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UNIVERSITY of WASHINGTON

Methamphetamine Use, Mental Health
Comorbidities,

KEY FINDINGS

About one in twenty (5.5%) respondents reported using methamphetamine in their lifetime. Rates of lifetime use
were significantly higher in rural counties (6.8%) compared to urban counties (5.3%).

Lifetime methamphetamine use was notably high in the rural west, and was highest in rural counties in the Pacific
Census Division, where 13.4% of adults reported lifetime methamphetamine use. One in five rural Californians
reported lifetime methamphetamine use (21.6%). Rural counties in the Mountain Census Division reported the
second highest rates of lifetime methamphetamine use (9.6%).

Nationally, rates of past year methamphetamine use were higher in rural counties (1.0%) than urban counties (0.6%).
Among rural residents, past year methamphetamine use rates were lowest in New England.

More people in rural counties met the criteria for past year methamphetamine use disorder (MUD) than people in
urban counties (0.3% urban vs. 0.6% rural). Large metro urban counties had the lowest overall rates of past year
MUD overall (0.3%).

There is evidence to suggest that people in rural areas partake in riskier methamphetamine use behaviors, such
as injecting methamphetamine with a needle and co-using methamphetamine with alcohol, than people in urban
areas. Overall, 13.5% of respondents who reported lifetime methamphetamine use reported injecting the drug with
a needle. Rates were higher in rural counties (16.6%) than urban counties (12.8%).

Nationally, rates of past year mental illness and thoughts, plans, or attempts of suicide were high in people who
reported using methamphetamine. Over half (59.1%) reported past year mental illness along with a major depressive
episode, and seven in ten people (69.1%) with MUD reported past year mental illness and a major depressive
episode. Nearly one-quarter of people (23.9%) who reported past year methamphetamine use or past year MUD
(28.8%) reported thoughts, plans, or attempts of suicide.

Thirteen percent of people in rural counties who received substance use treatment in the past year were treated
for MUD, compared to 8.2% of people in urban counties.

One-fourth of people in rural counties (26.0%) who received treatment at a specialty facility in the past year were
treated for MUD, compared to less than one-fifth of people in urban counties (17.0%).



BACKGROUND

Methamphetamine is a powerful, highly addictive stimulant that can lead to adverse physical and mental health outcomes
with long-term use. Rates of methamphetamine use have been increasing.’.2 Starting in the late 1990s and early 2000s,
methamphetamine was primarily produced in rural areas across the U.S. due to the widely available and inexpensive
ingredients needed for methamphetamine production.3 Passage of federal legislation, the Combat Methamphetamine
Epidemic Act of 2005, restricted the purchasing of key methamphetamine pre-cursors, resulting in declining rates of
domestic methamphetamine production. Now, highly potent and inexpensive methamphetamine produced in Mexico and
smuggled across the Southern Border is becoming more common in all regions of the U.S., contributing to the increase in
methamphetamine-related overdose deaths.# In 2022, an estimated 2.7 million people in the U.S. used methamphetamine in
the past year.> Data show that the rates of methamphetamine use increased from 2015 to 2019, and frequent methamphetamine
use, methamphetamine use disorder (MUD; see Box 1 for definition of MUD), intravenous (IV) methamphetamine use, and
the involvement of methamphetamine in drug overdose deaths increased concomitantly.® Between 2013 and 2019, there
was a threefold increase in age-adjusted methamphetamine-related overdose mortality rates (from 1.2 per 100,000 in 2013
to 5.0 per 100,000 or 16,617 total deaths in 2019).5.6

The increase in stimulant-related overdose deaths appears to be increasing in part due to increased use of methamphetamine
with heroin and synthetic opioids, such as fentanyl.”.8 In 2021, 32.3% of overdose deaths involved both fentanyl and stimulants,
a marked increase from 0.6% in 2010.7 This rise in polysubstance overdose deaths involving fentanyl and stimulants has been
referred to as the “fourth wave” of the opioid epidemic, or the “twin epidemics” of methamphetamine and opioid use.8
Qualitative studies involving people who concurrently use methamphetamine and opioids reveal multiple reported reasons
for co-use, including using the psychostimulant effects of methamphetamine to counter the sedative effect of opioids, or
vice versa, and using opioids to come down from the high of methamphetamine.?-!1 Opioid users in rural areas with low
access to addiction treatment have also reported using methamphetamine as a harm reduction strategy to reduce heroin
and fentanyl use, which is perceived as more harmful than methamphetamine, or as a way to counteract symptoms of opioid
withdrawl.'0 However, studies have shown that methamphetamine use is associated with decreased retention in medication
for opioid use disorder (MOUD) regimens for opioid use disorder (OUD),'2 and stimulant use is associated with decreased
likelihood to initiate MOUD. 13

Evidence suggests that rural communities face a higher burden of methamphetamine-related harms than do urban areas.
In the 2022 National Survey of Drug Use and Health, rates of methamphetamine use increased with increasing rurality, with
1.7% of individuals in rural counties reporting methamphetamine use, compared to 0.9% and 1.1% in large and small metro
counties, respectively.® According to a study by the Centers for Disease Control and Prevention, individuals in rural areas are
1.5 times more likely to report methamphetamine use compared to individuals living in urban areas.'# Methamphetamine
use is increasing rapidly in rural communities; a cohort study of rural residing people who use drugs that took place from
2008 to 2020 found that the odds of methamphetamine use were 25.8 times greater at the most recent visit than they were
at baseline.’> There is also some evidence to suggest that those with MUD in rural areas are more likely to report any IV drug
use, are more likely to report using alcohol, and are more likely to report using methamphetamine and opioids concurrently
compared to urban residing individuals.16-18 A study of people in treatment for substance use disorder revealed that about
a quarter of rural residing people who use methamphetamine reported injection was their primary route of administration,
compared to one in five people living in urban areas.’” A multi-region, rural-based drug use study found that among rural
people who had injected drugs in the past 30 days, 37% reported using a syringe or needle that someone else had used,

and 42% reported using other supplies that someone else had used.20
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Unlike OUD, for which there are three Food and Drug Administration (FDA) approved medications used for treatment —
Methadone, Buprenorphine, and Naltrexone?! —, there are no FDA-approved medications available for the treatment
of stimulant use disorders. However, there are effective behavioral and psychosocial treatments available.2 Contingency
management (CM) is a type of behavioral therapy that rewards individuals for positive behavioral changes.22 A systematic
review of CM for the treatment of MUD found evidence to suggest CM effectively reduces methamphetamine use and
should be utilized in outpatient treatment programs for people who use methamphetamine, but further research is needed
to establish if there are lasting effects of CM for MUD.23 Mental illness occurs in over half of individuals who report using
methamphetamine, necessitating the need for complex management of conditions.424 A study using inpatient hospital
admissions data found that the prevalence ratio of hospitalizations with a primary or secondary diagnosis of suicidal ideation
and use of methamphetamine increased 16-fold from 2008 to 2019.25 Participants in a qualitative study in Kentucky described
using methamphetamine to self-treat mental health issues such as attention difficulties, mood disorders, and emotional
trauma (ie, post-traumatic stress disorder). The study found that rural people who reported using methamphetamine to
self-treat mental health problems reported poor access to psychiatric care in their communities or did not find prescription

medications to be as effective as methamphetamine.26

Lack of access to appropriate MUD treatment is particularly concerning in rural areas, where there is often a lower per capita
supply of mental healthcare providers.2’ A study of people who use drugs in the rural U.S. found that 30% of people who use
methamphetamine and 44% of people who co-use methamphetamine and opioids tried but could not access drug treatment
in the past 6 months.28 In a Tennessee survey of rural women who use methamphetamine, 63% of participants identified
they needed treatment, yet only about a quarter (27%) were able to access treatment.!”” Commonly reported barriers to
accessing treatment for those with MUD living in rural areas included a lack of capacity in treatment programs, inability to

afford treatment, and insurance that would not cover treatment.17.24

Prior studies have found disproportionately higher rates of methamphetamine use in rural areas compared to urban areas in the
U.S., but few studies have examined regional rural-urban differences, with the exception of a few circumscribed areas, such as
rural Appalachia and the rural Midwestern region.> 1427 The purpose of this analysis is to examine rural vs. urban and regional
differences in the rates of methamphetamine use, polysubstance use (ie, alcohol, opioids), injecting methamphetamine with a
needle, mental health comorbidities, and receipt of treatment by individuals who use methamphetamine, in a representative

nationwide sample.
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Box 1. National Survey on Drug Use and Health (NSDUH)@ Methamphetamine Use Disorder (MUD)
Diagnostic Criteria

Methamphetamine use disorder (MUD) was defined as meeting criteria in the Diagnostic and Statistical Manual of Mental
Disorders, 4th edition (DSM-IV),P for either dependence or abuse for methamphetamine.

Respondents who used methamphetamine in the past 12 months (including those who reported using methamphetamine
with a needle in that period) were defined as having dependence if they met three or more of the following seven criteria:
1. Spent a lot of time engaging in activities related to methamphetamine use
2. Used methamphetamine in greater quantities or for a longer time than intended
3. Developed tolerance (ie, needing to use methamphetamine more than before to get desired effects or noticing that the
same amount of methamphetamine use had less effect than before)
Made unsuccessful attempts to cut down on methamphetamine use
Continued use despite physical health or emotional problems associated with methamphetamine use
Reduced or eliminated participation in other activities because of methamphetamine use
Experienced withdrawal symptoms when respondents cut back or stopped using methamphetamine

No v s

Respondents who used methamphetamine in the past 12 months and did not meet criteria for methamphetamine
dependence were defined as abusing methamphetamine if they reported one or more of the following:

1. Problems at work, home, and school because of methamphetamine use

2. Regularly using methamphetamine and then doing something physically dangerous

3. Repeated trouble with the law because of methamphetamine use

4. Continued use of methamphetamine despite problems with family or friends

a. National Survey on Drug Use and Health (NSDUH)30
b. DSM-IV: Diagnostic and Statistical Manual of Mental Disorders3'

METHODS

We used the National Survey on Drug Use and Health (NSDUH), administered annually by the Substance Abuse and Mental
Health Services Administration (SAMHSA). Given that the rural sample sizes were small, we pooled 2016-2019 data. Details
about the NSDUH measures that we used and their definitions are available in the Appendix, or online through SAMHSA's
website.30

We categorized respondents into one of five (two urban and three rural) geographic categories based on the 2013 Rural-
Urban Continuum Code (RUCC) county typology. The RUCCs distinguish metropolitan counties by the population size of
their metro area and nonmetropolitan counties by the degree of urbanization and adjacency to a metro area.32 We used
the following five geographic categories: large metro (codes 1-2), small metro (code 3), urbanized (codes 4-5), less urbanized
(codes 6-7), and completely rural (codes 8-9) (Table 1). Counties with a RUCC of 4 or greater are classified as rural counties,
and those with a RUCC of 1-3 are classified urban.

The study population included the civilian, noninstitutionalized population aged 18 or older in the U.S. from 2016 to 2019.

We calculated weighted frequencies and means for urban (metro), and rural (nonmetro) counties overall, as well as for the
five geographic categories described above, and for Census Divisions (Table 2). All analyses followed SAMHSA's “Rule of
10.” The "Rule of 10" states that the underlying (unweighted) sample size for any table cell must be greater than 10. All table
cells that did not meet this requirement were suppressed.

We conducted statistical tests (chi-squared and t-tests as appropriate) at the Northwest Research Data Center using SAS
version 9.4 statistical software. SAMHSA reviewed and approved all output tables. The University of Washington Human
Subjects Division approved this research.
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Table 1. 2013 Rural-Urban Continuum Code Definitions

Urban
Large metro

1 Counties in metro areas of 1 million population or more

2 Counties in metro areas of 250,000 to 1 million population
Small metro

3 Counties in metro areas of fewer than 250,000 population
Rural

Urbanized nonmetro

4 Urban population of 20,000 or more, adjacent to a metro area

5 Urban population of 20,000 or more, not adjacent to a metro area
Less urbanized nonmetro

6 Urban population of 5,000 to 20,000, adjacent to a metro area

7 Urban population of 5,000 to 20,000, not adjacent to a metro area

Completely rural
Urban population of fewer than 5,000, adjacent to a metro area
9 Urban population of fewer than 5,000, not adjacent to a metro area

Table 2. Census Regions and Divisions of the United States

Census Region Census Division States
New England Connecticut, Maine, Massachusetts, New Hampshire, Rhode Island, Vermont
Northeast
Middle Atlantic New Jersey, New York, Pennsylvania
. East North Central Indiana, lllinois, Michigan, Ohio, Wisconsin
Midwest
West North Central lowa, Kansas, Minnesota, Missouri, Nebraska, North Dakota, South Dakota
East South Central Alabama, Kentucky, Mississippi, Tennessee
. Delaware, District of Columbia, Florida, Georgia, Maryland, North Carolina,
South South Atlantic South Carolina, Virginia, West Virginia
West South Central Arkansas, Louisiana, Oklahoma, Texas
West Mountain Arizona, Colorado, Idaho, Montana, Nevada, New Mexico, Utah, Wyoming
Pacific Alaska, California, Hawaii, Oregon, Washington

RESULTS

Lifetime Methamphetamine Use

One in twenty (5.5%) respondents reported using methamphetamine in their lifetime, with significantly more people reporting
lifetime use in rural (6.8%) compared to urban (5.3%) counties (p<.001). Lifetime methamphetamine use was significantly lower
in large metro urban counties (5.2%) than all other geographies (6.1%-7.0%) (Figure 1). Figure 2 and Table 3 show estimates
of lifetime methamphetamine use by Census Division and rurality. Reported rates of lifetime methamphetamine use were
notably high in the rural West, including the Pacific (13.4%) and Mountain (9.6%) Census Divisions. Rates in rural counties in
the Pacific Census Division were significantly higher than in rural counties in all other Census Divisions. The rural lifetime use
rate in the Mountain Census Division was significantly higher than every Census Division other than the Pacific.
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Table 3. Percentage of Adults Reporting Lifetime Methamphetamine Use Among Adults in Urban and
Rural Counties? by Census Division,b 2016-2019

Overall Urban overall | Large metro | Small metro | Rural overall Urbanized |Less urbanized| Completely
N N N N N N
(% (%) (%) (%) (%) (%)
Total U.S. 15,039,982 12,404,282 10,894,193 1,510,090 2,635,700 1,156,348 1,231,897 247,454
el (5.5%) (5.3%) (5.2%) (6.1%) (6.8%) (7.0%) (6.6%) (6.5%)
New England 434,714 366,525 322,445 44,081 68,189 33,351 31,170 3,667
* (3.4%) (3.2%) (3.1%) (5.7%) (4.7%) (4.8%) (4.5%) (5.1%)
. . 1,253,871 1,135,836 1,066,786 69,050 118,035 80,087 33,144 c
Middle Atlantic (3.6%) (3.5%) (3.4%) (4.4%) (4.7%) (5.0%) (4.0%) DS
East North Central 1,590,116 1,159,636 978,942 180,694 430,480 194,647 216,672 19,161
e (4.0%) (3.6%) (3.6%) (4.0%) (5.8%) (5.6%) (6.2%) (4.3%)
West North Central 1,242,348 855,815 675,092 180,723 386,533 143,582 179,463 63,488
(7.0%) (6.8%) (7.0%) (6.2%) (7.6%) (8.3%) (7.6%) (6.6%)
East South Central 882,797 554,741 446,966 107,775 328,057 111,002 179,836 37,218
(5.6%) (5.2%) (5.1%) (5.3%) (6.4%) (6.7%) (6.4%) (5.4%)
South Atlantic 2,111,076 1,806,483 1,580,834 225,649 304,593 74,854 174,381 55,358
(3.9%) (3.8%) (3.7%) (4.5%) (4.6%) (3.2%) (5.2%) (6.6%)
West South Central 1,844,545 1,500,312 1,333,269 167,043 344,233 99,919 225,925 18,389
** (5.7%) (5.4%) (5.3%) (6.3%) (7.3%) (6.4%) (7.9%) (6.8%)
Mountain 1,766,043 1,447,041 1,206,485 240,556 319,001 174,287 119,073 25,641
(8.8%) (8.6%) (8.4%) (9.8%) (9.6%) (11.0%) (7.8%) (10.6%)
Pacific 3,914,471 3,577,893 3,283,374 294,519 336,578 244,618 72,233 19,727
e (8.8%) (8.5%) (8.4%) (10.3%) (13.4%) (13.9%) (11.9%) (13.7%)

Data source: National Survey on Drug Use and Health (NSDUH), 2016-2019.

2. 2013 Rural Urban Continuum Codes (RUCC) used to determine geographic categories as follows: urban overall, which includes large metro (codes 1-2)
and small metro (code 3); and rural overall, which includes urbanized nonmetro (codes 4-5), less urbanized nonmetro (codes 6-7), and completely rural
(codes 8-9).

b. 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.

€. DS (Data Suppressed) - Data are suppressed in cells with an insufficient sample size.

Differences were statistically significant between urban and rural counties overall at the following levels: *p<.05, **p<.01, ***p<.001.

Figure 1. Percentage of Adults Reporting Lifetime Methamphetamine Use in Urban and Rural Counties,?

2016-2019

7.0%
6.8%

6.6% 6.5%
6.1%
5.5%
I | |
Total U.S. Urban overall Large metro Smallmetro Rural overall Urbanized Less urbanized Completely rural
* k¥ * k¥

Data source: National Survey on Drug Use and Health (NSDUH), 2016-2019.

8- 2013 Rural-Urban Continuum Codes (RUCC) used to determine geographic categories as follows: urban overall, which includes large metro (codes
1-2) and small metro (code 3); and rural overall, which includes urbanized nonmetro (codes 4-5), less urbanized nonmetro (codes 6-7), and completely
rural (codes 8-9).

Differences were statistically significant between urban and rural counties overall at the following levels: *p<.05, **p<.01, ***p<.001.

/ \WWAMI-rurtheaIth Policy Report ® February 2026
‘ k researchcenter




Figure 2. Percentage of Adults Reporting Lifetime Methamphetamine Use in Urban and Rural Counties?
by Census Division,P 2016-2019

13.4%
9.6%
8.6% 8.5%
7.6%
7.3%
6.8% 6.8% 6.4% "
. .
5.3% 5-8% 5.2% 5.4%
4.7% 4.7% 4.6%
I 32%' 3.5%I 3.6% i I I
Total U.S. New England  Middle Atlantic East North West North East South South Atlantic West South Mountain Pacific
ok * Central Central Central Central *xx
kKK *k

B Urban MRural

Data source: National Survey on Drug Use and Health (NSDUH), 2016-2019.

a. 2013 Rural-Urban Continuum Codes (RUCC) used to determine geographic categories as follows: urban overall, which includes large metro
(codes 1-2) and small metro (code 3); and rural overall, which includes urbanized nonmetro (codes 4-5), less urbanized nonmetro (codes 6-7), and
completely rural (codes 8-9).

b. 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.

Differences were statistically significant between urban and rural counties overall and by U.S. Census Division at the following levels: *p<.05,
**p<.01, ***p<.001.

Lifetime Methamphetamine Use by State

Table 4 displays a rural-urban comparison of lifetime methamphetamine use by state. Nine states had significant rural-
urban differences in lifetime methamphetamine use. Lifetime methamphetamine use was higher in rural than urban
counties in California, Florida, lllinois, Indiana, Missouri, Nevada, and New York (p<.01). Notably, more than one in five rural
Californians reported lifetime methamphetamine use (21.6%), compared to 8.1% of urban Californians. Conversely, lifetime

methamphetamine use was higher in urban Idaho and Maine than in those states’ rural counties (p<.01).

Table 4. Percentage of Adults Reporting Lifetime Methamphetamine Use by State in Urban and Rural
Counties,® 2016-2019

Census Division Overall Overall Overall p-value
State N % N % N %

New England 434,714 3.4% 366,525 3.2% 68,819 4.7% ns
Connecticut 56,758 1.9% 55,367 1.9% DSb DSb -
Maine 54,607 4.7% 37,691 5.5% 16,916 3.5% .035
Massachusetts 209,378 3.5% 204,914 3.5% DSb DSb -
New Hampshire 59,186 5.1% 34,415 4.7% 24,771 57% ns
Rhode Island 24,957 2.7% 24,957 2.7% NAC NAc --
Vermont 29,829 5.5% 9,181 5.2% 20,648 5.6% ns

Middle Atlantic 1,253,871 3.6% 1,135,836 3.5% 118,035 4.7% ns
New Jersey 254,388 3.4% 254,388 3.4% NAC NAC -
New York 402,526 2.4% 358,735 2.3% 43,791 3.7% .045
Pennsylvania 596,958 5.5% 522,714 5.5% 74,244 5.6% ns

Table 4 continued next page
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Table 4 continued

Table 4. Percentage of Adults Reporting Lifetime Methamphetamine Use by State in Urban and Rural
Counties,® 2016-2019
Census Division Overall Overall Overall p-value
SIS I T
East North Central 1,590,116 4.0% 1,159,636 3.6% 430,480 5.8%
Indiana 350,320 6.3% 231,866 5.3% 118,454 9.9% <.OO1
lllinois 305,128 2.9% 230,588 2.4% 74,540 6.3% <.001
Michigan 303,194 3.6% 234,696 3.4% 68,498 4.3% ns
Ohio 436,578 4.5% 335,572 4.4% 101,006 4.8% ns
Wisconsin 194,897 4.0% 126,914 3.6% 67,983 51% ns
West North Central 1,242,348 7.0% 855,815 6.8% 386,533 7.6% ns
lowa 181,332 6.9% 114,359 7.0% 66,974 6.8% ns
Kansas 183,702 7.7% 122,496 7.5% 61,206 8.2% ns
Minnesota 339,057 7.3% 273,943 7.2% 65,114 7.7% ns
Missouri 352,779 6.9% 240,740 6.2% 112,039 9.1% .011
Nebraska 92,788 5.9% 56,600 5.8% 36,189 6.1% ns
North Dakota 39,952 6.5% 18,963 6.1% 20,989 6.8% ns
South Dakota 52,737 7.4% 28,714 7.9% 24,023 6.9% ns
South Atlantic 2,111,076 3.9% 1,806,483 3.8% 304,593 4.6% ns
Delaware 53,044 6.5% 53,044 6.5% NAc NAc --
District of Columbia 15,282 2.6% 15,282 2.6% NAC NAC --
Florida 670,303 3.7% 638,750 3.7% 31,553 6.1% <.001
Georgia 373,153 4.3% 296,498 4.1% 76,655 5.6% ns
Maryland 141,197 2.8% 134,252 2.7% DSk DSk -
North Carolina 329,357 3.8% 24,9040 3.7% 80,318 4.2% ns
South Carolina 188,781 4.5% 158,961 4.8% 29,820 3.1% ns
Virginia 250,336 3.6% 199,459 3.4% 50,877 4.5% ns
West Virginia 89,622 5.8% 61,197 6.3% 28,426 5.0% ns
East South Central 882,797 5.6% 554,741 5.2% 328,057 6.4% ns
Alabama 235,699 5.8% 167,701 5.3% 67,998 7.6% ns
Kentucky 225,893 6.1% 121,723 5.7% 104,169 6.6% ns
Mississippi 120,979 4.9% 61,670 5.3% 59.,310 4.6% ns
Tennessee 300,226 5.3% 203,647 4.8% 96,579 7.0% ns
West South Central 1,844,545 5.7% 1,500,312 5.4% 344,233 7.3% ns
Arkansas 201,546 8.1% 126,713 8.0% 74,833 8.3% ns
Louisiana 189,097 4.9% 160,789 5.1% 28,307 4.3% ns
Oklahoma 291,163 9.0% 175,012 8.8% 116,150 9.4% ns
Texas 1,162,740 5.0% 1,037,797 4.9% 124,943 6.5% ns
Mountain 1,766,043 8.8% 1,447,041 8.6% 319,001 9.6% ns
Arizona 537,464 9.1% 499,117 9.0% 38,346 11.3% ns
Colorado 394,041 8.3% 341,341 8.2% 52,700 9.2% ns
Idaho 130,782 9.2% 90,999 10.0% 39,783 7.7% .026
Montana 96,423 10.9% 35,311 11.5% 61,112 10.5% ns
New Mexico 165,929 9.6% 115,700 9.6% 50,229 9.4% ns
Nevada 253,324 10.1% 216,071 9.5% 37,253 15.1% .034
Utah 146,702 5.9% 134,816 5.9% 11,886 5.6% ns
Wyoming 41,378 8.6% 13,685 10.0% 27,693 8.1% ns
Pacific 3,914,471 8.8% 3,577,893 8.5% 336,578 13.4% ns
Alaska 50,966 8.7% 34,644 8.7% 16,322 8.8% ns
California 2,773,790 8.4% 2,611,263 8.1% 162,526 21.6% <.001
Hawaii 100,437 8.7% 74,573 8.1% 25,864 11.0% ns
Oregon 416,821 11.8% 348,652 11.8% 68,169 11.4% ns
Washington 572,457 9.2% 508,761 9.2% 63,696 8.6% ns
Data source: National Survey on Drug Use and Health (NSDUH), 2016-2019. Abbreviations: ns = non-significance at p<.05; DS = data suppressed; NA =
not applicable.
a. 2013 Rural-Urban Continuum Codes (RUCC) used to determine geographic categories as follows: urban overall, which includes large metro (codes 1-2)
and small metro (code 3); and rural overall, which includes urbanized nonmetro (codes 4-5), less urbanized nonmetro (codes 6-7), and completely rural
(codes 8-9).
b. DS (Data Suppressed) - Data is suppressed in cells with an insufficient sample size.
¢ NA (Not Applicable) — Delaware, District of Columbia, New Jersey, and Rhode Island do not have any nonmetro counties.
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Past Year Methamphetamine Use Table 5. Percentage of Adults Reporting Past Year
Methamphetamine Use in Urban and Rural Counties,®

One percent of American adults living in rural
2016-2019

counties reported methamphetamine use in

the past year, compared to 0.6% living in urban _“ -

counties (p<.001, Table 5 and Figure 3). Among

L . . Total U.S. 1,722,524 0.6%

Census Divisions, overall and in rural counties, the

Geography

prevalence of past-year methamphetamine use was
] o Urban overall*** 1,348,097 0.6%
lower in New England than all other Census Divisions Large metro 1,158,896 0.6%
O,
except the Middle Atlantic (p<.001, Figure 4). No Small metro 189,201 0.8%
- . . Rural overall*** 374,427 1.0%
additional patterns in past year methamphetamine Urbanized 148,851 0%
use were identified across Census Divisions. Less urbanized 189,747 1.0%
Completely rural 35,829 1.0%

Data source: National Survey on Drug Use and Health (NSDUH), 2016-2019.

@. 2013 Rural-Urban Continuum Codes (RUCC) used to determine geographic
categories as follows: urban overall, which includes large metro (codes 1-2)

and small metro (code 3); and rural overall, which includes urbanized nonmetro
(codes 4-5), less urbanized nonmetro (codes 6-7), and completely rural (codes
8-9).

Differences were statistically significant between urban and rural counties overall
at the following levels: *p<.05, **p<.01, ***p<.001.

Figure 3. Percentage of Adults Reporting Past Year Methamphetamine Use in Urban and Rural Counties,@ 2016-2019

1.0% 1.0% 1.0%
0.9%
0.8%
0.6% 0.6% 0.6%
Total U.S. Urban overall Large metro Smallmetro Rural overall Urbanized Lessurbanized Completely rural
* kK * kK

Data source: National Survey on Drug Use and Health (NSDUH), 2016-2019.

a- 2013 Rural-Urban Continuum Codes (RUCC) used to determine geographic categories as follows: urban overall, which includes large metro (codes 1-2)
and small metro (code 3); and rural overall, which includes urbanized nonmetro (codes 4-5), less urbanized nonmetro (codes 6-7), and completely rural
(codes 8-9).

Differences were statistically significant between urban and rural counties overall at the following levels: *p=<.05, **p=<.01, ***p<.001.
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Figure 4. Percentage of Adults Reporting Past Year Methamphetamine Use in Urban and Rural Counties? by Census
Division,P 2016-2019

1.4%

1.3%

0,
1.2% 1.1%

1.1%

1.0% 1.0% 1.0%
0.8%
0.7% 0.7%
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o
0.5% 0.4%
0.3%
0.2% 0.3%
Total U.S. New England  Middle Atlantic East North West North East South South Atlantic West South Mountain Pacific
*x* *xx Central Central Central * Central

* % * ¥

m Urban = Rural

Data source: National Survey on Drug Use and Health (NSDUH), 2016-2019.

2. 2013 Rural-Urban Continuum Codes (RUCC) used to determine geographic categories as follows: urban overall, which includes large metro
(codes 1-2) and small metro (code 3); and rural overall, which includes urbanized nonmetro (codes 4-5), less urbanized nonmetro (codes 6-7), and
completely rural (codes 8-9).

b. 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.

Differences were statistically significant between urban and rural counties overall and by U.S. Census Division at the following levels: *p<.05,
**p<.01, ***p<.001.
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Past Year Methamphetamine Use Disorder

One-third of a percent of respondents (0.3%) met the
diagnostic criteria for past year MUD. The prevalence

Table 6. Percentage of Adults Reporting Past Year
Methamphetamine Use Disorder (MUD) in Urban and
Rural Counties,@ 2016-2019

of MUD was consistent across all rural county types _“ o
‘o
(0.6%), which was twice that of the overall urban rate
Oy
of 0.3% (p<.001). Among urban counties, small metro :’tal U'S"‘ 936,816 0-3%
) ) eography
counties had higher rates of past year MUD (0.4%)
. o . Urban overall*** 706,287 0.3%
than large metro counties (0.3%) (p=0.045), which had Large metro 607,519 0.3%
the lowest rates of past year MUD overall (Table 6 Small metro 78,768 0.4%
and Figure 5). Rural overall*** 230,529 0.6%
Urbanized 89,463 0.6%
Less urbanized 118,163 0.6%
Completely rural 22,723 0.6%

Data source: National Survey on Drug Use and Health (NSDUH), 2016-2019.

@. 2013 Rural-Urban Continuum Codes (RUCC) used to determine geographic
categories as follows: urban overall, which includes large metro (codes 1-2) and
small metro (code 3); and rural overall, which includes urbanized nonmetro (codes
4-5), less urbanized nonmetro (codes 6-7), and completely rural (codes 8-9).
Differences were statistically significant between urban and rural counties overall
at the following levels: *p<.05, **p<.01, ***p<.001.

Figure 5. Percentage of Adults Reporting Past Year Methamphetamine Use Disorder (MUD) in Urban and Rural

Counties,@ 2016-2019

0.6% 0.6% 0.6% 0.6%
0.4%
0.3% 0.3% 0.3%
Total U.S. Urban overall Large metro Smallmetro Rural overall Urbanized Less urbanized Completely rural
kK * %k
Data source: National Survey on Drug Use and Health (NSDUH), 2016-2019,
@- 2013 Rural-Urban Continuum Codes (RUCC) used to determine geographic categories as follows: urban overall, which includes large metro
(codes 1-2) and small metro (code 3); and rural overall, which includes urbanized nonmetro (codes 4-5), less urbanized nonmetro (codes 6-7),
and completely rural (codes 8-9).
Differences were statistically significant between urban and rural counties overall at the following levels: *p<.05, **p<.01, ***p<.001.
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Methamphetamine Use With a Needle

Overall, 13.5% of survey respondents who had
used methamphetamine in their lifetime reported
injecting the drug with a needle. Reported rates of
methamphetamine use with a needle were higher
in rural counties at 16.6%, compared to 12.8% in
urban counties (p<.001). There were no significant
differences across rural counties. Within urban
counties, the rate of lifetime methamphetamine
use with a needle in small metro urban counties
(15.5%) exceeded that in large metro urban
counties (12.4%) (p<.001). Across all geographic
categories, the frequency of adults reporting
lifetime methamphetamine use with a needle was
lowest in large metro urban counties (p<.01 for all
comparisons, Table 7 and Figure 6).

Table 7. Percentage of Adults Reporting Lifetime
Methamphetamine Use With a Needle in Urban and
Rural Counties,@ 2016-2019

I T

Total U.S. 2,022,496 13.5%

Geography

Urban overall*** 1,584,976 12.8%
Large metro 1,350,723 12.4%
Small metro 234,253 15.5%

Rural overall*** 437,520 16.6%
Urbanized 162,072 14.0%
Less urbanized 223,777 18.2%
Completely rural 51,671 20.9%

Data source: National Survey on Drug Use and Health (NSDUH), 2016-2019.

3. 2013 Rural-Urban Continuum Codes (RUCC) used to determine geographic
categories as follows: urban overall, which includes large metro (codes 1-2) and
small metro (code 3); and rural overall, which includes urbanized nonmetro (codes
4-5), less urbanized nonmetro (codes 6-7), and completely rural (codes 8-9).
Differences were statistically significant between urban and rural counties overall
at the following levels: *p<.05, **p<.01, ***p<.001.

Figure 6. Percentage of Adults Reporting Lifetime Methamphetamine Use With a Needle in Urban and Rural

Counties,2 2016-2019

13.5%
12.8% 12.4%

20.9%

18.2%
16.6%

14.0%

Total U.S. Urban overall
* k%

Large metro

Smallmetro

Rural overall Urbanized Less urbanized

ok ok

Completely rural

Data source: National Survey on Drug Use and Health (NSDUH), 2016-2019

3. 2013 Rural-Urban Continuum Codes (RUCC) used to determine geographic categories as follows: urban overall, which includes large metro
(codes 1-2) and small metro (code 3); and rural overall, which includes urbanized nonmetro (codes 4-5), less urbanized nonmetro (codes 6-7),
and completely rural (codes 8-9).

Differences were statistically significant between urban and rural counties overall at the following levels: *p<.05, **p<.01, ***p<.001.

Policy Report ® February 2026

/A\WWAMI -ruralhealth
researchcenter 12



Alcohol and Methamphetamine Use
Table 8. Percentage of Adults Reporting Most Recent

One_tenth Of a percent of Survey respondents A|C0ho| Use WaS With Methamphetamine in Ul‘ban and

reported that their most recent alcohol use also Rural Counties,® 2016-2019

involved methamphetamine use. Two-tenths of _“
. . %
a percent of people in rural counties reported

this compared to 0.1% of respondents in urban Total U.S. 257,368 0.1%
. . Geograph
counties (p=.003). There were no significant 9rapy
differences in reported alcohol use with Urban overall™ 195,318 0.1%
P Large metro 168,254 0.1%
methamphetamine involvement rates between Small metro 27,061 0.1%
urbanized and less urbanized rural counties Rural overall** 62,052 0.2%
X Urbanized 23,918 0.2%
(Table 8 and Figure 7). Data for completely rural Less urbanized 31231 0.2%
counties were suppressed due to an insufficient Completely rural Dsb Dse

sample size.
Data source: National Survey on Drug Use and Health (NSDUH), 2016-2019.

@- 2013 Rural-Urban Continuum Codes (RUCC) used to determine geographic
categories as follows: urban overall, which includes large metro (codes 1-2) and
small metro (code 3); and rural overall, which includes urbanized nonmetro (codes
4-5), less urbanized nonmetro (codes 6-7), and completely rural (codes 8-9).

b. DS (Data Suppressed) - Data are suppressed in cells with an insufficient sample
size.

Differences were statistically significant between urban and rural counties overall
at the following levels: *p<.05, **p<.01, ***p<.001.

Figure 7. Percentage of Adults Reporting Most Recent Alcohol Use Was With Methamphetamine in Urban and Rural

Counties,® 2016-2019

0.2% 0.2% 0.2%
0.1% 0.1% 0.1% 0.1%
Total U.S. Urban overall Large metro Smallmetro Rural overall Urbanized Less urbanized Completely rural®
* % * %
Data source: National Survey on Drug Use and Health (NSDUH), 2016-2019.
8- 2013 Rural-Urban Continuum Codes (RUCC) used to determine geographic categories as follows: urban overall, which includes large metro
(codes 1-2) and small metro (code 3); and rural overall, which includes urbanized nonmetro (codes 4-5), less urbanized nonmetro (codes 6-7),
and completely rural (codes 8-9).
b. Data are suppressed in cells with an insufficient sample size.
Differences were statistically significant between urban and rural counties overall at the following level: *p<.05, **p<.01, ***p<.001.
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Methamphetamine Use and Mental lliness Table 9. Percentage of Adults Reporting Past Year

Mental lliness and a Major Depressive Episode and
Methamphetamine Use in Urban and Rural Counties,®

2016-2019
mental illness and a major depressive episode in the

past year (59.0% urban; 59.4% rural). There were no _“ %

Over half of respondents (59.1%) who reported using
methamphetamine in the past year also reported a

significant differences between rural and urban rates Total U.S. 983,600 59.1%
of methamphetamine use and mental illness (Table Geography

9 and Figure 8). Urban overall 769,173 59.0%

Large metro 652,600 58.3%

Small metro 116,573 63.2%

Rural overall 214,427 59.4%

Urbanized 81,203 56.7%

Less urbanized 113,139 61.4%

Completely rural 20,086 60.0%

Data source: National Survey on Drug Use and Health (NSDUH), 2016-2019.
3. 2013 Rural-Urban Continuum Codes (RUCC) used to determine geographic
categories as follows: urban overall, which includes large metro (codes 1-2) and
small metro (code 3); and rural overall, which includes urbanized nonmetro (codes
4-5), less urbanized nonmetro (codes 6-7), and completely rural (codes 8-9).

Figure 8. Percentage of Adults Reporting Past Year Mental lliness and a Major Depressive Episode and

Methamphetamine Use in Urban and Rural Counties,2 2016-2019

63.2%

61.4%

60.0%

59.1% 59.1% 59.4%

58.3%
56.7%

Total U.S. Urban overall Large metro Smallmetro Rural overall Urbanized Lessurbanized Completely rural

Data source: National Survey on Drug Use and Health (NSDUH), 2016-2019.

@. 2013 Rural-Urban Continuum Codes (RUCC) used to determine geographic categories as follows: urban overall, which includes large metro
(codes 1-2) and small metro (code 3); and rural overall, which includes urbanized nonmetro (codes 4-5), less urbanized nonmetro (codes 6-7), and
completely rural (codes 8-9).

/ \WWAMI-rurtheaIth Policy Report ® February 2026
‘ l researchcenter 14



Methamphetamine Use Disorder (MUD) and
Table 10. Percentage of Adults Reporting Mental

lliness and a Major Depressive Episode with Past Year
More than two-thirds (69.1%) of respondents with Methamphetamine Use Disorder (MUD) in Urban and

. a2 i
past year MUD also reported a mental illness and Rural Counties,? 2016-2019

a major depressive episode in the past year. There _“ %

Mental lliness

were no statistically significant differences between Total U.S. 628,921 69.1%
rural (59.4%) and urban (59.1%) rates of mental illness Geography

with major depressive episode in those with past year Urban overall 478,347 69.5%

MUD (Table 10 and Figure 9). Large metro 409,854 69.3%

Small metro 68,493 71.1%

Rural overall 150,573 67.8%

Urbanized 52,145 60.6%

Less urbanized 82,776 72.0%

Completely rural 15,652 73.8%

Data source: National Survey on Drug Use and Health (NSDUH), 2016-2019.
3. 2013 Rural-Urban Continuum Codes (RUCC) used to determine geographic
categories as follows: urban overall, which includes large metro (codes 1-2) and
small metro (code 3); and rural overall, which includes urbanized nonmetro (codes
4-5), less urbanized nonmetro (codes 6-7), and completely rural (codes 8-9).

Figure 9. Percentage of Adults Reporting Mental lliness and a Major Depressive Episode With Past Year

Methamphetamine Use Disorder (MUD) in Urban and Rural Counties,@ 2016-2019

73.8%
o 71.1% 72.0%
69.1% 69.5% 69.3% 67.8%
I I |
Total U.S. Urban overall Large metro Smallmetro Rural overall Urbanized Less urbanized Completely rural

Data source: National Survey on Drug Use and Health (NSDUH), 2016-2019.
@- Rural-Urban Continuum Codes (RUCC) used to determine geographic categories as follows: urban overall, which includes large metro
(codes 1-2) and small metro (code 3); and rural overall, which includes urbanized nonmetro (codes 4-5), less urbanized nonmetro (codes
6-7), and completely rural (codes 8-9).
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Suicide and Suicidal Ideation With Past

. Table 11. Percentage of Adults Reporting Serious
Year Methamphetamine Use

Thoughts of Suicide, Made Suicide Plans, or
Attempted Suicide in Past Year, With Past Year

Nearl -quarter (23.9%) of dent
early one-quarter ( ) of survey respondents Methamphetamine Use in Urban and Rural Counties,?

who reported past year methamphetamine 2016-2019
use also reported serious thoughts of suicide,

0,
made suicide plans, or attempted suicide in the _“ %
past year. There were no significant differences Total U.S. 395,194 23.9%
between urban and rural rates of thoughts, plans, Geography
or attempts of suicide with methamphetamine Urban overall 313,619 24.3%

Large metro 27,3150 24.6%

use (24.3% urban vs. 22.7% rural) and no Small metro 40,469 22.3%
differences across rural geographies (Table 11 Rural overall 81,575 22.7%
: Urbanized 26,325 18.4%

and Figure 10). Less urbanized 51,391 28.2%
Completely rural 3,860 11.5%

Data source: National Survey on Drug Use and Health (NSDUH), 2016-2019.
@. 2013 Rural-Urban Continuum Codes (RUCC) used to determine geographic
categories as follows: urban overall, which includes large metro (codes 1-2) and
small metro (code 3); and rural overall, which includes urbanized nonmetro (codes
4-5), less urbanized nonmetro (codes 6-7), and completely rural (codes 8-9).

Figure 10. Percentage of Adults Reporting Serious Thoughts of Suicide, Made Suicide Plans, or Attempted

Suicide in Past Year, With Past Year Methamphetamine Use in Urban and Rural Counties,® 2016-2019

28.2%
23.9% 24.3% 24.6%
22.3% 22.7%
18.4%
11.5%
Total U.S. Urban overall Large metro Smallmetro Rural overall Urbanized Less urbanized Completely rural

Data source: National Survey on Drug Use and Health (NSDUH), 2016-2019.

@. 2013 Rural-Urban Continuum Codes (RUCC) used to determine geographic categories as follows: urban overall, which includes large metro
(codes 1-2) and small metro (code 3); and rural overall, which includes urbanized nonmetro (codes 4-5), less urbanized nonmetro (codes 6-7),
and completely rural (codes 8-9).
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Suicid d Suicidal Ideation With Past
uicide an ulcida eation ¥¥i as Table 12. Percentage of Adults Reporting Serious

Year Methamphetamine Use Disorder Thoughts of Suicide, Made Any Suicide Plans, or
(MUD) Attempted Suicide in Past Year, With Past Year

Methamphetamine Use Disorder (MUD) in Urban and
More than one-fourth (28.8%) of respondents Rural Counties,@ 2016-2019

with MUD in the past year also reported suicidal

thoughts, plans for suicide, or attempted suicide in _“ %

the past year. There were no significant differences Total U.S. 260,146 28.8%
between urban and rural counties (29.6% urban; Geography
26.5% rural). Across rural counties, less urbanized Urban overall 201,484 29.6%
. L . Large metro 177,300 30.2%
rural counties had significantly higher rates than Small metro 24.184 25.8%
urbanized rural counties (p<.001). Data were Rural overall 58,662 26.5%
suppressed for completely rural counties due to an Urbanized *** 20,371 23.7%
] pp. ) p y ) Less urbanized *** 37,045 32.6%
insufficient sample size (Table 12 and Figure 11). Completely rural DsP DsP

Data source: National Survey on Drug Use and Health (NSDUH), 2016-2019.

@. 2013 Rural-Urban Continuum Codes (RUCC) used to determine geographic
categories as follows: urban overall, which includes large metro (codes 1-2)
and small metro (code 3); and rural overall, which includes urbanized nonmetro
(codes 4-5), less urbanized nonmetro (codes 6-7), and completely rural (codes
8-9).

b. DS (Data Suppressed) - Data are suppressed in cells with an insufficient
sample size.

Differences were statistically significant between Urbanized and Less urbanized
rural counties overall at the following levels: *p<.05, **p=<.01, ***p<.001.

Figure 11. Percentage of Adults Reporting Serious Thoughts of Suicide, Made Any Suicide Plans, or Attempted Suicide

in Past Year, With Past Year Methamphetamine Use Disorder (MUD) in Urban and Rural Counties,? 2016-2019

32.6%
9 30.2%
28.8% 29.6%
0y
25.8% 26.5%
23.7%
TotalU.S. Urban overall Large metro Smallmetro Rural overall Urbanized Less urbanized Completely rural®
* k% * %k k
Data source: National Survey on Drug Use and Health (NSDUH), 2016-2019.
2. 2013 Rural-Urban Continuum Codes (RUCC) used to determine geographic categories as follows: urban overall, which includes large metro
(codes 1-2) and small metro (code 3) and rural overall, which includes urbanized nonmetro (codes 4-5), less urbanized nonmetro (codes 6-7), and
completely rural (codes 8-9).
b Data are suppressed in cells with an insufficient sample size.
Differences were statistically significant between Urbanized and Less urbanized rural counties at the following levels: *p<.05, **p<.01,
* Kk
p=.001.
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Treatment for Methamphetamine Use

. Table 13. Percentage of Persons 12 or Older
Disorder (MUD)

Reporting Last or Current Treatment Received Was
for Methamphetamine Use Disorder (MUD) in the Past

A le wh ived subst treat t
mong people who received stbstance use treatmen Year in Urban and Rural Counties,® 2016-2019

in the past year, there were significantly higher rates

of treatment for MUD in rural counties (13.0%) than _“ %

in urban counties (8.2%) (p<.001). There were no

Total U.S. 513,156 8.9%
significant differences between urbanized and less Geography
urbanized rural counties. Data were suppressed for Urban overall= 401,434 8.2%
completely rural counties due to small cell counts Large metro 347178 7.9%
. Small metro 54,256 10.3%
(Table 13 and Figure 12).
Rural overall*** 111,722 13.0%
Urbanized 46,206 12.4%
Less urbanized 60,073 14.1%
Completely rural DSb DSk

Data source: National Survey on Drug Use and Health (NSDUH), 2016-2019.

@. 2013 Rural-Urban Continuum Codes (RUCC) used to determine geographic
categories as follows: urban overall, which includes large metro (codes 1-2)
and small metro (code 3); and rural overall, which includes urbanized nonmetro
(codes 4-5), less urbanized nonmetro (codes 6-7), and completely rural (codes
8-9).

b. DS (Data Suppressed) - Data are suppressed in cells with an insufficient
sample size.

Differences were statistically significant between urban and rural counties over-
all at the following levels: *p<.05, **p<.01, ***p<.001.

Figure 12. Percentage of Persons 12 Years or Older Reporting Last or Current Treatment Received Was for

Methamphetamine Use Disorder (MUD) in the Past Year in Urban and Rural Counties,® 2016-2019

14.1%
13.0%
12.4%
10.3%
8.9%
8.2% 2.9%
Total U.S. Urban overall Large metro Small metro Rural overall Urbanized Less urbanized Completely rural®

* %k %k k
Data source: National Survey on Drug Use and Health (NSDUH), 2016-2019.
@. 2013 Rural-Urban Continuum Codes (RUCC) used to determine geographic categories as follows: urban overall, which includes large metro
(codes 1-2) and small metro (code 3); and rural overall, which includes urbanized nonmetro (codes 4-5), less urbanized nonmetro (codes 6-7),
and completely rural (codes 8-9).
b. Data are suppressed in cells with an insufficient sample size.
Statistically significant differences between urban and rural counties overall at the following levels: *p<.05, **p<.01, ***p<.001.
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Last or Current Substance Use Treatment
Table 14. Last or Current Substance Use Treatment

for Methamphetamine Use Disorder Received Was for Methamphetamine Among Persons

(MUD) at a Specialty Facility 12 or Older Receiving Substance Use Treatment in
. ) the Past Year Was at a Specialty Facility in Urban and
One-quarter (26.0%) of people in rural counties Rural Counties.@ 2016-2019

who reported receiving substance use treatment

at a specialty facility in the previous year were _“ o

treated for MUD, compared to less than one-

Total U.S. 397,007 18.5%
, . . o
fifth of people in urban counties (17.0%) (p<.001). Geography
There were no S|9n|f|cant dlfferenc:?s in this Urban overal [ 207,819 17.0%
rate among urbanized and less urbanized rural Large metro 268,559 16.6%
. Small metro 39,259 21.0%
counties. Data were suppressed for completely
. Rural overall*** 89,188 26.0%
rural counties due to small cell counts (Table 14 Urbanized 39456 25 0%
and Figure 13). Less urbanized 47,268 28.8%
Completely rural DSb DSb

Data source: National Survey on Drug Use and Health (NSDUH), 2016-2019.

3. 2013 Rural-Urban Continuum Codes (RUCC) used to determine geographic
categories as follows: urban overall, which includes large metro (codes 1-2)
and small metro (code 3); and rural overall, which includes urbanized nonmetro
(codes 4-5), less urbanized nonmetro (codes 6-7), and completely rural (codes
8-9).

b. DS (Data Suppressed) - Data are suppressed in cells with an insufficient
sample size.

Differences were statistically significant between urban and rural counties
overall at the following levels: *p<.05, **p<.01, ***p<.001.

Figure 13. Last or Current Substance Use Treatment Received Was for Methamphetamine Among Persons 12 or Older

Receiving Substance Use Treatment in the Past Year Was at a Specialty Facility in Urban and Rural Counties,@ 2016-2019

28.8%
26.0%
25.0%
21.0%
18.5%
17.0% 16.6%
Total U.S. Urban overall Large metro Smallmetro Rural overall Urbanized Less urbanized Completely rural®
* %k k %k k
Data source: National Survey on Drug Use and Health (NSDUH), 2016-2019.
@. 2013 Rural-Urban Continuum Codes (RUCC) used to determine geographic categories as follows: Urban overall, which includes large metro
(codes 1-2) and small metro (code 3); and rural overall, which includes urbanized nonmetro (codes 4-5), less urbanized nonmetro (codes 6-7),
and completely rural (codes 8-9).
- Data are suppressed in cells with an insufficient sample size.
Differences were statistically significant between urban and rural counties overall at the following levels: *p<.05, **p<.01, ***p<.001.
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LIMITATIONS

To ensure respondent privacy, data from the NSDUH are suppressed when an individual unweighted cell count is less than
11. This policy disproportionately affects rural places and severely limits what can be reported about drug and alcohol use in
rural places from this national data source. Data on methamphetamine use in rural places was suppressed at both the state
and Census Division level. This inhibits the ability to provide data that would enable policymakers to target specific states
or regions of the country where the methamphetamine epidemic is most severe. National estimates for rural and urban
methamphetamine use show higher rates across rural counties, but without more specific data, it is impossible to know if
the higher rates are consistent across rural regions of the country. Addressing this data limitation will require larger survey

sample sizes and oversampling rural populations.

DISCUSSION

Lifetime methamphetamine use was higher in rural than urban counties, and was especially prevalent in the rural west,
with more than 10% of rural adults in Arizona, California, Hawaii, Montana, Nevada, and Oregon reporting lifetime
methamphetamine use. Past year methamphetamine use and past year MUD were also higher in rural areas, with similar
rates across sub rural geographies. In addition to higher rates of methamphetamine use in general, people in rural counties
more often reported risky methamphetamine use behaviors than those in urban areas, with higher rates of rural people

reporting that their last alcohol use was with methamphetamine, as well as lifetime methamphetamine use with a needle.

Mental illness comorbidities with past year methamphetamine and with past year MUD were extremely high, with over half
of these populations reporting mental illness and major depressive episode in the past year. These findings are consistent
nationwide and there were not rural-urban differences. Reported rates of mental illness and of thoughts, acts, or attempts
of suicide were higher for people with MUD than those with past year methamphetamine use. A study examining data from
the NSDUH for 2015 — 2019 found that 4.3% of adults in the U.S. reported suicidal thoughts in the past year, indicating that
people who use methamphetamine and people with MUD may experience higher rates of suicidal ideation than the general
population.33 Improving access to mental health treatment and crisis services could address a critical need for populations

who use methamphetamine.

Treatment for MUD was more frequently reported in rural counties than urban counties. There are limited treatment options
for MUD, and data have shown that methamphetamine use may decrease retention and initiation of medication treatment
in people who use opioids.'213 Over 40% of the Rural Communities Opioid Response Program (RCORP) grant recipients
reported that methamphetamine was a top concern in their service area, and felt it was the substance they had the least
capacity to address.34 Attention might be paid to the results of RCORP Psychostimulant grantees to see what successes and
challenges exist in their grant communities, as well as the successes of opioid focused grant recipients. Given the high rates
of lifetime methamphetamine use with needles in rural communities, implementing harm reduction practices could be an
effective use of resources in areas where treatment options for methamphetamine use are scarce. Additionally, CM might

be explored as a viable option for decreasing methamphetamine use.

Addressing the methamphetamine crisis in rural places requires data to identify areas of greatest need, given regional
variation in the prevalence of methamphetamine use, methods of use, and treatment challenges. While the NSDUH survey is
a comprehensive instrument, its rural sample sizes are inadequate to provide information necessary for researchers and policy
makers to tailor responses to rural and sub rural populations. More robust and accessible rural data about methamphetamine
use might be needed to monitor and act on this important health concern.
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CONCLUSIONS AND POLICY IMPLICATIONS

Rural communities face a higher burden of methamphetamine use and have less robust behavioral health care resources than
urban communities. In addition to more overall methamphetamine use and higher rates of MUD, people living in rural areas
report participating in riskier methamphetamine use (ie, needle use, and methamphetamine use with alcohol). The burden
of mental illness and mental health concerns is particularly high in people who use methamphetamine, both in rural and
urban areas. Policy efforts to address methamphetamine use in rural communities could focus on harm reduction techniques
and addressing mental health needs. Data suggests that methamphetamine use in rural areas is closely tied to opioid use;
efforts might be made to address the use of both substances concurrently.
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APPENDIX

Table A1. National Survey on Drug Use and Health (NSDUH)2 Measures

Measure Description

Methamphetamine use Measures of use of methamphetamine in the respondent’s lifetime, the past year, and the past
month were derived from responses to the questions about lifetime and recency of use (eg, "how
long has it been since you last used methamphetamine?”). The question about recency of use was
asked if respondents previously reported any use of methamphetamine in their lifetime. Starting in
2015, respondents were asked about their use of methamphetamine separate from questions about
their misuse of prescription stimulants.

Methamphetamine use disorder Methamphetamine use disorder was defined as meeting criteria in the Diagnostic and Statistical
Manual of Mental Disorders, 4th edition (DSM-IV),0 for either dependence or abuse for
methamphetamine. Respondents who used methamphetamine in the past 12 months (including
those who reported using methamphetamine with a needle in that period) were defined as

having dependence if they met three or more of the following seven criteria: (1) spent a lot of

time engaging in activities related to methamphetamine use, (2) used methamphetamine in

greater quantities or for a longer time than intended, (3) developed tolerance (ie, needing to use
methamphetamine more than before to get desired effects or noticing that the same amount of
methamphetamine use had less effect than before), (4) made unsuccessful attempts to cut down on
methamphetamine use, (5) continued use despite physical health or emotional problems associated
with methamphetamine use, (6) reduced or eliminated participation in other activities because of
methamphetamine use, and (7) experienced withdrawal symptoms when respondents cut back

or stopped using methamphetamine. Respondents who used methamphetamine in the past 12
months and did not meet criteria for methamphetamine dependence were defined as having abuse
if they reported one or more of the following: (1) problems at work, home, and school because of
methamphetamine use; (2) regularly using methamphetamine and then doing something physically
dangerous; (3) repeated trouble with the law because of methamphetamine use; and (4) continued
use of methamphetamine despite problems with family or friends.

Alcohol use in combination with illicit drug use | Starting in 2015, respondents were defined as having alcohol use in combination with illicit drug use
if they reported using one or more of six selected illicit drugs with their last alcohol use or within a
couple of hours of drinking alcohol. The selected illicit drugs respondents were asked about using
in combination with alcohol were marijuana, cocaine or crack, heroin, hallucinogens, inhalants,

and methamphetamine. Respondents who used both alcohol and selected illicit drugs in the past
month were asked about this behavior. Respondents could report the use of more than one selected
illicit drug in combination with alcohol. The definition since 2015 has not included alcohol use in
combination with prescription pain relievers, prescription tranquilizers, prescription stimulants,

or prescription sedatives because respondents were asked about misuse of these prescription
psychotherapeutic drugs in combination with alcohol at any point in the past 30 days (ie, not just the
last time they used alcohol).

Major depressive episode Individuals were defined as having had a lifetime major depressive episode (MDE) if they reported at
least five or more of the following nine symptoms nearly every day (except where noted) in the same
2-week period in his or her lifetime, in which at least one of the symptoms was a depressed mood

or loss of interest or pleasure in daily activities: (1) depressed mood most of the day; (2) markedly
diminished interest or pleasure in all or almost all activities most of the day; (3) significant weight loss
when not dieting or weight gain or decrease or increase in appetite; (4) insomnia or hypersomnia; (5)
psychomotor agitation or retardation; (6) fatigue or loss of energy; (7) feelings of worthlessness; (8)
diminished ability to think or concentrate or indecisiveness; and (9) recurrent thoughts of death or
recurrent suicide ideation. Unlike the other symptoms listed previously, recurrent thoughts of death
or suicidal ideation did not need to have occurred nearly every day.

This definition is based on the definition found in the Diagnostic and Statistical Manual of Mental
Disorders, 5th edition (DSM-5).€ Individuals were defined as having an MDE in the past year if they
(a) had a lifetime MDE, (b) had a period of time in the past 12 months when they felt depressed or
lost interest or pleasure in daily activities for 2 weeks or longer, and (c) reported during this period of
2 weeks or longer in the past 12 months they had “some of the other problems” they reported for

a lifetime MDE. Consistent with the DSM-5 criteria, NSDUH does not exclude MDEs that occurred
exclusively in the context of bereavement.
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Mental illness The definition of mental illness among adults aged 18 or older has two dimensions: (1) the
presence of a diagnosable mental, behavioral, or emotional disorder in the past year (excluding
developmental and substance use disorders) of sufficient duration to meet diagnostic criteria
specified within the diagnostic and statistical manual of mental disorders, 4th edition (DSM-IV)o;

and (2) the level of interference with or limitation of one or more major life activities resulting

from a disorder (functional impairment). A statistical model predicting the likelihood of having
mental illness was developed based on a subsample of adult NSDUH respondents from 2008 to
2012 who completed a clinical follow-up interview after the main NSDUH interview. The follow-

up interviews consisted of detailed mental health assessments administered by trained mental
health clinicians. The dependent variable for mental illness in the model was established through
the clinical interviews using modules from the Structured Clinical Interview for DSM-IV-TR Axis |
Disorders, Research Version, Non-patient Edition (SCID-I/NP) for the following past year disorders
or symptoms: major depressive disorder (including major depressive episode [MDE]), dysthymic
disorder, bipolar | disorder (including manic episode), specific phobia, social phobia, generalized
anxiety disorder, panic disorder (with and without agoraphobia), agoraphobia (without history of
panic disorder), obsessive-compulsive disorder, posttraumatic stress disorder, anorexia nervosa,
bulimia nervosa, adjustment disorder, and psychotic symptoms (ie, hallucinations or delusions). The
clinical interviews also included the Global Assessment of Functioning scale to measure functional
impairment. This model was used to predict each adult NSDUH respondent’s mental illness status
based on his or her responses to questions in the main NSDUH interview on psychological distress
(Kessler-6 scale), functional impairment (an abbreviated version of the World Health Organization
Disability Assessment Schedule), past year MDE, past year suicidal thoughts, and age. See Section
3.4.7 in the 2018 NSDUH methodological summary@ and definitions report for additional details on
the model and specifications.

Any mental illness (AMI) among adults was defined as adults aged 18 or older who currently or

at any time in the past year have had a diagnosable mental, behavioral, or emotional disorder as
defined above, regardless of the level of impairment in carrying out major life activities. AMI was
estimated based on a statistical model of a clinical diagnosis and responses to questions in the main
NSDUH interview on distress (Kessler-6 scale), impairment (truncated version of the world health
organization disability assessment schedule), past year major depressive episode, past year suicidal
thoughts, and age.

Suicide Adults aged 18 or older were asked whether they had seriously thought about killing themselves

at any time during the past 12 months. Respondents who reported seriously thinking about

killing themselves were then asked if they made any plans to kill themselves or if they tried to

kill themselves (regardless of whether they made a plan to kill themselves). Respondents who
attempted suicide were asked whether they had received medical attention from a health
professional, including whether they stayed overnight in a hospital in the past 12 months because of
a suicide attempt.

Treatment Respondents were defined as having received substance use treatment if they reported receiving
treatment in any of the following locations in the past 12 months for their use of illicit drugs,
alcohol use, or both illicit drug and alcohol use or if they received treatment for medical problems
associated with illicit drug or alcohol use: (1) a hospital overnight as an inpatient, (2) a residential
drug or alcohol rehabilitation facility where they stayed overnight, (3) a drug or alcohol rehabilitation
facility as an outpatient, (4) a mental health center or facility as an outpatient, (5) an emergency
room, (6) a private doctor’s office, (7) a prison or jail, (8) a self-help group (eg, alcoholics anonymous
or narcotics anonymous), or (9) some other place. Of these locations, drug or alcohol rehabilitation
facilities (inpatient or outpatient), hospitals (inpatient only), or mental health centers are considered
specialty substance use treatment facilities. Thus, substance use treatment received at a specialty
facility is included in estimates of substance use treatment received at any location.

3. National Survey on Drug Use and Health (NSDUH)30
b. psSm-Iv: Diagnostic and Statistical Manual of Mental Disorders3!
€. DSM-5: Diagnostic and Statistical Manual of Mental Disorders35
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