headed by
a senior, compared with 21% of urban households.
By 2040, it is projected that 25% of the population
in rural areas will be 65 years of age and older, com-
pared with 20% in urban areas [10].

Rural residents are more likely to be married than
urban residents (61.9% vs. 50.8%). There is also
less mobility compared with urban populations. An
estimated 65.4% of rural residents live in the same
state they were born in, compared with 48.3% of
their urban counterparts [11].

Rural residents tend to have achieved lower levels
of education than urban residents. In rural areas,
19.5% have attained a bachelor’s degree or higher,
compared with 29% of those in urban areas. The
digital divide is greater in rural communities; 23.8%
of rural households do not have Internet access,
while 17.3% of urban households do not have

Internet access [11].
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Residents in rural areas also tend to be of lower socio-
economic statuses. The average per capita income
for rural areas is lower by $9,242 than the national
average [12]. Between 2009 and 2013, 17.7% of
residents in rural communities lived in poverty (vs.
15.4% for the general population) [10]. This is even
more marked in southern rural areas, which have
a poverty rate of 20.5%, and western areas (16.2%)
[13]. In mostly rural counties, the median income is
$47,020, with a poverty rate of 16.3%; in completely
rural counties, the median income is $44,020, with
a poverty rate of 17.2% [14]. Mostly rural counties
are defined as those in which 50% to 99.9% of the
population lives in rural areas; in completely rural
counties, 100% of the population lives in a rural
environment [14].

Rural civilian employment among persons 18 to
64 years of age is lower (67.6%) than that reported
for urban residents (70%) [15]. Three major service
industries together with manufacturing provide
more than 70% of rural employment: education
and health (25%); trade, transportation, and utilities
(20%); and leisure and hospitality (11%). Manufac-
turing, farming, and mining have historically been
the goods production focus for rural areas [16].
Rural employment was severely impacted by the
2008 recession, and rates have still not fully recov-
ered. According to the USDA, half of the observed
decline in the unemployment rate since 2010 is due
to a reduction in the size of the labor force, not an
increase in employment, which is partly the result
of little or no population growth in rural America
[17]. Regardless, employment for rural America
lags below the 2007 figures. This has been further
complicated by the COVID-19 pandemic. By April
2020, mainly due to COVID-19 and related pres-
sures, rural unemployment rates reached 13.6%,
a level not seen since the 1930s. As of the end of
2021, unemployment rates among rural residents
had returned to pre-pandemic numbers, recovering
more quickly than unemployment in metropolitan

areas [16; 17].

Rural communities in the United States tend to be
predominantly White and less racially and ethnically
diverse. In 2020, 76% of the rural population identi-
fied as non-Hispanic White, compared with 64.1%
of the general U.S. population [18]. An estimated
7.7% of the rural population is African American/
Black and 9.0% are Hispanic, compared with 13.6%
and 18.9%, respectively, of the general population
[18]. Black Americans in rural areas tend to be
clustered in the south, in areas that were historically
linked to slavery, particularly in Alabama, Georgia,
Mississippi, North Carolina, South Carolina, and
Virginia [18]. Minority rural populations are dispro-
portionately affected by poverty. In 2018, the poverty
rate among rural Black Americans was 31.6%, and
the rate among rural Native American communities
is 30.9%. This compares to a rate of 13.2% among
rural non-Hispanic White Americans [19].

RURAL CULTURE:
STRENGTHS AND CHALLENGES

CULTURAL NORMS AND
VALUES AS STRENGTHS

Culture has been conceptualized as a diversity
domain, characterized by having specific value sys-
tems, norms, and social and behavioral patterns [20].
Specifically, culture refers to the values and knowl-
edge of groups in a society; it consists of approved
behaviors, norms of conduct, and value systems [21;
22]. Culture also involves attitudes and beliefs that
are passed from generation to generation within a
group. These patterns include language, religious
beliefs, institutions, artistic expressions, ways of
thinking, and patterns of social and interpersonal
relations [23]. Culture can also represent world-
views—encompassing assumptions and perceptions
about the world and how it works [24]. Culture has
two components: the observable and the unob-
servable [25]. The observable include things such
as language, customs, and specific practices, while
the unobservable include beliefs, norms, and value
systems. Culture helps to elucidate why groups of
people act and respond to the environment as they

do [26].
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Working with clients from rural areas requires cul-
tural competency; providers should be aware of the
unique cultural differences of rural communities
[27]. Some have argued that rural residents are a
minority group that experiences prejudice and cul-
tural microaggressions from the dominant culture
[28]. Although there is a positive stereotype of rural
life as bucolic and idyllic, there are also negative
stereotypes regarding rural residents as uneducated

and backward [28].

The concept of culture can encompass geographical
characteristics, not just social and behavioral norms
[29]. For example, there are often particular language
nuances in rural cultures [29]. It is important to
remember that there is tremendous diversity within
rural groups, and it is vital to avoid stereotyping all
rural residents by a single set of values.

One of the main cultural values among rural
residents in the United States is self-reliance and
autonomy [27; 29; 30]. There tends to be an atti-
tude of individualism and Puritan work ethic;
rural residents often adhere to the ideal of “pull-
ing yourself up by your bootstraps” in challenging
times [35]. These values are learned early, partially
because rural residents often live far from other
people and services. Geographic isolation, limited
resources, and constrained finances (both personal
and community) reinforce self-sufficiency as a social
identity. However, providers should not assume that
all rural clients will want to rely upon the legacy of
self-reliance as a means of compensating for lack of
services or access [30].

Family, church, and community are the traditional
underpinnings of rural life [29; 31]. There is a more
collectivistic approach compared with urban com-
munities [31; 32]. Community and mutuality are
shared values, and families rely on each other and
their community for help [33]. Support networks
are naturally occurring [34]. Rural areas are also
characterized by more informal social relation-
ships. Rural residents tend to utilize long-standing
community institutions as social outlets, such as
schools, churches, community clubs, and farm-
ers’ organizations [34; 36]. Neighbors, family, and
friends are crucial components of one’s natural
support networks, particularly in times of crisis

#71770 Rural Health, Mental Health, and Social Work

[37]. The Walsh Center for Rural Analysis reported

that rural residents described their communities
. (43 . LR “

as having a “community spirit” and a “culture of

cooperation,” exhibited by residents having close

ties not only to their families but with community

and neighborhood associations and strong religious

affiliations [35].
RURAL CHALLENGES

While self-reliance and independence are values
that can assist individuals during times of crisis,
they can also negatively influence health beliefs and
help-seeking behaviors. Persons with this perspective
seek health services only when problems are severe.
This is especially true of mental health services, as
mental illness is often incorrectly perceived as a
problem with personal willpower [38]. Because self-
reliance is a major part of the cultural rural fabric,
obtaining help may be viewed as a sign of weakness
and burdensome to others [7]. For this same reason,
rural residents often feel that obtaining services from
safety net programs is stigmatizing.

Another barrier to formal help-seeking is the core
cultural value of family, community, and mutuality,
which results in rural individuals relying on coping
strategies that focus on self-care and informal net-
works rather than formal agencies [38]. Confiden-
tiality and discretion are also important, as there is
a feeling in small, rural communities that everyone
is aware of everyone else’s movements. Individuals
may be impeded from engaging with formal services
if they fear their privacy will be violated [28].

Another cultural characteristic of rural communities
is their general distrust of outsiders. Because of its
emphasis on family and community, rural residents
are often mistrustful of people and institutions that
are not part of the community. This is particularly
true in rural areas that are geographically isolated,
like the Appalachian area [39]. Rural areas tend
to be more traditional and conservative, with an
embrace of religious values [27; 29]. Those leaning
toward more liberal beliefs may be ostracized by
family, friends, and the community. Diversity is
not easily accepted [34; 40]. However, this is only a
general trend; in some rural communities, as certain
industries grow, diversity is increasing [29].

NetCE * Sacramento, California

Phone: 800 / 2324238 * FAX: 916/ 783-6067 5



#71770 Rural Health, Mental Health, and Social Work

Geographic and environmental characteristics also
help shape specific rural cultures [29]. These features
can serve as literal structural barriers that reinforce
rural cultural values and norms. Geographically
isolated areas are slower to incorporate technologi-
cal advances, and one area that has lagged behind
is telecommunications [1; 34; 40]. Rural areas
often do not have the infrastructure for high-speed
connections. In 2019, 63% of rural residents had
broadband Internet access at home. They also go
online less often, with 76% reporting that they go
on the Internet at least daily, compared with 83% of
urban dwellers [41]. Public transportation may not
be available or easily accessible, which can impede
rural residents’ ability to travel to health clinics,
medical appointments, and/or mental health and
social services [37]. The availability of these services
could also be limited due to financial constraints
and workforce shortages [37]. All of these barri-
ers reinforce cultural values of independence and
autonomy. The interplay of place and culture is
inextricably intertwined.

CULTURAL COMPETENCY

Cultural competence is a professional mandate in
the health professions [42]. The Joint Commis-
sion has standards for cultural competence for
health organizations [43]. In its Code of Ethics, the
National Association of Social Workers requires
that all social workers “demonstrate understanding
of culture and its function in human behavior and
society, recognizing the strengths that exist in all
cultures” [44]. Cultural competency is a dynamic
process and an ongoing journey that is informed
by cultural encounters [45]. It cannot be achieved
by completing a course or training; rather, cultural
competence involves continual learning throughout
one’s professional career in four different areas [22;

46):

e Cultural awareness

¢ Knowledge acquisition
e Skills development

¢ Inductive learning

Expanding on this paradigm, cultural awareness is
a practitioner’s ability to [48]:

e Identify key cultural values of the client.

e  Understand how these cultural values
influence the client and his/her/their
environment.

e Develop skills in order to apply and
implement services that are congruent
to the client’s value systems.

* Acknowledge that this is an inductive
learning process that involves a continual
journey and quest to learn about different
cultural value systems and beliefs and apply
them to Western intervention models.

Other related concepts are cultural humility and cul-
tural safety. Cultural humility refers to an attitude
of humbleness, acknowledging one’s limitations in
the cultural knowledge of groups. Practitioners who
apply cultural humility readily concede that they are
not experts in others’ cultures and that there are
aspects of culture and social experiences that they
do not know. From this perspective, patients are
considered teachers of the cultural norms, beliefs,
and value systems of their group, while practitioners
are the learners [49]. Cultural humility is a lifelong
process involving reflexivity, self-evaluation, and
self-critique [50].

Cultural safety focuses on a practitioner’s own cul-
ture, position, and power, and how the practitioner
can unconsciously control a cultural group’s values
and behaviors [51]. Cultural safety as a concept
applies particularly well to Native and indigenous
populations in rural areas [51]. The goal of cultural
competence, humility, and safety is to reduce the gap
between the norms and belief systems of clients from
diverse cultural groups and the institutional cultural
norms of service delivery agents and organizations.
Ultimately, this will mitigate the disparities that
exist in mental health and healthcare systems [52].
Inherent in the assumptions of cultural competency,
humility, and safety is the acknowledgement that
a group’s core values and norms are strengths. It
is important to take a strengths-based perspective
versus a deficit or pathological lens.
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DISPARITIES AND UTILIZATION
PATTERNS IN RURAL AREAS

DEFINITION OF DISPARITIES

Health disparity can be an ambiguous term, and
there is not yet a consensus definition. Very basi-
cally, health disparities are differences in health or
mental health status that systematically and adversely
affect less advantaged groups [53]. These inequities
are often linked to historical and current unequal
distribution of resources due to poverty, structural
inequities, insufficient access to health care, and/
or environmental barriers and threats [54]. Healthy

People 2030 has defined a health disparity as [55]:

...a particular type of health difference that
is closely linked with social, economic, and/
or environmental disadvantage. Health dis-
parities adversely affect groups of people
who have systematically experienced greater
obstacles to health based on their racial or
ethnic group; religion; socioeconomic sta-
tus; gender; age; mental health; cognitive,
sensory, or physical disability; sexual orien-
tation or gender identity; geographic loca-
tion; or other characteristics historically
linked to discrimination or exclusion.

Health disparities are closely tied to healthcare
disparities, which are defined as unequal access
to services in the health or mental health service
sector or differences in quality of these services to
individual(s) or groups due to disadvantages and
marginalization [56]. Health equity is a goal but can
be a nebulous concept; therefore, health disparities
are employed to measure whether the goal of health
equity is being accomplished [57]. Health equity is
a form of social justice in the health arena and is
based on the belief that no one should be denied
good health simply for being in a group that may
have been or is marginalized [57].

#71770 Rural Health, Mental Health, and Social Work

HEALTH AND MENTAL HEALTH
DISPARITIES IN RURAL COMMUNITIES

Rural health disparities exist on a global level. World-
wide, 56% of rural residents lack health insurance,
compared with just 22% in urban areas [58]. In the
United States, national physical and mental health
outcomes have improved over the years; however,
these improvements are not as large in rural com-
munities. Today, incidences of obesity, diabetes,
cancer, heart disease, and respiratory illness are
all higher in rural areas than urban areas [59; 60].
For example, in 2016, the diabetes prevalence rate
was 12.6% for rural U.S. communities but 9.9% in
urban areas in the United States [12]. In addition,
high-risk behaviors, such as not using a seat belt,
tobacco use, and substance abuse, are more prevalent
in rural communities [59; 60]. Furthermore, rural
residents are more likely to consume calorie-dense
and lower nutrient foods and are less physically
active [60]. More rural residents themselves rate
their health as fair to poor (19.5%), compared with
urban residents (15.6%) [29].

Mortality rates are also higher in rural areas of the
United States. While overall life expectancy has
improved, the rural-urban gap has widened, increas-
ing from 0.4 years in 1969 to 2 years by 2014 [12; 61].
As rurality increases, so do infant mortality rates,
primarily due to sudden unexpected infant deaths
and congenital anomalies [62]. There are particu-
larly high mortality rates among Native American
Indian and non-Hispanic White infants outside of
metropolitan areas [62].

Rural Americans with mental health needs typi-
cally enter care later, have more serious symptoms,
and require more costly and intensive treatment
[63]. In 2020, 21% of adults in nonmetropolitan
counties had some form of mental illness and 6%
experienced serious mental illness [64]. Suicide
rates have been increasing across the United States,
led by areas considered less urban, with the gap in
rates between less urban and urban areas widening
between 1999 and 2016; furthermore, suicide with
a firearm is two times higher among rural residents

than those in urban areas [65; 66; 67]. While White
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men are at highest risk for suicide nationally, in
rural areas American Indians/Alaska Natives are the

most affected [65; 66]. In 2020, 5% of rural adults
reported serious thoughts of suicide [64].

Substance use disorder refers to a set of related con-
ditions associated with the consumption of mind-
and behavior-altering substances that have negative
behavioral and health outcomes [68]. In 2020, 13%
of rural adults experienced a substance use disorder
[64]. Rural areas can vary on type of substance(s)
abused. Residents of rural areas are more likely to
experience unintentional opioid overdose deaths
than those in urban areas [68].

The rate of opioid misuse and related fatalities are
considered public health emergencies in the United
States. The general rate of drug use in urban and
rural areas are similar (10.4% and 10.9%, respec-
tively) [69]. The rate of drug overdose deaths is
greater in rural areas, with the rural overdose rate
(unintentional injury) 50% higher than the urban
rate [70]. Between 1999 and 2015, the rural opioid
death rate quadrupled among those 18 to 25 years
of age and tripled for women [70]. Socioeconomic
factors, behavioral factors, and access to services
contribute to these rural-urban differences. An
understanding of how rural areas are different when
it comes to drug use and drug overdose deaths,
including opioids, can help public health profession-
als identify, monitor, and prioritize their response
to the opioid epidemic [70]. To develop this under-
standing, ongoing data collection, analysis of data,
and reporting of findings are critical to staying ahead
of the drug crisis in public health.

In the past few decades, the manufacture and abuse
of methamphetamine in the United States has
gained increased attention. The admissions rates for
treatment of methamphetamine-related disorders
have ballooned alarmingly in some areas, particu-
larly in rural or frontier areas, causing public health
concerns. National reports of methamphetamine
use have shown an increase since 2014. Regional
use of methamphetamine continues to vary widely,
with the highest rates in the West and Midwest, and
a strong presence in the Southeast, with rural areas
being the most severely impacted. According to a
2020 report, the Northeast, an area previously not
a major market for methamphetamine, had seen a
recent increase in use rates [71]. The higher use of
methamphetamine in Western states is also reflected
by the number of persons under its influence who
come into contact with law enforcement.

Methamphetamine users in rural areas, especially
areas designated as frontier regions, are likely to
experience great difficulty in accessing medical, psy-
chiatric, or substance abuse services. Even self-help
groups are likely to be nonexistent in these areas, and
when they are available, the degree of anonymity in a
12-step group in a small town may be compromised.
The nearest available small city often serves as the
population center for the region. Social services
in these cities may be overwhelmed by numbers of
transient persons from the surrounding rural areas
needing services in addition to the inhabitants of

the city [72].

CONTRIBUTING FACTORS TO
DISPARITIES IN RURAL COMMUNITIES

It is difficult to isolate a single contributing factor
to health and care disparities. There are multiple
factors, and they work in conjunction to affect rural
health inequities [73]. The following sections will
provide a snapshot of individual /family, community,
systemic/institutional, and societal/cultural fac-
tors that contribute to and perpetuate rural health
disparities.
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Individual/Family-Level Factors

Demographic factors, such as education level and
personal and household income, play a role in health
and mental health disparities; this is mainly related
to lack of access to resources [58]. As noted, rural
areas tend to have a higher unemployment rate,
lower median household income, higher poverty
rate, and higher uninsured rate [12]. Each one of
these factors can contribute to lack of access to
health and mental health services. Even when access
is available, travel and time off of work may be more
difficult for rural clients.

Rural men are more likely than urban inhabitants
to subscribe to gender role stereotypes that support
self-reliance; therefore, they are less likely to seek
help for health and mental health concerns [74].
As discussed, rural communities are tightly knit,
with a high level of social proximity, which results
in low levels of anonymity [7]. Further, rural fami-
lies have been shown more likely to attach stigma
to mental health disorders, including depression,
compared with their urban counterparts [75]. Being
circumspect and avoiding stigma can be challenging
in small communities, where movements, activities,
and visitors are public knowledge [76].

Community-Level Factors

Demographic and physical characteristics, avail-
ability of resources, and the social and economic
environment of the community also play a role in
maintaining health disparities. For example, some
rural communities are considered food deserts,
defined as areas in which one must travel more than
10 miles to a supermarket to obtain fresh foods at
affordable prices [77]. These areas lack easy access to
fresh produce; instead, dollar stores and convenience
stores are the most common sources of groceries for
rural families. Food deserts are linked to poor health
outcomes, including obesity and chronic illness
[78; 79]. It is estimated that a total of 23.5 million
people in the United States reside in food deserts,

#71770 Rural Health, Mental Health, and Social Work

and urban and rural areas are affected [77]. In total,
2.3 million individuals reside in rural communities
that are classified as low income and food deserts
[77]. Studies have shown that simply opening grocery
stores/supermarkets in food deserts does not amelio-
rate the issue, because rural residents may continue
to purchase groceries at dollar or convenience stores
if their transportation options are limited or if it
is less expensive [78; 80]. Schools and government
workplaces are potential sources of food for low-
income rural residents; farmers’ markets have also
begun to accept Special Supplemental Nutrition
Program for Women, Infants, and Children (WIC)
and vouchers from the Farmers’ Market Nutrition
Program [81]. Typically, a combination of policies
and environmental interventions is used in order
to meet the food needs of rural residents.

Lack of access to public transportation in rural
communities also affects rural health. Health and
mental health clinics are often located at a distance.
Public transportation options are limited or nonex-
istent, and missing work can be a financial burden,
particularly for those who require regular, long-term
appointments [82]. Transportation times can be
longer than appointment times, making it difficult
to convince rural residents that the help is worth
the trouble.

Where there are shortages in trained professionals,
development and support for community educa-
tional training and resources are also lacking. As
a result, the health and mental health literacy in
rural communities is often low, which contributes
to a lack of interest in seeking formal help. At least
one study has identified a gender divide, with
rural men less likely to have good understanding
of depression compared with rural women [83]. In
this study, depression literacy did not predict the
perceived need to seek formal help. When partici-
pants did seek help, they tended to prefer to seek a
religious leader, perhaps because they viewed such
help-seeking less stigmatizing.
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Systemic/Institutional Level Factors

Rural health disparities can be partially attributed
to chronic staffing shortages in the health, mental
health, and social services sectors in rural areas. A
chief characteristic of the rural health workforce
is one of maldistribution. In most of the country,
health professionals concentrate in urban areas, cre-
ating an insufficient supply and unequal distribution
of primary healthcare providers [84; 85]. Per 10,000
population, there are 5.3 primary care physicians, 6.5
nurse practitioners, and 2.9 dentists, compared with
79, 81, and 43, respectively, in urban areas [86]. The
difference is even more marked among behavioral
health professions. Per 10,000 population, there
are 0.3 psychiatrists, 1.6 psychologists, 5.8 social
workers, and 8.8 counselors in rural areas. In urban
areas, there are 1.3 psychiatrists, 4.0 psychologists,
9.6 social workers, and 13.1 counselors per 10,000
population [86]. This disparity is expected to grow as
a result of demographic changes, insurance coverage
expansions, and a decline in the primary care physi-
cian workforce [86; 87]. Specialists and subspecialists
are particularly limited in rural areas, as they tend
to concentrate in areas with larger population bases,
where they have enough demand for their services to
be economically viable [88; 89]. Rural counties are
also historically disadvantaged in terms of mental
health services [90]. According to the Centers for
Disease Control and Prevention, more than 85
million Americans live in areas with an insufficient
number of mental health providers; this shortage
is particularly severe among low-income rural com-
munities [91]. Patients in rural care settings are
also more likely to be given pharmacotherapy for
psychiatric illness due to a shortage of professionals
qualified to provide psychotherapy.

Lower population density also means fewer social
service programs in rural areas, which results in the
attraction of fewer social workers [92]. The Council
on Social Work Education (CSWE) conducted a
study in 2017 to better understand the landscape of
new social work graduates entering the workforce.

Online surveys were sent to newly graduated social
workers from 84 different social work programs. Of
the graduates holding a master’s degree in Social
Work (MSW), only 7.2% were practicing social
work in rural communities; 25.9% took jobs in
large cities (i.e., 1 million population or greater)
[93]. In a smaller descriptive study examining 115
social work students’ career plans and views of rural
social work practice, 70% of respondents preferred
to practice social work in an urban or near an urban
area [94]. This finding is interesting in light of the
fact that more than half reported residing in a rural
community at the time of their high school gradua-
tion. These social work students expressed concerns
with lower salaries and professional and personal
opportunities if they were to practice in rural areas.

Opverall, an array of factors contributes to the short-
age of professionals in rural areas, including [95]:

e Challenges recruiting and retaining
newly graduated professionals to small,
rural communities

* Lower salaries
e Geographic and social isolation
e Retirement/aging of current providers

e  Unwillingness to accept new patients
by providers who are seeking to lighten
workloads

For social workers and other mental health profes-
sionals who work in rural areas, burnout is common
and affects agencies’ ability to retain practitioners. A
survey study examining factors related to job satisfac-
tion and burnout among social workers in rural areas
found that, in general, participants were moderately
satisfied with their jobs. Not surprisingly, those with
higher salaries and who had been at their workplaces
longer tended to report higher levels of satisfaction.
Higher levels of burnout were predicted by older
age, non-White race (particularly Black race), and
employment in child welfare agencies [96].
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In a qualitative study about older adults’ access to
primary care physicians in rural areas, researchers
found an implicit social contract between physicians
and patients [97]. Rural physicians expected patients
to be “easy” and not bother them with minor com-
plaints. If the patient adheres to the contract, he or
she can expect to be readily seen by the physician.
However, many participants complained about
difficulty in scheduling appointments and feeling
unwelcome.

Societal and Cultural Level Factors

On a macro level, structural barriers contribute to
health and mental health disparities. While the
Affordable Care Act has increased the number of
individuals with health insurance, rural residents
may still find that co-pays are too financially restric-
tive when accessing care or services. Smaller agen-
cies and businesses (with fewer than 50 employees)
may not be able to attain full reimbursement, and
in rural communities, smaller agencies and private
companies are more common [98]. During the
COVID-19 pandemic, Medicaid expanded coverage
for telehealth services, but after the national health
crisis is lifted in 2023, coverage will again be limited
(and vary by state) [99].

One of the challenges in rural areas is the likeli-
hood of cultural norms of self-reliance and stoicism
impeding help-seeking. Self-care is generally not a
priority, and when symptoms emerge, rural resi-
dents are more likely to use home-based remedies.
In many cases, a physician is only contacted in the
event of serious symptoms and after other avenues
have been exhausted (i.e., at the last minute) [100].
There is cultural pride in being independent and
being hard working. Taking time to take care of
oneself is often seen as a luxury, especially in light
of personal financial stress [29]. In a study with
women in rural Appalachia, depressive symptoms of
low energy, apathy, and low mood were considered
at odds with cultural values of self-sufficiency. The
women reported carrying on because they had little
or no support in working or child and family care
[101]. “Keeping going” had a moral and cultural
undertone.

#71770 Rural Health, Mental Health, and Social Work

SPECIAL POPULATIONS
IN RURAL COMMUNITIES

CHILDREN AND ADOLESCENTS

In the rural United States, there are 13.4 million
children younger than 18 years of age [102]. The
child poverty rate is lower among rural children than
urban children (18.9% vs. 22.3%). However, more
rural children (7.3%) are uninsured than urban
children (6.3%) [102]. Just as there are health dispari-
ties among adults in rural and urban areas, health
disparities also exist for children. Rural children
are more likely to have a body mass index (BMI)
greater than the 85th percentile than urban children
[103]. In a study of 186 rural children, 37% were
overweight or obese and 43% of the families were
at risk for food insecurity. Not surprisingly, families
who were at risk for food insecurity were more likely
to have children who were obese [104].

Adverse childhood experiences (ACEs) are defined
as potentially traumatic experiences that affect an
individual during childhood (before 18 years of age).
These experiences place individuals at risk for future
health and mental health issues and risky behaviors
in adulthood [105]. ACEs include witnessing family
abuse and/or community violence, experiencing a
family member attempting or dying by suicide, and
experiencing child abuse and/or neglect. It can also
encompass adverse family challenges, such as paren-
tal divorce, substance use, and parental incarceration
[105]. Rural children have higher exposure rates
to ACEs compared with urban children [106]. In
general, regardless of where they live, children with
more than four ACEs are more likely to live below
the poverty line [106].

Higher levels of poverty, substance use disorder,
unemployment, and other stressors are risk factors
for child maltreatment. According to the Fourth
National Incidence Study of Child Abuse and
Neglect, children in rural communities have a higher
incidence of maltreatment compared with their
urban counterparts [107]. Another national study
found that the rate of child maltreatment was 1.7
times higher in rural areas than urban areas [108].
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However, a 2020 systematic review presented mixed
findings regarding rural/urban differences in child
maltreatment rates [109]. In this analysis, only five
studies that showed that rural communities had
higher incidences of child maltreatment. In terms
post-identification, rural children are 1.18 times
more likely than urban children to be discharged
from foster care [110].

Adolescents in rural areas are more likely to report
tobacco, alcohol, and cocaine use compared to their
urban counterparts. They are also more likely to
binge drink and to drive under the influence [103].
In general, rurality is associated with higher adoles-
cent mortality related to unintentional injuries and

suicide [103].

Chronic school absenteeism is also high in rural
areas. Almost half of preschool children in an Appa-
lachian school setting missed 10% or more of their
school year. This then was related to fewer gains in
literacy during the school year [111].

Rural adolescent gitls are more likely than their
urban counterparts to become pregnant and to elect
to continue their pregnancy and keep their child.
Birth rates for rural communities are approximately
one-third higher than urban areas [112]. More
than urban women, rural women’s first adolescent
pregnancies are more likely to be unplanned and
to result in a live birth [113]. This disparity was
particularly marked among Black rural women
[113]. Mortality rates are higher for rural children
than urban children regardless of gender and racial/
ethnic minority group.

WOMEN

In a large-scale study, analyzing data from 12,600
mothers in Maine, rural mothers tended to be
younger than urban mothers, and 10% of all rural
patients who gave birth were adolescents, compared
with 6.2% of urban patients [114]. Rural mothers
were more likely to smoke prior to and during
their pregnancies and had higher BMIs prior to
pregnancy. These women were less likely to have
higher education or to be married and more likely
to reside in households with lower incomes [114].

Given these social determinants and overall rural
health disparities, it is not surprising that maternal
health disparities are a concern in rural communi-
ties. Compared with urban women, rural women
had a 9% increased probability of mortality and
severe maternal morbidity (i.e., a risky condition
that requires a life-saving procedure during or imme-

diately following childbirth) [115].

Infant mortality rates are also 6% higher in rural
areas compared with small and medium urban areas
and 20% higher compared with large urban counties
[116]. Neonatal deaths, defined as the death of an
infant during the first 28 days of life, are also 8%
higher in rural communities compared with urban

areas [116].

Pregnant rural women may experience challenges
accessing regular prenatal care and hospitals with
obstetric units. Increasingly, rural hospital obstet-
ric units are closing due to budget cuts and low
reimbursement rates as well as challenges retaining
staff [117]. Rural counties without a hospital with
an obstetric unit and that are not located near
an urban area have higher rates of out-of-hospital
births, births in non-obstetric hospital units (e.g.,
emergency departments), and preterm births [118].
In a qualitative study exploring reasons rural women
delay obtaining prenatal care, rural women reported
lack of support or encouragement for prenatal care
from family members (specifically, mothers) and the
community [119]. Other women in the community
often feel that doing without these services is the
norm for rural women.

Rural and urban women who are vulnerable to
high-risk pregnancies have similar life stressors (e.g.,
financial limitations) that impede seeking prenatal
care. However, rural women who have two or more
barriers are 2.85 less likely to have a regular source
of prenatal care than urban women with comparable
barriers [120]. Individual and community barriers,
such as lack of insurance, transportation logistics,
difficulty locating a physician/provider, and lack of
affordable prenatal health services, are also consider-
ations. Finally, structural issues often result in poor
continuity of care.
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Poverty, early parenthood, lack of education, and
sparse resources can place women at risk of inti-
mate partner violence, particularly in rural areas
characterized by more conservative, patriarchal
values that reinforce male dominance [121]. It has
been postulated that traditional values may make
attitudes toward intimate partner violence more
tolerant. However, a large national study found that
lifetime intimate partner violence victimization rates
in rural areas (26.7% in women, 15.5% in men)
are similar to the prevalence found among men
and women in non-rural areas [122]. There is some
evidence that intimate partner homicide rates may
be higher in rural areas than in urban or suburban

locales [123; 124].

Substance use disorders and unemployment are
more common among intimate partner violence
perpetrators in rural areas [123]. Poverty in rural
areas is also associated with an increased risk for
intimate partner violence victimization and perpe-
tration for both men and women [125]. It has been
suggested that intimate partner violence in rural
areas may be more chronic and severe and may result
in worse psychosocial and physical health outcomes.
Residents of rural areas are less likely to support gov-
ernment involvement in intimate partner violence
prevention and intervention than urban residents
[123]. Although the rates are similar, the risk fac-
tors, effects, and needs of rural victims are unique.
For example, research indicates that rural women
live three times further from their nearest intimate
partner violence resource than urban women. In
addition, domestic violence programs serving rural
communities offer fewer services for a greater geo-
graphic area than urban programs [126].

OLDER ADULTS

Overall, a greater proportion of the rural population
(20%) is 65 years of age and older than the propor-
tion in urban areas (16%) [127]. Approximately
75% of rural older adults live with someone in a
household; very few (1.4%) elderly rural residents
live in skilled nursing facilities [128]. Older rural

#71770 Rural Health, Mental Health, and Social Work

adults experience similar challenges as other rural
residents, but their experiences may be exacerbated
by impaired mobility, frailty, and limited income.
Food security and transportation are key issues.

Food insecurity is defined as adjusting the amount
and quality of food one eats in response to limited
financial or physical resources [129]. Persons with
food insecurity may resort to consuming calorie-
dense foods high in fat and sugar, which tend to
be less expensive. As discussed, some also rely on
convenience stores that are closer to their homes
to obtain groceries; these stores generally do not
supply fresh fruits and vegetables. Food insecurity
is linked to social determinants and contributes to
higher incidences of obesity, diabetes, and chronic

illness [129; 130].

Food insecurity and transportation challenges are
related. Rural areas in the United States have limited
and unreliable public transportation, especially in
areas with poor roads and more extreme weather
conditions. In general, life expectancy exceeds driv-
ing expectancy by 6 years for women and 10 years for
men [131]. Older adults want to retain their ability
to drive and related independence, but this is made
more difficult in rural areas [132]. For rural older
adults who can still drive, they are twice as likely
as urban older adults to be hurt or die on the road
because of the longer driving distances and poorer
road conditions [133].

Although Medicaid will pay for transportation needs
for non-emergency health services, there are varia-
tions in Medicaid coverage in different states [134].
Therefore, some older adults will be unable to obtain
healthcare services because of lack of transporta-
tion. It is estimated that 3.6 million Americans fall
in this category, especially women, rural residents,
those with mobility issues, and those with multiple
chronic conditions [135]. Other transportation
options, such as ride shares (e.g., Uber, Lyft) may
be cost-prohibitive and or unavailable in some rural

areas [131].
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GENDER AND SEXUAL MINORITIES

Approximately 3% to 5% of those who live in rural
communities in the United States identify as gender
and/or sexual minorities [136]. The gender and
sexual minorities umbrella encompasses lesbian, gay,
bisexual, transgender, queer/questioning, intersex,/
intergender, asexual/ally (LGBTQIA) people as well
as less well-recognized groups, including non-binary,
aromantic, two-spirited, and genderAfluid persons.

The rural context may have significant influence
on an individual’s sexual identity development.
Rural communities have been characterized as more
conservative and religious, and thereby more hetero-
centric [137]. By extension, this often results in less
supportive attitudes toward LGBT+ individuals and
more discriminatory policies and laws [136]. Because
rural communities tend to be small in population
and tightly knit, there is greater likelihood that anti-
LGBT+ attitudes and behaviors will affect residents.
For example, parishioners in a worship service are
often also the same people one interacts with at
work, at grocery stores, and in healthcare settings

[136].

However, there is some evidence of a shift in atti-
tudes in rural areas. In a 2015 study, nearly 80%
of rural participants were supportive/accepting of
same-sex marriages; gender, educational level, and
relationship status did not appear to affect attitudes
[138]. In a survey study of 113 rural primary care
providers, 54.8% had received education aimed
at LGBT+ health and 88% believed that health
education targeted to LGBT+ patients should be
a required part of the training curricula. However,
as religiosity increased, favorable attitudes toward

LGBT+ persons declined [139].

The coming out process can be challenging under
normal circumstances, but it may be even more
challenging in the rural context. Because maintain-
ing privacy can be challenging, individuals may
find it difficult or impossible to avoid coming out
to the entire community or to avoid scrutiny and
stigmatization [136]. In some cases, they may feel
ostracized in their places of worship and spiritually
excommunicated [137]. Older rural LGBT+ indi-
viduals report higher levels of guardedness about
their sexual orientation with people in their social
networks compared with their urban counterparts
[140]. Rural communities tend to have very limited
LGBT+friendly spaces (e.g., bars, clubs, bookstores,
coffee shops), so LGBT+ individuals may feel that
they do not have the support to come out or that
their environment does not affirm their identity.
Because of the discrimination, rejection, and ostra-
cism they face, LGBT+ individuals may experience
greater minority stress, which is associated with an
increased risk for various health and mental health
issues. For example, transgender and gender non-
conforming individuals living in rural communities
experience greater levels of social anxiety compared
to urban individuals who have greater social sup-
ports (a protective factor) [141].

VETERANS

Approximately 5 million veterans live in rural areas
of the United States, representing about 25% of
the total veteran population [142]. Historically,
the U.S. military has focused recruiting efforts in
Southern rural areas [143]. Rural veterans tend to
be older than urban veterans, a reflection of rural
populations in general. Given that this population
skews older, it is not surprising that about 27.8%
of rural veterans served in the Vietham War [142].
In addition, 9.7% of rural veterans served in Iraq
and Afghanistan [144]. Because the median age of
rural veterans is 65 years, this population also has a
higher rate of chronic medical conditions, such as
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hypertension, diabetes, and obesity [142; 144]. Simi-
lar to the general health and mental health trends in
rural areas, rural veterans are more likely than urban
veterans to have a diagnosed psychiatric condition
(e.g., post-traumatic stress disorder [PTSD], anxiety
disorders, depression, substance use disorders)
and are at an increased risk of suicide [143; 145].
Veterans from very rural areas tend to smoke more
than their urban counterparts, perhaps due to the
higher rates of under- or unemployment and lack of
specialized smoking cessation services [146]. More
rural veterans than urban veterans are enrolled in
the Veterans Affairs (VA) healthcare system (57% vs.
37%); however, rural residents often have to travel
greater distances to access VA health services [144].

As a group, rural veterans are marked by low
income (57% earn less than $35,000 annually)
and economic instability [144]. Therefore, housing
affordability, accessibility, and availability can be a
challenge [147]. The lower household incomes and
higher rates of substance use disorders and mental
illness seem like they would increase the risk of
homelessness, but rural veterans actually have lower
rates of homelessness compared with urban veterans
[148]. This has been attributed, in part, to the sup-
portive environment and accessibility of informal
networks in rural communities [148]. It may also
be that homelessness is exhibited differently in rural
areas. For example, rural veterans might reside with
family members or friends for a period of time or
live in tents or vehicles [148]. The ability to live in
vehicles, tents, and non-residential structures with-
out law enforcement intervention is also increased
in rural areas. In a study with 151 homeless male
veterans in Nebraska, those living in micropolitans
(i.e., areas with population of at least 10,000 but
less than 50,000) were more likely to be unmarried,
transient, and living in transitional housing [149].
They were also more likely to access health services
and spend less time traveling to these services.

#71770 Rural Health, Mental Health, and Social Work

INTERPROFESSIONAL
COLLABORATION IN
THE RURAL CONTEXT

The biomedical model is the traditional foundation
of the U.S. healthcare system. This model is consid-
ered individualistic and perhaps even paternalistic.
U.S. healthcare providers tend to work in silos and
decision-making is one-sided [150]. In rural com-
munities, services for health, mental health, and
social work are often inadequate to meet the needs
of the population due to provider shortages and
lack of facilities. In this setting, interprofessional
and interdisciplinary collaborations are increasingly
vital and an essential means to address the complex
and multifaceted needs of rural communities [151].
When working in an interprofessional context,
practitioners will learn about each other’s roles,
work within a team, and develop and enhance com-
munity networks so a streamlined referral system
can easily be accessed [151; 152]. Interprofessional
collaboration deviates from the silo model and shifts
to a team perspective.

DEFINITION AND CHARACTERISTICS

Interprofessional collaboration is defined as a part-
nership or network of providers who work in a con-
certed and coordinated effort on a common goal for
clients/patients and their families to improve health,
mental health, social, and/or family outcomes [153].
Providers come together and view and discuss the
same client problem from different lenses, which
can ultimately produce more innovative solutions
[152]. The client is not excluded from the process;
rather, there is shared decision making among all
team members, with the objective to improve client
outcome [153]. Key elements of interpersonal col-

laboration include [150; 152; 153; 154]:

* Coordination
e Shared knowledge and skills
e Sharing of resources

e Understanding of each team
member’s roles and competencies
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* Autonomy

e Mutual trust and respect of each members’
professional roles, identity, and culture

e Building relationships
e  Communication

¢ Responsibility

e Accountability

® Patien‘&centeredness

POSITIVE OUTCOMES

There are many benefits of interprofessional collabo-
ration at each system level. On a micro or individual
level, clients experience [154; 155; 156]:

e Reduced patient mortality

* Increased patient safety

e Increased patient satisfaction

* Improved health outcomes

e Improved quality of life

Practitioners experience professional benefits,
including [154; 156; 157]:
e Increased job satisfaction

e Greater equality of status between
practitioners

e Improved working relationships
within teams, reducing team conflict

* Increased staff retention
e Greater creativity to come up with

innovative solutions

On an organizational level, agencies, organizations,
and hospitals should expect to see [150; 154; 156]:
e Reduction of medical errors

e Decreased length of hospital stays

e Improved care coordination and continuity

e More holistic services

e Improved efficiency

e Decreased adverse events

e Reduction of cost of care

e Lessened financial/budget constraints

e Improved use of specialty care and services

On macro or societal level, interprofessional col-
laboration has been linked to improved outcomes
in areas of infectious diseases, epidemics, and
humanitarian efforts by the World Health Organi-
zation [150].

CHALLENGES FACILITATING
INTERPROFESSIONAL COLLABORATION

Most practitioners would agree that interprofes-
sional collaboration is vital. However, there are chal-
lenges in promoting this approach. Most commonly,

this includes [152; 158]:

e Lack of clear leadership

e Lack of understanding of different
providers’ roles

e Limited time and resources

* Different professional values and
traditions among the various disciplines

e Time and effort required to develop an
interprofessional collaborative climate

In order to facilitate interprofessional collaboration,
providers should develop the following skills and
competencies [159; 160; 161; 162]:

e Enhanced communication (e.g., giving
constructive feedback, listening,
facilitating positive discussions, keeping
all parties informed, asking for input)

e Team building (e.g., building consensus,
talking and resolving conflict)

e Developing effective relationships
across providers in different disciplines

* Joint problem-solving
e Implementing stages of change models

o Sharing expertise and knowledge and,
in turn, learning what each member
contributes or could contribute and the
discipline-specific processes and procedures

e Developing trust and interdependence

Professionals can convey an understanding of the
roles and responsibilities of each member of the
interprofessional team by discussing and clarify-
ing roles while recognizing limitations within each
discipline.
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ETHICAL ISSUES AND
STANDARDS OF PRACTICE
IN RURAL COMMUNITIES

The characteristics, values, and norms of rural
communities and the culture of rurality influence
how ethical standards are applied and emphasized.
Most clearly, this applies to the ethical values of
confidentiality, distributive justice, fidelity, and
autonomy [163]. Rurality can affect how these ethi-
cal principles are applied in the day-to-day practice
of rural practitioners.

CONFIDENTIALITY AND PRIVACY

As discussed, the smaller population size and tightly
knit formal and informal social networks of rural
communities can make for open and permeable
boundaries, potentially negatively affecting practi-
tioner-client confidentiality. Consider the following
scenario [164]:

A pastor of a rural church also serves as a
chaplain of a rural hospital. He sees two
patients who are scheduled for surgery for
the following week; these patients are also
congregants. The surgeon is also a member
of the church. At a weekly service, the pas-
tor calls for prayer and divine guidance for
the surgeon and the two patients by name.

Does this violate privacy and HIPAA regulations!
The pastor may believe that the importance of
community support and prayer are far more vital
than statutory regulations. Are there legal or ethical
ramifications!

As discussed, clients may fear that living in small
communities can compromise their desire for pri-
vacy and confidentiality. The disclosure of sensitive
health or mental health information to friends or
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family can be stigmatizing. If a rural community
resident seeks counseling because they are experi-
encing depression, other residents may see their
vehicle parked outside the counselor’s office and
ask questions or gossip [165]. Agency supervisors
may also be concerned with confidentiality in hiring
and staffing and information that could accidentally
be released in different spheres of life (e.g., church,
work, grocery stores) [166].

The acquisition of third-hand information and how
it is used in the clinical setting is another important
issue in rural communities. Because most members
of the community are familiar with each other,
practitioners may obtain third-hand information
through community gossip or through living in the
community. Even if this information appears to
be vital therapeutic information, the question of
whether it can or should be used remains [167]. For
example, a counselor might notice that his client is
entering a local bar when, in their last session, the
client had indicated that she was no longer drinking.
Should the counselor then bring this observation
into the next session! The management of informa-
tion requires a careful, deliberate maneuvering to
ensure that professional and personal boundaries

are not blurred [167].

DUAL RELATIONSHIPS

This leads to the issue of dual relationships, which
are defined as situations in which a professional has
more than one role in a client’s life (e.g., a financial,
sexual, personal, and/or religious relationship). This
is frowned upon and can rise to the level of an ethical
violation because of the potentially coercive nature
of the relationship resulting from the inherent power
dynamics between the practitioner and the client
[165]. Dual relationships have been identified as the
top ethical challenge for social workers, counselors,
and therapists working in a rural community [168].
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However, dual relationships can be almost impos-
sible to avoid. In a qualitative study with 10 social
work research participants in a rural Alaskan com-
munity, participants reported difficulty avoiding
dual relationships because their social, personal, and
family lives often inevitably overlapped with clients’
lives in a rural community with only one school,
church, mechanic, and medical office [164; 167].
Because of the overlapping roles, it was difficult for
practitioners to maintain a professional identity and
distance. Rural practitioners may feel they are always
on call, even when they are not working. Attempting
to maintain professional distance may be perceived
as unfriendly and unhelpful. Practitioners’ personal
lives are often on community display or part of
community discussions, and this information may
be used in part to evaluate their credibility and
trustworthiness [167].

Experts have identified steps that can be taken
to mitigate the challenges of dual relationships
in rural communities [169]. Referring clients to
non-local agencies that offer telehealth options
can help. Another option is to employ the strong,
naturally occurring helping relationships that exist
in the community to meet client needs. However,
this has its drawbacks, specifically potential lack of
confidentiality. Finally, practitioners can offer to
exchange services with practitioners in other rural
communities via telehealth technology [169].

DISTRIBUTIVE JUSTICE

Because residents of rural communities often have
limited financial and transportation resources,
practitioners may struggle with the ethical principle
of distributive justice, which emphasizes the role
of fairness in the distribution of services [170]. A
practitioner might be unsure if referring a client to
services is the correct step, knowing that the client
has no health insurance and would have to travel
long distances to access the service [163]. Practi-
tioners should also have boundaries surrounding
in-kind payment for services [164].

COMPETENCE

The limited number of providers in rural areas
can raise questions about competence. In profes-
sional ethical codes, competence is defined as a
practitioner’s knowledge, skills, and training and
the importance of continuous education for profes-
sional development. It also encompasses the need
to practice within one’s professional competence.
In its Code of Ethics, the National Association
of Social Workers defines competence as a value
requiring social workers to practice within their
areas of competence and to continue to expand
their professional knowledge and skills [44]. The
American Counseling Association’s Code of Eth-
ics prescribes the same value and principle [171[.
The issue that arises when the number of available
practitioners is limited is balancing the need to limit
practice to areas of competence but also meet the
needs of an underserved population [172]. Is provid-
ing potentially incompetent care more detrimental
than providing no care? In addition, coworkers and
supervisors may be reticent to report incompetent
care or ethical violations because it would further
exacerbate the existing practitioner shortage. This
can then be perpetuated, and professional silence
might become the accepted norm [168]. If a prac-
titioner feels he/she is not sufficiently trained in a
particular area, it is common practice to refer a client
to a specialist, but this may not be an easy solution
in rural communities. Finally, practitioners do not
have the same access to supervision, ethics commit-
tees, and trained ethics consultants to attain advice,
consultation, and direction [163].
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CONCLUSION

Rural populations are a vulnerable and marginalized
population. They are often neglected, perhaps in
part because many practitioners are trained in urban
areas. Consequently, the professional lens is often
urban-centered, with practice and research biased
toward an urban perspective [3]. This compounds
already inadequate services in rural communities.
Practitioners who work in rural communities should
be cognizant of the rural culture. Just as when
practitioners work with any minority groups, it is
important to recognize and appreciate the array of
strengths that come with rural residents’ unique
cultural values and norms. Yet, when describing
rural communities as “individualistic,” “self-reliant”
or “having rich informal support networks,” it
is important to remember that these are merely
categorizations—they do not capture the multilay-
ered and heterogeneous complexities of each rural

#71770 Rural Health, Mental Health, and Social Work

community. As such, there is no universal practice
template. What is clear is that all clients need to feel
safe. Studies indicate that when vulnerable and mar-
ginalized clients feel that their cultural differences
are pathologized, they feel unsafe and are more likely
to prematurely terminate services [47].

The health, mental health, and social service dispari-
ties that exist in rural communities are the result of
multiple factors, one of which is related to service
delivery. Because of the low population density
of many rural areas, health, mental health and
social service availability is limited [92]. Although
interprofessional collaboration is key in mitigating
the challenges of providing services in rural areas,
developing such relationships can be time consum-
ing and, at times, fraught with interpersonal tension
and conflict. The use of technology and telehealth
services is recommended to help overcome chal-
lenges in rural access to services.
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