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Today’s Topics Include:

Prevalence

• Depression & Suicidal Thoughts/Behaviors

• Alcohol & Marijuana Use Disorder

• Reported Mental Health Treatment

Workforce

• Distribution of Youth Behavioral Health Workforce in Rural and Urban 
Counties

• Interstate Licensure Agreements

• DEA Waivered Clinicians

Treatment
• Opioid Use Disorder Treatment Access Among Children and Adolescents 

with Medicaid & Commercial Insurance

Reimbursement • Federal and State Reimbursement for Youth Behavioral Health Services
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Prevalence of Depression & Suicidal Thoughts 
and Behaviors, Alcohol Use & Marijuana Use 
Disorder, and Reported Mental Health 
Treatment
Among Adolescents and Young Adults in the Rural and Urban U.S., 2021

Gina Keppel, MPH



Background

▪ Suicide mortality rates among youth aged under 18 years in rural 
areas remains consistently higher than those in urban areas.

▪ Prevalence of mental health conditions, such as depression and 
anxiety, is higher among children and adolescents living in rural 
areas than in urban areas.

▪ Behavioral health workforce shortages exist in rural areas; 74.1% of 
rural counties are entirely or partially designated as mental health 
professional shortage areas.
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Data Sources: National Survey on Drug Use and 
Health (NSDUH)

▪National Survey on Drug Use and Health (NSDUH), from the 
Substance Abuse and Mental Health Services Administration 
(SAMHSA) for calendar year 2021.

▪ The 2021 NSDUH surveyed adolescents and adults to generate 
national prevalence estimates of noninstitutionalized U.S. 
civilians.
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Methods: Prevalence

▪Calculated weighted frequencies and chi-squared tests for rural 
and urban categories and Census Divisions
▪ Data suppressed for small sample cells

▪Rural-Urban Continuum Codes for counties (2013)
▪ Urban – Metropolitan (RUCC 1-3)

▪ Large metro (RUCC 1-2)

▪ Small metro (RUCC 3)

▪ Rural – Nonmetropolitan (RUCC 4-9)
▪ Urbanized rural (RUCC 4-5)

▪ Less urbanized rural (RUCC 6-7)

▪ Completely rural (RUCC 8-9)
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Depression and Suicidal Thoughts and 
Behaviors Among Adolescents Aged 12 to 
17 in the Rural and Urban U.S., 2021 



Key Findings: Depression and Suicidal Thoughts and 
Behaviors

▪ A significantly higher percentage of adolescents aged 12 to 17 years in rural compared to 

urban counties reported that they had serious suicidal ideation in the past year

▪ Nationally, in 2021, there was no difference in the percentage of rural vs. urban 

adolescents aged 12 to 17 years who reported having experienced a major depressive 

episode (MDE) in the past year (20.1% overall). 

▪ The percentage of adolescents reporting an MDE in their lifetime varied significantly by 

rurality, with the highest percentages in larger rural areas (31.9%) and lowest in less 

populated rural areas (23.8%). 

Rural Urban p-value

Serious thoughts of suicide 18.2% 14.8% <.05

Plans of suicide 8.4% 6.3% <.05
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Alcohol Use Disorder and Marijuana Use 
Disorder Among Adolescents and Young 
Adults Aged 12 to 24 in the Rural and 
Urban U.S., 2021 



Key Findings: Alcohol and Marijuana Use Disorders

Urban 

9.2%

Rural

8.5%

2021 Past-Year Prevalence of Alcohol Use 

Disorder (AUD) Among 12-24 year olds

• No significant differences

• Lowest in the rural West South Central Census 

Division (6.0%)

• Highest in urban West North Central (13.5%) and 

rural New England (13.1%) Census Divisions

Urban 

10.0%

Rural

10.0%

2021 Past-Year Prevalence of Marijuana Use 

Disorder (MUD) Among 12-24 year olds 

• Significant (p<.05) variation across Census Divisions

• Lowest in rural West North Central (7.3%) and rural 

Middle Atlantic (7.4%)

• Highest in urban Mountain (14.9%) and rural Pacific 

(25.3% rural vs. 9.6% urban)
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Reported Receipt of Mental Health 
Services by Adolescents Aged 12 to 
17 in the Rural and Urban U.S., 2021



Key Findings: Reported Receipt of Mental Health 
Services

Urban 

18.4%

Rural

18.0%

2021 Past-Year Receipt of Specialty Mental Health 

Services Among 12-17 year olds, for emotional or 

behavioral problems unrelated to alcohol or drugs

Specialty Mental Health Services

Inpatient settings – 2.5%

• Urban –  2.4%; Rural – 2.8% 

Outpatient settingsa – 15.7% 

• Urban – 15.9%; Rural – 14.5%

Urban 

14.5%

Rural

15.4%

2021 Past-Year Receipt of Non-Specialtyb Mental 

Health Services Among 12-17 year olds

a Outpatient settings: Private therapist, psychologist, psychiatrist, social 

worker, or counselor 

b Non-specialty settings include education, general medicine, juvenile justice, 

or child welfare settings
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Distribution of the Youth 
Behavioral Health Workforce in 
Rural and Urban America

Janessa M. Graves, PhD MPH



Rural youth face limited access to mental & 

behavioral health services

29.8%
RURAL COUNTIES 

WITH YOUTH--SERVING 

MENTAL HEALTH 

FACILITY

vs. 63.7% across all counties

0.81
LIKELIHOOD OF A 

RURAL SCHOOL 

PROVIDING MENTAL 

HEALTH ASSESSMENT

vs. city schools

Telehealth

constrained

74.5% OF LOW-INCOME 

RURAL HH HAVE 

BROADBAND

vs. 82.0% of low-income 

urban households

TAKEAWAY   Behavioral health needs are rising in rural communities, while the workforce serving youth is scarce.

References: Graves et al. JAMA Netw Open. 2020;3(10):e2021471; Graves et al. Am J Prev Med. 2023;64(1):1-8; U.S. Census Bureau. ACS Table S2801 (2024).
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NPI data identify youth behavioral health 

providers by county

School counselors
101YS0200X

Youth, family, or school psychologists
103TC2200X, 103TS0200X, 103TF0000X

Youth/family MH clinical nurse specialists
364SP0807X, 364SP0810X

School social workers
1041S0200X

Pediatric psychiatrists / behav peds
2080P0006X, 2084P0804X

GEOGRAPHY · URBAN INFLUENCE CODES

Urban 1, 4

Rural - adjacent to metro 2, 3, 5, 6

Rural - micropolitan, nonadjacent 7

Rural - small/remote, town ≥ 5,000 8

Rural - small/remote, no town ≥ 5,000 9

DATA SOURCES
NPPES NPI registry (July 2025)  ·  USDA ERS Urban Influence Codes 

(2024)  ·  Claritas population estimates (2022), youth ages 5–17

TAKEAWAY   NPI registry data locate child- and youth-serving clinicians by practice county, classified by rurality.
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Rural counties have half the per-capita supply of 

urban areas

URBAN

68.9
per 100,000 

youth

RURAL

33.7
per 100,000 

youth

Rural counties have 1/2

the urban supply

68.9

31.6

48.4

36.4

18.1

Urban Rural,
adjacent
to metro

Micropolitan,
nonadjacent

Small/remote
w/ town
≥ 5,000

Small/remote
no town
≥ 5,000

Clinician supply per 100,000 youth 

TAKEAWAY   The rural–urban gap holds across every youth behavioral health provider type.
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Clinician supply across types [per 100,000 youth]

65

23

46

23

46 46
42.5

11.2

49.6

11.2

49.6 49.6

32.3

4.9

24.2

4.9

24.2 24.2

All Youth Behavioral
Health Clinicians

School
 Counselors

Youth, Family, or
School

Psychologists

Youth or Family
Mental Health
Clinical Nurse

Specialists

School Social
Workers

Pediatric
Psychiatrists or

Behavioral Pedatric
Physicians

Metropolitan Micropolitan Noncore

TAKEAWAY   Supply is lower across rurality, bottoming out at 18.1 per 100,000 youth in the most remote counties.
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1/2 of U.S. counties have no youth behavioral 

health clinician

87.2%

65.1%

25.4%

50.1%

Most remote
counties

Rural counties

Urban counties

All U.S.
counties

TAKEAWAY   The share with zero providers climbs from 1 in 4 urban counties to nearly 9 in 10 of the most remote.
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New England has nearly 9× the rural supply of the 

South Central divisions

9.8

10.1

22.4

37.4

40.4

45.1

57.8

62.8

86.5

East South Central

West South Central

West North Central

East North Central

South Atlantic

Middle Atlantic

Pacific

Mountain

New England

TAKEAWAY   Rural youth behavioral health supply varies across the country.
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Specialized providers are nearly absent from 

rural counties

PROVIDER TYPE
% URBAN

LACKING

% RURAL

LACKING

Youth/family MH clinical nurse specialists 89.2% 99.0%

Pediatric psychiatrists / behavioral peds 49.0% 91.0%

School counselors 61.6% 90.9%

School social workers 61.6% 90.9%

Youth, family & school psychologists 36.5% 75.0%

Share of U.S. counties with no provider of each type, 2025.

TAKEAWAY   99% of rural counties lack a youth MH clinical nurse specialist; 91% lack a pediatric psychiatrist.
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Workforce shortages are systematic and 

geographically concentrated

50.1%
OF ALL U.S. COUNTIES

lack any youth BH clinician

65.1%
OF RURAL COUNTIES

lack any youth BH clinician

87.2%
OF MOST REMOTE COUNTIES

lack any youth BH clinician

Continued workforce monitoring

Account for the magnitude of shortages & geographic concentration

Areas/Census Divisions warranting targeted investment

Systemic barriers rather than isolated gaps

TAKEAWAY   Addressing rural youth mental health requires attention to both magnitude and geographic concentration.
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Looking ahead: 

Addressing both supply and geographic distribution

Expand training pipelines

Increase graduate training slots in rural-serving programs for school counselors, psychologists, & psychiatric providers

Invest in telehealth

Telehealth can extend specialist reach to the 87% of remote counties without any youth BH clinician

Target regional disparities

South Central divisions need 8× the investment to reach New England's rural supply levels

Leverage school-based models

School counselors show the smallest rural–urban gap — expand this model to other provider types

TAKEAWAY   Targeted investment in rural pipeline programs and telehealth infrastructure is critical.
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Interstate Occupational 
Licensure Arrangements
Expanding Access to Behavioral Health Services

Natalia Oster, PhD



Background: Definitions & context

▪ Most occupational licensure agreements are established through interstate 
“compacts”

▪ Interstate compact agreements are legal contracts between two or more 
states to cooperatively address shared policy issues. For example:

▪ Emergency services management

▪ Water resources

▪ Professional licensing  
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Rationale for interstate licensure arrangements

A fragmented system:

50 states → 50 licensure pathways
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Study objectives

▪ Describe state-based policies that expand behavioral health services 
through interstate occupational licensure arrangements 
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Methods

Review of published and grey literature (PubMed and professional 
association websites) on interstate licensure arrangements for five 
behavioral health professions:

▪ Psychologists

▪ Social workers

▪ Licensed professional counselors

▪ Marriage and family therapists (MFTs)

▪ School psychologists
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Findings: Types of interstate arrangements 

• Psychologists 

• Social workers

• Licensed professional counselors

• School psychologists 

• Marriage and family therapists

A Tour of Youth Behavioral Health Services Landscape | WWAMI RHRC



Psychologists: PSYPACT participating states

Psychologists: PSYPACT participating states

https://psypact.gov/page/psypactmap
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Counseling compact: Participating states

https://counselingcompact.gov/map/
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Social work compact: Participating states

https://swcompact.org/compact-map
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Interstate school psychologists: Participating states

https://schoolpsychcompact.org/compact-map
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Marriage and Family Therapists

▪American Association of Marriage and Family Therapists 
(AAMFT) has developed model portability laws 

▪Goal: Allow an MFT’s qualifications for licensure in one state to 
be applied in another state 

▪Current status: 
▪ State has passed model legislation (16 states)

▪ State has passed similar legislation (7 states)

▪ Ongoing efforts (4 states) 

▪ No current efforts (23 states)  
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Key points 

▪ Interstate occupational licensure arrangements (for the BH 
occupations of interest) are in relatively early stages. 

▪ Future evaluations will be needed to understand the degree to 
which BH providers use these licensing arrangements and their 
impact on:
▪ Cost

▪ Access

▪ Quality of behavioral health services
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Supply of Clinicians with a DEA 
Waiver to Prescribe Buprenorphine
Prior to the Elimination of the DEA Waiver Requirement

Sara Woolcock, MPH, RDN



Legislation to Expand the Buprenorphine Workforce

.

2000

Drug Addiction 

Treatment Act (DATA)
Physicians with 8 hours of training 

can obtain a DEA waiver to prescribe 

buprenorphine.

2018

SUPPORT Act 
Clinical Nurse Specialists, 

Certified Nurse Anesthetists, 

and Certified Nurse Midwives 

with 24 hours of training can 

obtain a waiver.

2023

Consolidated 

Appropriations Act (CAA)
Eliminated Waiver Requirement

Eligible clinicians still need to attest to 

meeting training requirements.

2016

Comprehensive Addiction 

and Recovery Act (CARA)
Nurse Practitioners and Physician 

Assistants with 24 hours of training can 

obtain a DEA waiver.

November 2022: Last 

snapshot of the 

DEA Waiver Registry
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Objective & Methods

PURPOSE   Describe the supply of DEA Waivered Clinicians before waiver requirement was eliminated.

▪ Data Sources: 
▪ DEA registry 2017-2022

▪ Claritas population data

▪ Defining Rural: USDA Urban Influence 
Codes (2013)
▪ Urban - Metropolitan (UIC 1, 2)

▪ Rural - Nonmetropolitan

▪ Adjacent to metropolitan (UIC 3-7)

▪ Micropolitan not adjacent to metropolitan (UIC 8)

▪ Small and remote (UIC 9-12)

County-Level Outcomes:

Adjustment for Population

Clinicians per 100,000 Population

Counts of Waivered Clinicians

Presence/Absence of a Waivered Clinician
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About One-Third of Rural Counties Lacked a Waivered 
Clinician Before the Waiver was Eliminated

89.6%

69.9%
74.6%

80.7%

58.7%

10.4% 30.1% 25.4% 19.3% 41.3%

Urban
Metropolitan

Rural
All Nonmetropolitan

Rural
Adjacent to Metro

Rural
Micropolitan Not Adjacent to

Metro

Rural
Small and Remote

Percent of Counties With and Without a DEA Waivered Clinician in 2022

Had ≥ 1 Waivered Clinician No Waivered Clinician
Data Source: DEA waiver registry, November 2022.
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Rural Counties Have Less Supply of DEA Waivered 
Clinicians (but a Greater Increase) from 2017 to 2022

12.2

16.4

20.2

26.6

30.3

32.6

7.9

11.2

14.4

20.0

23.2
25.2

2017 2018 2019 2020 2021 2022

C
lin

ic
ia

n
s
 p

e
r 

1
0

0
,0

0
0

 P
o

p
u

la
ti
o
n

DEA Waivered Clinicians per 100,000 Population in Urban and Rural Counties, 2017 to 2022

Urban Rural

Urban 

+268%

Rural 

+320%

Data Source: DEA waiver registry, 2017-2022.
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Supply of DEA Waivered Clinicians in Rural Counties in 2022

Data Source: DEA waiver registry, 

November 2022.
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Rural-Urban Variation in Opioid Use 
Disorder Treatment Access
Among Children and Adolescents

Holly Andrilla, MS; Lisa Garberson, PhD, MBA



Background: Opioid Use Disorder Among Youth

▪ In 2024, an estimated 267,000 adolescents aged 12-17 had 
opioid use disorder (OUD).

▪Rural adolescents face especially challenging barriers to health 
care services for OUD.

▪Compared to urban communities, there are significantly fewer 
treatment options for children and adolescents with OUD in 
rural communities.
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Data Sources: Calendar Year 2019

▪Health Care Cost Institute (HCCI) commercial 
outpatient and physician claims

▪Medicaid T-MSIS analytic files (TAF) Other Services 
(OT) claims
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Samples

Children and adolescents aged 0-17 who had a claim 
with an ICD-10 diagnosis code of opioid use disorder 
(F11) or opioid overdose (T40).

▪Commercial:  N=35,837 enrollees

▪Medicaid:  N=13,002 beneficiaries
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Methods: Medicaid & Commercial Claims

▪Single visit defined by rows of data with the same 
patient/beneficiary ID, visit date, and servicing provider NPI 
number​

▪One-way driving distance between patient/beneficiary location 
ZIP Code and provider location ZIP Code calculated using SAS 
macro and Google Maps​
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Methods: Urban-Rural Definition

USDA Urban Influence Codes (2013) 

▪ Urban – Metropolitan (UIC 1, 2) 

▪ Rural – Nonmetropolitan (UIC 3-12)
▪ Adjacent to metro (UIC 3-7)

▪ Micropolitan nonadjacent to metro (UIC 8)

▪ Small and remote adjacent to metro (UIC 9, 10)

▪ Small and remote nonadjacent to metro or micro (UIC 11, 12)
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Average 1-Way Travel Distance and Time to Care

Commercial Insurance Medicaid Insurance

Urban Rural Urban Rural

Miles
(With zeroes 

imputed)

12.9 23.2 45.3 80.8

Minutes
(With zeroes 

imputed)

20.4 29.4 51.8 85.2
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Average 1-Way Travel Distance and Time to Care for Rural Medicaid 
Beneficiaries 

Adjacent to 

metro

Micropolitan 

nonadjacent to 

metro

Small and remote 

adjacent to metro

Small and remote 

nonadjacent to 

metro or micro

Miles
(With zeroes 

imputed)

75.1 83.2 103.2 107.9

Minutes
(With zeroes 

imputed)

80.0 86.2 107.1 112.7
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Key Findings and Conclusions (1 of 2)

▪Rural children and adolescents travel almost twice as far as 
their urban counterparts, regardless of insurance type

▪Rural children and adolescents with Medicaid insurance faced 
substantially greater travel burdens, nearly twice the distance 
as urban children and adolescents with an OUD diagnosis and 
Medicaid insurance and more than three times farther than 
commercially insured rural children and adolescents.
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Key Findings and Conclusions (2 of 2)

Possible reasons:

▪Stigma

▪ Lack of available specialty care

▪Concerns about maintaining anonymity in rural community

Low reimbursement rates
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Federal and State 
Reimbursement
for Youth Behavioral Health Services

Natalia Oster, PhD



Background: Youth BH & Medicaid

▪ Youth behavioral health (BH) needs are rising amid provider shortages 

▪ Medicaid is the largest payer of BH services1,2 

▪ Medicaid covers ~20% of U.S. residents

▪ 47% of rural children are covered by Medicaid/CHIP (vs. 40% urban)3
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Background – Medicaid funding & administration

▪ Medicaid is jointly funded by states and the federal government4,5 

▪ Administered by individual states  

▪ States determine billing, reimbursement, and coverage policies

▪ Results in 56 distinct Medicaid programs (50 states, D.C., and territories)

▪ Medicaid reimbursement policies also vary by patient’s age, care setting, 
and eligibility criteria
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Study objective

▪ Describe reimbursement for behavioral health services for Medicaid 
beneficiaries ages 0–24 in all 50 states and District of Columbia
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Methods of Analysis

▪ Reviewed Medicaid provider and billing manuals for all 50 states and D.C.

▪Social workers

▪Marriage and family therapists (MFTs)

▪Psychologists

▪ Reviewed individual state reimbursement policies within school-based 
Medicaid programs

▪School psychologists 

▪  Caveat: Data current as of November 2024
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Medicaid reimbursement for BH services

Provider type

Medicaid reimbursement for BH services

School-based Community-based

Psychologists All states + DC  All states + DC  

Social workers All states + DC All states + DC  

MFTs 34 states 48 states + DC
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Reimbursement policies vary by state and setting

▪ Medicaid billing and reimbursement policies vary widely between and within 
states.

▪ For example, some states offer multiple Medicaid plans (fee-for-service 
or managed care plans). Providers may be covered by some Medicaid 
benefits and not others.

▪ Benefits may differ by provider setting. 

▪ In some states, reimbursement is restricted to services provided in a 
clinic, community mental health center or another institutional setting.
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Conclusions 

▪ Most states provided some level of Medicaid reimbursement for social 
workers, MFTs, and psychologists for behavioral health services.

▪ Fewer states had provisions for MFT reimbursement for school-based 
Medicaid programs, but most states provided coverage for community-
based MFT services.
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For more than 30 years, the Rural Health Research Centers 

have been conducting research on healthcare in rural areas.

The Rural Health Research Gateway ensures this research lands in the 
hands of our rural leaders.

Funded by the Federal Office of Rural Health Policy, Health Resources & Services Administration

ruralhealthresearch.org

Rural Health Research Gateway



Questions?

Access the Report Contact Us

janessa@uw.edu

hollya@uw.edu

wwamirhrc@uw.edu

https://familymedicine.uw.edu/rhrc

  @wwamirhrc
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