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KEY FINDINGS
•	 Effective January 1, 2024, the Centers for Medicare & Medicaid Services (CMS) expanded 

the list of providers eligible to deliver care to Medicare beneficiaries to include marriage 
and family therapists (MFTs) and mental health counselors (MHCs). 

•	 From the third quarter of 2023 to the fourth quarter of 2024, the size of the Medicare-
enrolled marriage and family therapist (MFT) workforce increased substantially from 0.09 
to 5.21 per 100,000 Medicare beneficiaries. The mental health counselor (MHC) workforce 
also increased almost seven-fold from 3.76 to 25.27 per 100,000 Medicare beneficiaries 
during this time period. Increases for both types of clinicians were larger in urban than 
rural counties.

•	 Nine months after the policy change, 26.5% of U.S. counties had at least one Medicare-
enrolled MFT, and 55.7% had at least one Medicare-enrolled MHC. 

•	 Nearly half of metropolitan counties had at least one Medicare-enrolled MFT (47.9%) and 
76.4% had at least one MHC in the fourth quarter of 2024. A much smaller proportion of 
rural counties had at least one Medicare-enrolled MFT (13.9%) or MHC (43.6%). 

•	 Workforce shortages, low reimbursement rates, and administrative burdens may limit the 
impact of Medicare’s recent coverage expansion for MHCs and MFTs on rural behavioral 
health services.

BACKGROUND
The behavioral health workforce in the United States (U.S.) has not kept pace with the 
growing behavioral and mental health needs of the population, particularly in rural areas, 
where the number of behavioral health providers per capita remains significantly lower 
than in urban areas.1 In 2021, the number of psychologists per 100,000 residents was 2.5 
times higher in urban versus rural counties.2 Past WWAMI Rural Health Research Center 
(RHRC) findings suggest that nearly one-fifth (18.4%) of rural counties had no mental 
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health counselor (MHC) with a National Provider Identifier (NPI) compared to just 4.6% of 
urban counties.2,3 In late 2023, the Health Resources and Services Administration (HRSA) 
designated 4,119 Mental Health Care Health Professional Shortage Areas (HPSAs) in rural 
areas, accounting for 60.4% of all Mental Health HPSAs.4

Under the Consolidated Appropriations Act, 2023, the Centers for Medicare & Medicaid 
Services (CMS) expanded the list of providers eligible to deliver care to Medicare 
beneficiaries to include marriage and family therapists (MFTs) and MHCs, effective January 1, 
2024.5,6 Prior to this policy change, MFTs and MHCs were not authorized to bill Medicare for 
services related to the diagnosis and treatment of mental illnesses. By expanding the pool of 
licensed mental health professionals eligible to care for adults age 65 and older, or younger 
individuals with qualifying disabilities, these reimbursement changes may help alleviate 
workforce shortages in rural communities.7

This policy report examines how the MFT and MHC workforces varied across U.S. counties by 
rurality from Q3 2023 through Q4 2024.

METHODS 
This section provides a summary of the study methodology. Additional details are available in 
the Technical Appendix. 

We analyzed quarterly county-level data from Q3 2023 to Q4 2024. These time points 
capture the number of MFTs and MHCs before the publication of the Final Rule in 
November 2023 and implementation of the policy in January 2024, as well as nine months 
post-implementation. The Medicare policy change also expanded eligibility to addiction 
counselors and drug and alcohol counselors if they meet specific qualifications outlined by 
Medicare.6 However, we did not include them in our analysis because available data do not 
indicate which counselors meet the qualifications required for Medicare billing.

Data sources included Medicare Fee-for-Service Public Provider Enrollment Files (PPEF), 
the CMS National Plan and Provider Enumeration System (NPPES) NPI Registry, Medicare 
Monthly Enrollment data, and U.S. Department of Agriculture (USDA) Economic Research 
Service (ERS) Urban Influence Codes (UIC)8 and County Typology data.9

We identified Medicare-enrolled MFTs and MHCs using taxonomy codes from the PPEF and 
linked these records to the NPI registry to obtain provider locations. Counties were classified 
by rurality using the 2013 UIC as follows: metropolitan (UIC 1, 2), micropolitan (UIC 3, 5, 8), 
and noncore (UIC 4, 6, 7, 9-12). We considered and refer to metropolitan counties as urban 
and micropolitan and noncore counties as rural, consistent with how CMS defines rural 
location.10
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For each quarter from Q3 2023 to Q4 2024, we calculated the number of MFTs and MHCs per 
100,000 Medicare beneficiaries at the county level and aggregated by Census Division and 
rurality. We also calculated the proportion of counties with at least one MFT or MHC overall, 
by rurality, and by Census Division. We included a Census Division map and list the states in 
each Census Division in the Technical Appendix. We examined provider availability across all 
rural counties, using existing definitions to classify each as low education, low employment, 
persistent poverty, or population loss based on ERS County Typology classifications (see 
detailed methodology for definitions of these measures).9 Differences in provider availability 
across geographic and demographic categories and over time were evaluated using two-
sample Wilcoxon rank-sum (Mann-Whitney) tests. We used Version 9.4 of the SAS System for 
Windows for data management and Version 15.1 of Stata for analyses.  

To understand the implementation and initial impact of the Medicare policy reimbursement 
changes on behavioral health services in rural areas, we conducted semi-structured 
interviews in July and August 2024 with leaders from rural health systems and mental health 
organizations across U.S. Census Regions. The interviews explored practice arrangements, 
perceived policy impacts, and barriers to serving rural Medicare beneficiaries. We analyzed 
interview transcripts using directed content analysis to identify recurring patterns and themes 
across respondents. 

The University of Washington Human Subjects Division approved this research.

RESULTS 
Supply of MFTs and MHCs by Rurality
Nationally, the number of MFTs enrolled as Medicare providers increased from 106 in Q3 
2023 to 9,394 providers in Q4 2024. On average, the number of MFTs per 100,000 Medicare 
beneficiaries increased from 0.09 to 5.21 between these time points. The number of MHCs 
enrolled as Medicare providers increased from 4,045 to 24,013 between Q3 2023 and Q4 
2024, with the population-adjusted size of the workforce rising from 3.76 to 25.27 MHCs per 
100,000 Medicare beneficiaries. 

Table 1 shows the mean county-level availability of the MFT and MHC workforce for 
metropolitan, micropolitan, and noncore counties in Q3 2023 and Q4 2024. Although the 
policy change did not take effect until January 1, 2024, and MFTs and MHCs were not eligible 
to bill until then, some enrolled with Medicare earlier (eg, some MFTs and MHCs were 
enrolled with Medicare earlier because they held licenses as provider types that were eligible 
to bill Medicare, such as social work). However, even if enrolled as a Medicare provider, MFTs 
and MHCs could not bill Medicare for services rendered to Medicare beneficiaries until after 
January 1, 2024. 
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Table 1. Average Number of Medicare-Enrolled MFTs and MHCs per 100,000 Medicare Beneficiaries in 
Metropolitan, Micropolitan, and Noncore U.S. Counties, Q3 2023 and Q4 2024 

MFTs per 100,000 Medicare Beneficiaries MHCs per 100,000 Medicare Beneficiaries

Q3 2023 Q4 2024 Q3 2023 Q4 2024

Metropolitan 0.09 8.00 4.55 29.11

Micropolitan 0.05 5.62 4.87 32.13

Noncore 0.12 2.60 2.54 18.65

Data sources: Medicare Fee-for-Service Public Provider Enrollment Files, National Plan and Provider Enumeration System National Provider 
Identifier Registry, and Medicare monthly enrollment data. 
Notes: Denominator data (CMS monthly enrollment) was not available for 8 counties. Counties were classified by rurality using the 2013 Urban 
Influence Codes (UIC) as follows: Metropolitan (UIC 1, 2), Micropolitan (UIC 3, 5, 8), and Noncore (UIC 4, 6, 7, 9-12). 

In Q3 2023, the small number of Medicare-enrolled MFTs were distributed relatively evenly 
across rural and urban counties, with no significant difference across levels of rurality (p > .05 
for all pairwise comparisons). However, by Q4 2024, geographic variation became apparent: 
metropolitan counties had significantly higher MFT availability than micropolitan counties, 
which in turn had higher availability than noncore counties (p < .01 for all comparisons).

The geographic pattern of MHC availability differed from that of MFTs. In Q3 2023, noncore 
counties had significantly fewer MHCs per 100,000 Medicare beneficiaries than micropolitan 
or metropolitan counties (p < .01), though the availability of metropolitan and micropolitan 
MHCs was comparable (p = .47) (Table 1). This variation persisted in Q4 2024 for MHCs, with 
noncore counties having significantly fewer MHCs per 100,000 Medicare beneficiaries relative to 
both metropolitan and micropolitan counties (p < .01), but no statistically significant difference 
between metropolitan and micropolitan counties (p = .14).

Figure 1 presents quarterly estimates of the number of MFT and MHC per 100,000 Medicare 
beneficiaries over time, from Q3 2023 to Q4 2024. The availability of both provider types 
increased consistently after Q3 2023, before MFTs and MHCs were eligible to bill Medicare. The 
increases were similar across both provider types, and noncore counties appear to have a more 
attenuated increase over time than both micropolitan and metropolitan counties. Quarterly 
estimates are presented in Appendix Table A1. 



5

Policy Report • June 2026

Figure 1. Average Number of Medicare-Enrolled MFTs and MHCs per 100,000 Medicare Beneficiaries in U.S. 
Counties, Overall and by Rurality, Quarterly from Q3 2023 to Q4 2024 
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Data sources: Centers for Medicare & Medicaid Services (CMS) National Plan and Provider Enumeration System (NPPES) National Provider Identifier 
(NPI) data; Medicare Fee-for-Service Public Provider Enrollment Files (PPEF), CMS monthly enrollment data.  
Note: Counties were classified by rurality using the 2013 Urban Influence Codes (UIC) as follows: Metropolitan (UIC 1, 2), Micropolitan (UIC 3, 5, 8), 
and Noncore (UIC 4, 6, 7, 9-12).

Figure 2 presents the average county-level population-adjusted number of MFTs (upper 
panel) and MHCs (lower panel) by U.S. Census Division. The number of MFTs per 100,000 
Medicare beneficiaries in Q3 2023 (denoted by red markers) was relatively consistent across 
Census Divisions. By Q4 2024 (blue markers), the Pacific and West North Central Census 
Divisions had the greatest availability of MFTs, with 23.8 and 8.5 providers per 100,000 
Medicare beneficiaries, respectively. The West South Central Census Division showed the 
smallest change in the MFT workforce, increasing from 0.0 to 1.5 MFTs per 100,000 Medicare 
beneficiaries. The number of MHCs per 100,000 Medicare beneficiaries also varied across 
divisions. The New England Census Division had the greatest availability of MHCs at both 
time points (Q3 2023: 13.0 per 100,000 Medicare beneficiaries; Q4 2024: 100.2 per 100,000 
Medicare beneficiaries). The East South Central Census Division had the smallest change in 
MHC availability, increasing from 1.4 to 14.1 per 100,000 Medicare beneficiaries over the same 
period.
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Figure 2. Average Number of Medicare-Enrolled MFTs and MHCs per 100,000 Medicare Beneficiariesa in U.S. 
Counties, by Census Division, Q3 2023 and Q4 2024

0.1 0.0 0.1 0.2 0.1 0.1 0.0 0.0 0.1

5.2

2.0
3.0

8.5

2.6 2.8
1.5

7.1

23.8

-5

0

5

10

15

20

25

New
England

Middle
Atlantic

East North
Central

West North
Central

South
Atlantic

East South
Central

West South
Central

Mountain Pacific

Av
ai

la
bi

lit
y 

of
 M

FT
s 

pe
r 1

00
,0

00
 M

ed
ic

ar
e 

be
ne

fic
ia

rie
s

Q3 2023 Q4 2024

0.1

5.2

13.0

6.4
3.5 3.4 2.6 1.4 2.0

6.1
10.2

100.2

28.7
23.1

29.8

17.1
14.1

19.7

32.3

41.4

0

20

40

60

80

100

New
England

Middle
Atlantic

East North
Central

West North
Central

South
Atlantic

East South
Central

West South
Central

Mountain Pacific

Av
ai

la
bi

lit
y 

of
 M

H
C

s 
pe

r 1
00

,0
00

 M
ed

ic
ar

e 
be

ne
fic

ia
rie

s

3.8

25.3

aDashed lines indicate the national average supply per 100,000 Medicare beneficiaries at each time-point.  
Data sources: Centers for Medicare & Medicaid Services (CMS) National Plan and Provider Enumeration System (NPPES) National Provider Identifier 
(NPI) data; Medicare Fee-for-Service Public Provider Enrollment Files (PPEF), CMS monthly enrollment data.  
Note: Census Divisions: New England - CT, ME, MA, NH, RI, VT; Middle Atlantic - NJ, NY, PA; East North Central - IL, IN, MI, OH, WI; West North 
Central - IA, KS, MN, MO, NE, ND, SD; South Atlantic - DE, DC, FL, GA, MD, NC, SC, VA, WV; East South Central - AL, KY, MS, TN; West South 
Central - AR, LA, OK, TX; Mountain - AZ, CO, ID, MT, NV, NM, UT, WY; Pacific - AK, CA, HI, OR, WA.
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Counties With At Least One Medicare-Enrolled Provider 
Table 2 shows the proportion of all counties with at least one Medicare-enrolled MFT or MHC 
in Q4 2024, categorized by rurality (metropolitan, micropolitan, and noncore) and Census 
Division. Nine months following the policy change, more than one quarter (26.5%) of all 
counties had at least one Medicare-enrolled MFT, and more than half (55.7%) had at least one 
Medicare-enrolled MHC. These proportions varied by rurality, with a lower proportion of rural 
counties (micropolitan and noncore) with at least one Medicare-enrolled MFT or MHC than 
in metropolitan counties. For example, the proportion of rural counties with at least one MFT 
was 13.9% in Q4 2024, compared to 47.9% in metropolitan counties. Similarly, for MHCs, the 
proportion of rural counties with at least one MHC was 43.6% in Q4 2024, compared to 76.4% 
in metropolitan counties. Sustained variation in the proportion of counties with at least MFT 
or MHC was also evident across Census Divisions (Table 2).

Table 2. Proportion of U.S. Counties With at Least One Medicare-Enrolled MFT/MHC Across Levels of 
Rurality and by Census Division, Q4 2024  

Proportion of counties with at least one 
Medicare-Enrolled MFT

Proportion of counties with at least one 
Medicare-Enrolled MHC

Total (All counties, N=3,143) 26.5% 55.7%

UIC Rurality Category

    Metropolitan (Urban) (N=1,166) 47.9% 76.4%

    Rural (N=1,977) 13.9% 43.6%

         Micropolitan (N=641) 27.3% 67.2%

         Noncore (N=1,336) 7.4% 32.2%

Census Division

    New England (N=67) 64.2% 100.0%

    Middle Atlantic (N=150) 40.7% 87.3%

    East North Central (N=437) 26.1% 70.3%

    West North Central (N=618) 20.1% 40.3%

    South Atlantic (N=588) 26.0% 57.5%

    East South Central (N=364) 21.2% 43.4%

    West South Central (N=470) 15.5% 44.0%

    Mountain (N=281) 31.3% 57.3%

    Pacific (N=168) 58.9% 79.8%

Data sources: Medicare Fee-for-Service Public Provider Enrollment Files, National Plan and Provider Enumeration System National Provider 
Identifier Registry, and Medicare monthly enrollment data. 
Notes: Denominator data (CMS monthly enrollment) was not available for 8 counties. Counties were classified by rurality using the 2013 Urban 
Influence Codes (UIC) as follows: Metropolitan (UIC 1, 2), Micropolitan (UIC 3, 5, 8), and Noncore (UIC 4, 6, 7, 9-12). Census Divisions: New England 
- CT, ME, MA, NH, RI, VT; Middle Atlantic - NJ, NY, PA; East North Central - IL, IN, MI, OH, WI; West North Central - IA, KS, MN, MO, NE, ND, SD; 
South Atlantic - DE, DC, FL, GA, MD, NC, SC, VA, WV; East South Central - AL, KY, MS, TN; West South Central - AR, LA, OK, TX; Mountain - AZ, 

CO, ID, MT, NV, NM, UT, WY; Pacific - AK, CA, HI, OR, WA. 
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Figure 3 shows U.S. rural counties with and without a Medicare-enrolled MFT or MHC in 
Q4 2024. By Q4 2024, MFT presence in rural counties was concentrated in the western and 
northeastern U.S. Specifically, 39.4% of rural counties in the Pacific Census Division had at 
least one MFT, as did 38.5% in New England. MHC presence was more widespread, with 
particularly strong representation in the northeastern and north-central rural U.S. counties. 
For example, 75.9% of rural counties in the Middle Atlantic Census Division had at least one 
MHC, and in the East North Central Census Division, 60.8% of rural counties had at least one 
MHC.   

Figure 3. U.S. Rural Counties With at Least One Medicare-Enrolled MFT (left) or MHC (right), Q4 2024 

   No MFTs

   At least one MFT

   Metropolitan county

Data sources: Centers for Medicare & Medicaid Services (CMS) National Plan and Provider Enumeration System (NPPES) National Provider 
Identifier (NPI) data; Medicare Fee-for-Service Public Provider Enrollment Files (PPEF). 
Note: Census Divisions: New England - CT, ME, MA, NH, RI, VT; Middle Atlantic - NJ, NY, PA; East North Central - IL, IN, MI, OH, WI; West North 
Central - IA, KS, MN, MO, NE, ND, SD; South Atlantic - DE, DC, FL, GA, MD, NC, SC, VA, WV; East South Central - AL, KY, MS, TN; West South 
Central - AR, LA, OK, TX; Mountain - AZ, CO, ID, MT, NV, NM, UT, WY; Pacific - AK, CA, HI, OR, WA.
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Change in the Availability of MFTs and MHCs in Rural Counties 
Figure 4 shows the average number of Medicare-enrolled MFTs and MHCs per 100,000 
Medicare beneficiaries in rural U.S. counties in Q3 2023 and Q4 2024, stratified by county 
demographic and socioeconomic characteristics. In Q4 2024, rural counties with low 
education, low employment, persistent poverty, or population loss had significantly fewer 
MFTs or MHCs per 100,000 Medicare beneficiaries than counties without these characteristics 
(p < .01). Growth in availability between Q3 2023 and Q4 2024 was also consistently smaller 
in counties with these characteristics. A larger proportion of rural than urban counties 
were classified as low education, low employment, persistent poverty, and population loss 
counties (Appendix Table A3).

Figure 4. Average Number of Medicare-Enrolled MFTs and MHCs per 100,000 Medicare Beneficiaries in Rural 
U.S. Counties, by County Characteristics in Q3 2023 and Q4 2024 
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Data sources: Centers for Medicare & Medicaid Services (CMS) National Plan and Provider Enumeration System (NPPES) National Provider Identifier 
(NPI) data; Medicare Fee-for-Service Public Provider Enrollment Files (PPEF), CMS monthly enrollment data, U.S. Department of Agriculture Economic 
Research Service County Typology data.  
Note: County classifications based on USDA Economic Research Service definitions: Low education = 20% or more of residents 25-64 years old had 
neither a high school diploma nor GED in 2008-2012; Low employment = less than 63% of residents ages 25-54 employed; Persistent poverty = 
poverty rate 20% or more of residents in 1990, 2000, 2007-11, and 2017-21; Population loss = net population decline from 2000-2010 and 2010-2020.9
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RESULTS: Qualitative Analysis of Policy Implementation and Impact 
We interviewed 14 key informants representing 13 organizations, including rural behavioral 
health professional advocacy organizations, state mental health associations, non-
profit national, state, and community-level behavioral health associations, educational 
institutions, managed care behavioral health agencies, and private clinicians. 

Below and in Box 1, we summarize the barriers to and facilitators of utilizing recent 
Medicare policy reimbursement changes, as well as considerations for future policy 
initiatives to enhance rural behavioral health services, as described by interviewees. 

Barriers to Successful Policy Adoption 
Key informants described the top barriers they experience in providing behavioral health 
services to Medicare beneficiaries in rural communities. The most frequently described 
barriers were low reimbursement rates, the administrative burden of publicly funded 
payment models, and persistent workforce shortages in rural areas.

Reimbursement. One of the clearest themes to emerge, noted by virtually all interviewees, 
was that until low reimbursement rates are addressed, expanding the types of providers 
reimbursed by CMS (eg, MFTs and MHCs) may have a limited impact. The chief executive 
officer (CEO) of a state mental health association noted, “Reimbursement rates get in the 
way of providers taking on Medicaid and Medicare…. The desire to work with Medicare may 
depend on relative reimbursement rates.”

Another participant at a managed care behavioral health organization echoed this concern 
and explained, “In some states, Medicaid pays higher than Medicare, so not all providers 
are willing to take Medicare patients. Here in [name of state], we pay better on the 
Medicaid side compared to Medicare significantly. I am a little bit concerned that as we 
move in that direction, even though access has, I believe, increased, that there will still be 
access issues because providers aren’t going to want to take a pay cut.”

Administrative burden. Interviewees frequently described the administrative burden of 
providing services for Medicare and Medicaid beneficiaries. One interviewee noted, “The 
paperwork is a lot more cumbersome for the government products. It is so much easier to 
be outpatient and work with commercial [insurance] than to say, ‘Okay, here’s less money 
and more work.’ You’re only going to get the folks that are mission driven and feel a sense 
of responsibility to the next generation…. But if you’re looking at the bottom line there’s 
still work to be done with the fee schedules.”
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Workforce shortages. Nearly all interviewees noted the lack of service providers as a 
major barrier, particularly in rural areas. One said, “Before the pandemic, we always kind of 
teetered on a workforce shortage or crisis in publicly funded community-based behavioral 
health and the pandemic exacerbated that to where it’s now a crisis.” 

The CEO of a non-profit behavioral health organization further noted, “There’s just not 
enough [behavioral health providers] readily available to be hired to make any kind of 
significant impact. People are just simply not taking Medicare/Medicaid and publicly funded 
patients, even if they have the opportunity to do telehealth, and we are not able to recruit 
providers to rural areas.” 

While workforce shortages, especially in rural areas, were a dominant concern across 
interviews, some participants also pointed to early signs of progress under the new policy. 
One participant, who holds roles in both mental health practice and academia, reported 
that under the previous rules only a single clinician type could provide reimbursable services 
at their clinic, contributing to long waitlists. With additional licensure types now eligible 
for reimbursement, the participant noted that their organization can draw on multiple 
professionals to see patients, which has decreased patient wait time.

Box 1. Key Barriers, Facilitators, and Recommendations for Future Policy Initiatives for 
Rural Medicare Beneficiaries

Barriers Facilitators

•	 Low reimbursement
•	 Administrative burden 
•	 Workforce shortages

•	 Reimbursement for services 
•	 Patient choice of provider
•	 Provider choice in service specialty

Recommendations for future policy initiatives

•	 Provide reimbursement for audio behavioral health services 
•	 Loan forgiveness for serving Medicare clients
•	 Eliminate requirements for encounter form signatures
•	 Expand provider types and services eligible for reimbursement

Policy Benefits 
Despite the challenges described above, interviewees generally felt that the recent inclusion 
of MFTs and MHCs in Medicare reimbursement would have a positive impact on behavioral 
health services. One interviewee at a state-level mental health advocacy organization 
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observed, “There is a large aging population that has Medicare as their primary insurance 
and [the new policy] has opened doors to serve more patients in gerontology and older 
populations.” Below, we outline the policy’s benefits for rural behavioral health organizations, 
patients, and providers.

Reimbursement for services. Depending on their reimbursement structure (ie, public vs. 
private clinics) and internal clinic policies, some organizations are now being reimbursed 
for services they had previously provided without full compensation. For example, the 
chief behavioral officer of a non-profit clinic explained, “We have always served folks with 
Medicare, but we did not always get reimbursed for it. With the changes from January [2024] 
for [licensed professional counselors] to get reimbursed, we’ve been able to generate a little 
more revenue and not eat those costs.”

Patient choice of provider. Several interviewees noted that the new Medicare policies 
expand patient choice of provider. One interviewee said, “The patient might be now seeing 
an MFT instead of driving 30 miles to the LCSW [licensed clinical social worker] or maybe 
they have a better relationship with the LMFT [licensed marriage and family therapist]. Or 
maybe the LMFT was their provider when they were 64 years old and now they’re 65. You lose 
patients when you have to terminate care [because of reimbursement restrictions].”

Providers’ choice in service provision. MFT and MHC reimbursement also enhances 
providers’ ability to shape their patient panel and may help with provider recruitment, 
retention, and job satisfaction. One interviewee explained that before the policy change, 
social workers, who were already eligible for Medicare reimbursement, were often assigned 
to Medicare-aged patients even when their training or professional interests focused on child 
and adolescent populations: “They are now geriatric social workers. They [need to] handle 
the Medicare population and the MFTs and counselors handle the under-65s. You hear social 
workers, even if it’s not their passion area and not their area of training [are assigned to the 
Medicare population]…this [policy] change eliminates that.”

Considerations for Future Policy Initiatives 
Interviewees shared wide-ranging suggestions for future policy considerations, summarized 
below: 

Provide reimbursement for audio mental health services. Older populations may be 
more apt to participate in mental health services by telephone rather than video. Expanding 
permanent reimbursement for audio-only services could help reduce access barriers related 
to broadband limitations, digital literacy, and comfort with technology among older adults, 
particularly in rural areas.
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Loan forgiveness for serving Medicare clients. Consider initiatives to provide student loan 
forgiveness for providing behavioral health services to older patients as an underserved 
population. Such incentives may help address workforce shortages by encouraging early-
career clinicians to incorporate Medicare beneficiaries into their practice panels.

Eliminate requirements for encounter form signatures. Interviewees noted that patient 
signatures are required for behavioral health service reimbursement but are not required for 
physical health services or for commercial insurance. These requirements may be particularly 
challenging for mobile and/or crisis mental health relief services. Decreasing administrative 
burdens could streamline service delivery and reduce documentation demands that 
disproportionately affect under-resourced and/or community-based clinics.

Expand provider types and services eligible for Medicare reimbursement. To expand the 
pool of eligible providers and allow more highly trained and expensive clinicians to extend 
their practice, interviewees suggested allowing master’s-level psychologists to provide 
behavioral health counseling, supporting bachelor’s-level providers in providing early 
screening and triage, and training peers to talk with older adults and refer them to clinics as 
needed. Broadening eligible provider categories may increase system capacity by allowing 
clinicians to practice at the top of their training while reserving specialized services for 
higher-acuity cases.

DISCUSSION
The inclusion of MFTs and MHCs in Medicare reimbursement as of January 2024 represents 
a major policy shift that may affect behavioral health workforce availability in rural areas. Our 
findings indicate that nine months after the policy change, 26.5% of counties had at least one 
MFT enrolled to serve Medicare beneficiaries, and more than half of counties (55.7%) had at 
least one Medicare-enrolled MHC. Nearly half of urban counties had at least one Medicare-
enrolled MFT (47.9%), and the majority had at least one MHC (76.4%). Comparatively, a 
smaller proportion of rural counties had at least one Medicare-enrolled MFT (13.9%) or MHC 
(43.6%). These findings reveal continued geographic concentration of providers in urban 
areas.

Geographic patterns in provider supply suggest persistent structural challenges. Noncore 
rural counties consistently lag behind metropolitan and micropolitan areas in both MFT 
and MHC supply. Rural counties with low educational attainment, low employment, 
persistent poverty, or declining populations had lower provider supply relative to urban 
areas, even after the policy was implemented. These patterns suggest that factors beyond 
reimbursement policy continue to influence provider distribution in rural areas.
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Key informant interviews reinforced these quantitative findings while highlighting additional 
implementation challenges. Interviewees cited low reimbursement rates relative to 
commercial insurance, administrative requirements, and chronic workforce shortages as 
factors that may affect the policy’s impact. In particular, interviewees emphasized that 
Medicare’s reimbursement structure may limit the extent to which newly eligible providers are 
incentivized to participate. Under the current physician fee schedule, Medicare reimburses 
MFTs and MHCs at 75 percent of the clinical psychologist rate, comparable to the payment 
rate of clinical social workers.11 In comparison, Medicare pays 85 percent of the physician 
fee schedule rate when a service is billed by a nurse practitioner (NP) or a physician assistant 
(PA) under their own NPI, but 100 percent of the rate when the same service provided by an 
NP or PA is billed “incident to” a supervising physician.12 A service billed “incident to” a 
supervising physician is indistinguishable from one personally performed by that physician; 
the claim lists only the physician’s NPI, with no indication that an NP or PA may have 
delivered the service.12 

The perspectives shared by our key informants on provider administrative burden mirror 
the challenges reported by other provider types. For example, one recent study found that 
claim denials, repeated invoice submissions, and revenue that is never ultimately collected 
contribute to an estimated 4.7% loss of Medicare revenue for physicians, compared with 
2.4% for commercial insurers.13 Denial rates reflect a similar pattern: 6.7% of Medicare claims 
are denied versus 4.1% of commercial insurance claims. Medicaid poses an even greater 
administrative burden, with up to 24% of claims denied for at least one service after the initial 
submission.13

Key informants emphasized the importance of provider autonomy and patient choice, noting 
that the policy enables continuity of care and greater flexibility in providing services. Key 
informants also noted that factors such as reimbursement levels for audio-only services and 
availability of loan forgiveness programs may influence provider participation patterns.

LIMITATIONS
This study has several limitations. First, our analysis relies on Medicare Fee-for-Service 
(FFS) enrollment data and excludes providers who serve beneficiaries enrolled in Medicare 
Advantage, who are not required to enroll through the same channels. Considering this, our 
data may underrepresent the full scope of MFT and MHC participation in Medicare-funded 
care. Additionally, providers may enroll for reasons unrelated to direct patient care, such as 
maintaining referral privileges, avoiding claim rejections, or complying with organizational 
policies.14,15 A focus on enrollment does not capture whether providers actively care for 
Medicare patients, whether increased coverage improves access or reduces wait times, or 
account for providers who have opted out or are eligible but not yet enrolled. 
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This study depends on NPI registry data to determine provider location, which may not 
accurately reflect where providers live or practice. While enrollment for Medicare billing may 
prompt more current address reporting in the NPI registry, NPI practice location may not 
fully reflect complexities such as providers who practice in multiple locations, including both 
rural and urban settings. Furthermore, there are an unknown number of MFTs and MHCs who 
could be providing services, but they are not registered in the NPI database, so their total 
number and service locations are unknown. 

The analysis also does not capture providers who offer services via telehealth, an increasingly 
common care model that may challenge current assumptions about rural behavioral health 
access if more and more urban providers from outside rural areas serve rural patients 
virtually.16,17 During the study period, temporary Medicare telehealth flexibilities allowed 
beneficiaries to receive most telehealth services at home, regardless of geographic 
location.18 For behavioral health services specifically, federal legislation permanently 
removed geographic and originating site restrictions, allowing Medicare beneficiaries to 
receive telemental health care at home without geographic restrictions.18 As telemental 
health expands, provider location may become less predictive of service availability in rural 
areas. However, broadband access, cellular infrastructure, and reimbursement policies may 
still influence the reach of telehealth.19,20

Another limitation is the relatively brief follow-up period, of approximately nine months 
following the January 2024 policy implementation, which may not fully capture longer-term 
trends in workforce uptake or service delivery. A related methodological limitation is that the 
county-level approach used in this study may also obscure important intra-county variations 
in provider availability and access, particularly in geographically large or demographically 
diverse counties.

Finally, the qualitative findings of this study, while valuable for contextualizing our 
quantitative findings, are based on a small number of key informant interviews. Our 
key informant participants were selected to reflect a mix of geographic regions and 
organizational types; however, the perspectives they shared may not fully capture the range 
of experiences and challenges rural behavioral health providers are navigating under the new 
Medicare policy.
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CONCLUSION AND POLICY IMPLICATIONS
The January 2024 Medicare reimbursement expansion extended coverage to MFTs and 
MHCs, increasing their participation in Medicare-funded behavioral health care for older 
adults. However, enrollment patterns observed nine months after implementation indicate 
that geographic access gaps persist and may not be fully addressed by reimbursement 
expansion alone. 

Structural barriers highlighted by key informants, including reimbursement rates that remain 
lower than commercial insurance, administrative requirements, and underlying workforce 
distribution challenges, continue to shape provider participation and service delivery 
patterns. Continued monitoring may be important to understand whether enrollment gains 
observed here translate into improved service availability and utilization among beneficiaries 
in counties with varying levels of provider availability. 

Efforts to address rural behavioral health workforce shortages may benefit from approaches 
that combine reimbursement reform with workforce development strategies, loan repayment 
programs, and administrative simplification to shift provider distribution toward underserved 
rural areas.
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APPENDIX

Table A1. Average Number of Medicare-Enrolled MFTs and MHCs per 100,000 Medicare Beneficiaries in U.S. 
Counties, by Rurality and Census Division, Q3 2023 to Q4 2024

MFT Q3 2023 Q4 2023 Q1 2024 Q2 2024 Q3 2024 Q4 2024

Overall 0.09 0.29 2.94 4.03 4.68 5.21

Rurality

    Metropolitan 0.09 0.43 4.35 6.16 7.10 8.00

    Micropolitan 0.05 0.23 3.12 4.11 5.11 5.62

    Noncore 0.12 0.20 1.63 2.14 2.39 2.60

Census Division   

    New England 0.12 0.12 3.16 4.08 5.08 5.20

    Middle Atlantic 0.04 0.15 0.96 1.43 1.65 1.96

    East North Central 0.10 0.25 1.91 2.44 2.67 2.98

    West North Central 0.17 0.52 5.68 7.07 7.78 8.51

    South Atlantic 0.12 0.36 1.42 1.87 2.24 2.55

    East South Central 0.08 0.16 1.42 2.05 2.41 2.79

    West South Central 0.02 0.17 0.93 1.12 1.36 1.50

    Mountain 0.01 0.21 3.80 5.55 6.71 7.08

    Pacific 0.09 0.19 10.07 16.75 20.59 23.77

MHC Q3 2023 Q4 2023 Q1 2024 Q2 2024 Q3 2024 Q4 2024

Overall 3.76 5.26 15.42 19.71 22.56 25.27

Rurality

    Metropolitan 4.55 6.50 17.70 22.55 25.76 29.11

    Micropolitan 4.87 6.38 19.91 25.72 29.36 32.13

    Noncore 2.54 3.64 11.29 14.37 16.53 18.65

Census Division

    New England 13.00 12.90 65.29 84.84 93.59 100.24

    Middle Atlantic 6.40 6.63 17.87 23.57 25.66 28.71

    East North Central 3.51 5.78 15.55 18.88 20.69 23.11

    West North Central 3.44 6.84 18.94 22.80 26.27 29.83

    South Atlantic 2.56 3.62 9.18 12.55 14.99 17.14

    East South Central 1.43 1.68 8.01 10.73 12.52 14.07

    West South Central 2.00 3.41 11.18 14.82 18.01 19.66

    Mountain 6.14 6.83 18.48 24.44 28.11 32.27

    Pacific 10.16 10.16 27.10 34.53 37.91 41.43

Data sources: CMS National Plan and Provider Enumeration System (NPPES) National Provider Identifier (NPI) data; Medicare Fee-for-Service Public 
Provider Enrollment Files (PPEF), Centers for Medicare & Medicaid Services (CMS) monthly enrollment data.
Notes: Counties were classified by rurality using the 2013 Urban Influence Codes (UIC) as follows: Metropolitan (UIC 1, 2), Micropolitan (UIC 3, 5, 8), 
and Noncore (UIC 4, 6, 7, 9-12). Census Divisions: New England - CT, ME, MA, NH, RI, VT; Middle Atlantic - NJ, NY, PA; East North Central - IL, IN, MI, 
OH, WI; West North Central - IA, KS, MN, MO, NE, ND, SD; South Atlantic - DE, DC, FL, GA, MD, NC, SC, VA, WV; East South Central - AL, KY, MS, 
TN; West South Central - AR, LA, OK, TX; Mountain - AZ, CO, ID, MT, NV, NM, UT, WY; Pacific - AK, CA, HI, OR, WA.
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Table A2. Average Number of Medicare-Enrolled Marriage and Family Therapists (MFTs) and Mental Health 
Counselors (MHCs) per 100,000 Medicare Beneficiaries in U.S. Counties, by Rurality Within Census Division, 
Q3 2023 and Q4 2024

Metropolitan Micropolitan Noncore

MFTs Q3 2023 Q4 2024 Q3 2023 Q4 2024 Q3 2023 Q4 2024

New England 0.27 3.88 0.00 8.69 0.00 4.19

Middle Atlantic 0.06 2.45 0.00 1.34 0.00 0.80

East North Central 0.13 4.88 0.00 2.66 0.15 0.91

West North Central 0.12 19.79 0.21 10.99 0.18 3.97

South Atlantic 0.06 3.52 0.00 2.21 0.28 1.07

East South Central 0.13 3.61 0.00 2.71 0.08 2.21

West South Central 0.02 2.23 0.07 2.65 0.00 0.54

Mountain 0.03 11.62 0.00 10.21 0.00 3.65

Pacific 0.19 38.08 0.00 15.70 0.00 9.51

Metropolitan Micropolitan Noncore

MHCs Q3 2023 Q4 2024 Q3 2023 Q4 2024 Q3 2023 Q4 2024

New England 15.71 103.77 13.79 117.10 8.01 79.76

Middle Atlantic 6.50 29.12 7.85 35.75 4.19 18.27

East North Central 4.51 30.88 3.49 23.08 2.30 13.61

West North Central 5.23 45.72 7.33 44.69 1.70 20.12

South Atlantic 3.31 23.60 3.04 13.19 1.06 8.09

East South Central 1.28 10.41 2.29 22.73 1.09 12.44

West South Central 2.57 17.47 1.69 30.61 1.73 16.79

Mountain 6.36 38.73 4.99 33.74 6.57 28.77

Pacific 9.90 39.04 14.34 55.72 8.01 36.09

Data sources: CMS National Plan and Provider Enumeration System (NPPES) National Provider Identifier (NPI) data; Medicare Fee-for-Service Public 
Provider Enrollment Files (PPEF), Centers for Medicare & Medicaid Services (CMS) monthly enrollment data. 
Notes: Counties were classified by rurality using the 2013 Urban Influence Codes (UIC) as follows: Metropolitan (UIC 1, 2), Micropolitan (UIC 3, 5, 8), 
and Noncore (UIC 4, 6, 7, 9-12). Census Divisions: New England - CT, ME, MA, NH, RI, VT; Middle Atlantic - NJ, NY, PA; East North Central - IL, IN, 
MI, OH, WI; West North Central - IA, KS, MN, MO, NE, ND, SD; South Atlantic - DE, DC, FL, GA, MD, NC, SC, VA, WV; East South Central - AL, KY, 
MS, TN; West South Central - AR, LA, OK, TX; Mountain - AZ, CO, ID, MT, NV, NM, UT, WY; Pacific - AK, CA, HI, OR, WA.
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Table A3. County Characteristics for U.S. Counties Across Categories of Rurality

Overall Metropolitan Micropolitan Noncore

N % N % N % N %

Low education 

    No 2,674 85.1 1,066 91.4 539 84.1 1,069 80.1 

    Yes 467 14.9 100    8.6 102 15.9 265 19.9 

Low employment 

    No 2,235 71.2 980 84.1 453 70.7 802 60.1 

    Yes 906 28.8 186 16.0 188 29.3 532 39.9 

Persistent poverty  

    No 2,788 88.8 1,114 95.5 564 88.0 1,110 83.2 

    Yes 353 11.2 52    4.5 77 12.0 224 16.8 

Population loss  

    No 2,612 83.2 1,104 94.7 567 88.5 941 70.5 

    Yes 529 16.8 62    5.3 74 11.5 393 29.5 

Data source: U.S. Department of Agriculture (USDA) Economic Research Services (ERS) County Typology.
Notes: County classifications based on USDA Economic Research Service definitions: Low education = 20% or more of residents 25-64 years old had 
neither a high school diploma nor GED in 2008-2012; Low employment = less than 63% of residents ages 25-54 employed; Persistent poverty = poverty 
rate 20% or more of residents in 1990, 2000, 2007-11, and 2017-21; Population loss = net population decline from 2000-2010 and 2010-2020.9 Counties 
were classified by rurality using the 2013 Urban Influence Codes (UIC) as follows: Metropolitan (UIC 1, 2), Micropolitan (UIC 3, 5, 8), and Noncore (UIC 4, 
6, 7, 9-12).
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TECHNICAL APPENDIX
Detailed Methodology

Data Sources
Data sources for this study included the Medicare Fee-for-Service Public Provider Enrollment 
Files (PPEF), CMS National Plan and Provider Enumeration System (NPPES) National Provider 
Identifier (NPI) Registry, Medicare Monthly Enrollment data, and U.S. Department of 
Agriculture (USDA) Economic Research Service (ERS) 2013 Urban Influence Codes (UIC),8 and 
USDA County Typology data.9 

Measures
We analyzed quarterly county-level data from Q3 2023 through Q4 2024 (six quarters 
spanning the period before and after policy implementation). These time points capture MFT 
and MHC availability before the November 2023 Final Rule publication and January 2024 
policy implementation, through nine months post-implementation. 

Provider workforce. The Consolidated Appropriations Act, 2023,5 defines MFTs as 
individuals who hold a master’s or doctoral degree that qualifies them for state licensure or 
certification as an MFT, are licensed or certified as an MFT in the state where they provide 
services, and have completed at least two years of supervised clinical MFT experience. 
These clinicians may also be referred to as “licensed MFTs” (LMFTs). MHCs are defined 
as individuals with a master’s or doctoral degree qualifying them for state licensure or 
certification as an MHC, clinical professional counselor, or professional counselor, who 
are licensed accordingly in the state where they provide services and have completed at 
least two years of supervised clinical MHC experience. Terminology used to refer to these 
providers may vary across states and can include the following: Licensed Clinical Mental 
Health Counselor, Licensed Professional Clinical Counselor, Licensed Clinical Professional 
Counselor, and Licensed Professional Counselor. 

The 2024 Medicare coverage expansion also extended eligibility to addiction counselors and 
alcohol and drug counselors who meet all applicable MHC requirements.6 However, it is not 
possible to determine which of these providers meet applicable criteria outlined by Medicare 
for MHCs (eg, qualifying graduate degree, state licensure as an MHC, clinical professional 
counselor, or professional counselor, and required supervised clinical experience). Taxonomy 
codes do not capture these key eligibility requirements. As a result, these provider types 
were not included in our analysis.  

For each quarter, the number of providers was measured as the point-in-time count of MFTs 
and MHCs billing Medicare on the first day of the quarter. We used the PPEF to identify 
Medicare-enrolled providers with NPPES taxonomy codes 106H00000X (MFT) or 101YM0800X 
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(MHC). These data were based on the CMS Provider Enrollment, Chain, and Ownership 
System, which includes providers who completed the Medicare Enrollment Application 
(CMS Form 855O) and are, therefore, actively approved to bill and order for Medicare. We 
used NPIs for MFTs and MHCs identified through PPEF to link to the NPI registry and obtain 
practice location. 

Medicare beneficiary population. We generated quarterly population estimates by 
calculating county-level rolling averages of the number of Medicare beneficiaries in each 
county for the three months preceding each quarter’s start date, derived from Medicare 
Monthly Enrollment data.  

County rurality. Using the ERS 2013 Urban Influence Codes (UIC),8 we classified counties 
into three geographic categories: metropolitan, micropolitan, and noncore. We grouped the 
12 UIC categories as follows: metropolitan (UIC 1, 2), micropolitan (UIC 3, 5, 8), and noncore 
(UIC 4, 6, 7, 9-12). We classified metropolitan counties as urban and micropolitan and 
noncore counties as rural.

County characteristics. Community demographics were used to characterize communities 
with and without MFTs and MHCs and changes in availability over time within these 
communities. County characteristics are defined as follows: low education (20% or more 
of residents 25-64 years old had neither a high school diploma nor GED in 2008-2012; 
low employment (less than 63% of residents ages 25-54 employed); Persistent poverty 
(poverty rate 20% or more of residents in 1990, 2000, 2007-11, and 2017-21); Population loss 
(population decline from 2000-2010 and 2010-2020).9

Quantitative Analysis
We calculated the number of MFTs and MHCs per 100,000 Medicare beneficiaries for each 
U.S. county quarterly from Q3 2023 through Q4 2024 and aggregated data by U.S. Census 
Division and by rurality level (metropolitan, micropolitan, and noncore), as well as by 
rurality level within each Census Division. We identified and mapped rural counties with at 
least one MFT or MHC in Q3 2023 (pre-implementation) and Q4 2024 (nine months post-
implementation). See Reference Map (below) for a visual breakdown and a list of states by 
Census Division.

Prior to January 1, 2024, MFTs and MHCs were not eligible to bill Medicare independently 
for their services. However, some providers with MFT or MHC credentials were observed in 
the Medicare PPEF data during the pre-implementation period. These individuals held dual 
credentials—they possessed both an MFT or MHC credential and another Medicare-eligible 
credential (such as clinical social worker, psychologist, or physician), allowing them to bill 
Medicare under their alternative qualifying credential.
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County-level clinician workforce variation was compared across demographic (population 
loss) and socioeconomic indicators (low education, low employment, and persistent poverty) 
for rural (micropolitan and noncore) counties. Differences in MFT and MHC supply across 
groups and time points were evaluated using two-sample Wilcoxon rank-sum (Mann-Whitney) 
tests. We used Version 9.4 of the SAS System for Windows for data management and Version 
15.1 of Stata for analyses. The University of Washington Human Subjects Division approved 
this research.

Qualitative Methods
To complement the quantitative analysis, we conducted semi-structured key informant 
interviews with leaders of rural health systems and mental health organizations to understand 
practice arrangements, barriers, and facilitators for MFTs and MHCs providing mental health 
care to rural Medicare beneficiaries. Key informants were purposively selected to represent 
the U.S. geographically. Initial participants were systematically identified by searching 
organizational websites and consulting professional directories from rural health networks 
and mental health advocacy groups. Additional participants were recruited through snowball 
sampling to uncover emergent themes in this exploratory inquiry.  

The 13 organizations were geographically distributed across U.S. Census Regions: two 
each in the Midwest, West, and South, and three in the Northeast; four organizations had 
a national focus. These organizations represented rural behavioral health professional 
advocacy organizations, state mental health associations, non-profit national, state, and 
community-level behavioral health associations, educational institutions, managed care 
behavioral health agencies, and private clinicians.

The 14 interviewees held the following titles: chief operating officer, chief executive officer, 
advocacy officer, executive director, professor, general counsel, president, chief government 
programs officer, behavioral health practitioner, and behavioral health officer. Some 
interviewees held dual roles within their respective organizations.

Interviews were conducted via video conference in July and August 2024, using a semi-
structured interview guide that covered topics including practice arrangements, the impacts 
of Medicare reimbursement policy changes, and provider and patient awareness levels. 
Interviews lasted 45-60 minutes, were digitally recorded with the participant’s consent, and 
were transcribed verbatim.

Interview transcripts were analyzed using a directed content analysis approach.21 Two 
members of the study team independently coded transcripts using both deductive and 
inductive approaches, with discrepancies resolved through consensus discussion. Member 
checking was conducted with select participants to validate findings. The study received 
human subjects exemption from the University of Washington Human Subjects Division.
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Reference Map. U.S. Census Regions and Divisions
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Census Region 1: Northeast
New England Census Division (1): Connecticut, Maine, Massachusetts, New Hampshire, Rhode Island, 
Vermont  
Middle Atlantic Census Division (2): New Jersey, New York, Pennsylvania

Census Region 2: Midwest
East North Central Census Division (3): Illinois, Indiana, Michigan, Ohio, Wisconsin
West North Central Census Division (4): Iowa, Kansas, Minnesota, Missouri, Nebraska, North Dakota, 
South Dakota

Census Region 3: South
South Atlantic Census Division (5): Delaware, District of Columbia, Florida, Georgia, Maryland, North 
Carolina, South Carolina, Virginia, West Virginia  
East South Central Census Division (6): Alabama, Kentucky, Mississippi, Tennessee  
West South Central Census Division (7): Arkansas, Louisiana, Oklahoma, Texas

Census Region 4: West
Mountain Census Division (8): Arizona, Colorado, Idaho, Montana, Nevada, New Mexico, Utah, 
Wyoming  
Pacific Census Division (9): Alaska, California, Hawaii, Oregon, Washington


