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Abstract

Purpose: More than 25% of US adults experience mental health or substance
use conditions annually, yet less than half receive treatment. This study ex-
plored how rural participants with behavioral health conditions pursue and
receive care, and it examined how these factors differed across American In-
dian (AI) and geographic subpopulations.
Methods: We undertook a qualitative follow-up study from a statewide sur-
vey of unmet mental health and substance use needs in South Dakota. We
conducted semistructured phone interviews with a purposive sample of key
informants with varying perceptions of need for mental health and substance
use treatment.
Results: We interviewed 33 participants with mental health (n = 18), sub-
stance use (n = 9), and co-occurring disorders (n = 6). Twenty participants
(61.0%) lived in rural communities that did not overlap with AI tribal land.
Twelve participants (34.3%) were AI, 8 of whom lived on a reservation
(24.2%). The discrepancy between actual and perceived treatment need was
related to how participants defined mental health, alcohol, and drug use “prob-
lems.” Mental health disorders and excessive alcohol consumption were seen
as a normal part of life in rural and reservation communities; seeking mental
health care or maintaining sobriety was viewed as the result of an individual’s
willpower and frequently related to a substantial life event (eg, childbirth). Par-
ticipants recommended treatment gaps be addressed through multicomponent
community-level interventions.
Discussion: This study describes how rural populations view mental health,
alcohol, and drug use. Enhancing access to care, addressing discordant percep-
tions, and improving community-based interventions may increase treatment
uptake.

Key words alcohol abuse, drug abuse, mental health, policy, qualitative
research.
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Nationwide, more than 25% of adults contend with a
mental health or substance use disorder annually, yet
less than half receive treatment.1,2 Specific population
groups, including individuals in rural communities
and/or of American Indian (AI) ethnicity, may experi-
ence even greater treatment gaps for these conditions.2-5

Rural adults, who comprise approximately 20% of the
US population, experience disparities in detection and
treatment of mental health and substance use disorders
compared to those who reside in urban settings.6-8 For
example, Ziller et al7 found that approximately 1 out of
3 (32%) urban mental health service users reported 1
or more office visits as compared to 1 out of 5 (23%)
rural mental health service users. In general, rural
residents with mental health disorders are more likely to
have co-occurring substance abuse disorders, and they
experience a higher prevalence of risk factors such as
poor health status and poverty.9 AI subpopulations, who
may also reside in rural areas, experience high rates of
mental health disorders, including post traumatic stress
disorder (PTSD) and suicidal behaviors,5,10 and they
are more likely to need treatment for alcohol or drug
abuse.11 In order to improve the health of rural and
underserved populations, it is necessary to address these
gaps in behavioral health service treatment.4,12

Behavioral health disparities for rural populations may
be driven by a combination of access barriers and per-
sonal perceptions and beliefs.8,13 Distance to services,
lacking or limited awareness of available resources, and
perceptions of provider shortages have been identified as
barriers in rural residents’ ability to seek care for men-
tal health issues.14-16 Treatment gaps may also be exac-
erbated by perceptions that the available care is below
quality standards,14 or by prevailing stigma against men-
tal health and substance use disorders.17-19 There is also
evidence that rural residents must reach a high need-for-
care threshold before seeking care.13,20 A recent survey of
more than 7,675 households in the rural state of South
Dakota found substantial discordance between respon-
dents with a positive clinical screen for behavioral health
conditions and their perceived need for treatment. In this
study, 12.2% screened positive for a mental health con-
dition and 42.3% screened positive for alcohol or drug
abuse; however, fewer than 4 out of 10 respondents
(36.2%) who screened positive for mental health condi-
tions and only 2 out of 100 (1.9%) who screened positive
for alcohol or drug abuse reported a perceived need for
treatment.21

If there is substantial discordance between clinical need
and individuals’ perceived need for care, policy initiatives
designed to improve health care delivery by increasing
access may be hindered. This perspective is particularly
salient given the changing landscape of behavioral health

services coverage and care delivery. Implementation of
the Affordable Care Act, in conjunction with the Men-
tal Health Parity and Addiction Equity Act of 2008, has
the potential to expand and support access to and treat-
ment for behavioral health disorders. However, if rural
populations do not perceive a need for treatment, policy
initiatives designed to expand access and improve insur-
ance benefits for behavioral health may have a relatively
small impact.

To better understand how rural populations perceive
treatment gaps for behavioral health conditions, we un-
dertook a qualitative study of residents in South Dakota
who screened positive for mental health and substance
abuse disorders on a prior statewide health survey.21

South Dakota is 1 of 15 states in the United States that
is more than 50% rural,22 and it is also home to 9
reservations and a sizeable AI population—almost 10%
of its residents.23 Our intent was to explore respondents’
mental and behavioral health challenges, any treatment
or support they sought, and the reasoning behind their
decisions. We were also interested in differences in
perspective by ethnicity (ie, AI vs white) and geographic
region (eg, rural land not overlapping with tribal lands vs
reservation areas). This research complements our larger,
statewide survey of unmet mental health and substance
use needs in South Dakota.21

Methods

We recruited participants from those completing the
South Dakota Health Survey (SDHS) who indicated will-
ingness to participate in additional research. We briefly
summarize the methods for the SDHS here; a full descrip-
tion is available elsewhere.21 The SDHS was a statewide,
multimode survey study designed to determine the pop-
ulation prevalence of unmet behavioral health needs
across the state.21 SDHS questions assessed behavioral
health condition prevalence, health services use, barriers
to care, and demographic characteristics of respondents.
Validated questions and response scales were used when
feasible (eg, patient health questionnaire for depression
and anxiety; primary care PTSD screen; Alcohol Use Dis-
orders Identification Test, AUDIT-C, screen for alcohol
consumption; and measures regarding drug use from the
National Survey on Drug Use and Health).24-26

SDHS surveys were administered by mail, telephone,
and in person to over 16,000 households across South
Dakota, with oversampling in rural and AI reservation
areas. Rurality was defined using the ZIP code version of
the Rural-Urban Commuting Areas (RUCAs) taxonomy
to cluster respondents into geographic categories based
on population size and commuting patterns.27,28 For this
qualitative study, urban included metropolitan cores and
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commuting patterns to areas with populations of 50,000
or more residents. Rural was defined as areas with 49,999
or fewer residents that did not overlap with AI tribal
land. We also created a distinct “reservation” category
for ZIP codes fully or partially overlapping with AI tribal
land. Prior to fielding surveys in tribal/reservation areas,
study investigators conducted outreach and secured
study approval from 7 of the 9 tribes in South Dakota;
participating tribes provided the research team with a
Tribal Council Resolution endorsing the study or a letter
of support from the Tribal Institutional Review Board or
the Tribal Chairman depending on standard processes.
The SDHS and follow-up interviews were only conducted
in tribal areas where approval was obtained.

Data from the SDHS provided critical information on
unmet mental health and substance use needs across
the state, but it also raised some important questions that
the survey itself could not answer. Most notably, anal-
ysis of SDHS results found that the majority (64%) of
those who screened positive for depression, anxiety, or
PTSD also reported that they had not needed any mental
health care in the last year. Similarly, 93% of those who
screened as very heavy drinkers (AUDIT-C scores of 9 or
more) reported no perceived need for alcohol use treat-
ment. Indeed, the percent of people who claimed they
needed mental health care in the last year (9.6%) was ac-
tually lower than the percent who reported having been
to the ER for a mental health condition in the same time
period (11.2%).

We wanted to understand the discordance between
results from our mental health and substance use
screenings and respondents’ self-assessments of whether
they needed care. To explore this discordance, we
identified a subset of survey respondents and conducted
key informant interviews designed to elicit in-depth
information on the relationship between behavioral
health challenges, perceived need, and whether someone
actually received care. The project was approved by the
Oregon Health & Science University Institutional Review
Board (IRB No. 9940).

Participants

We used a 3-step process to identify participants
(Figure 1). First, we identified respondents who indicated
a willingness to participate in additional studies (n =
1,922 of 7,675). Compared to the overall sample of SDHS
responders, willing respondents were more likely to be
female, younger, non white, and more likely to have
screened positive for a mental health condition. Second,
we clustered willing respondents with positive screens
(n = 421) into subcategories based on their screening re-
sults (ie, mental health, substance use, co-occurring dis-

orders) and their perceived need for treatment (ie, yes
need vs no need). For cells with over 200 willing re-
spondents, we used random sampling to identify a sub-
set of participants to recruit for qualitative interviews.
Finally, we recruited participants across sampling cat-
egories, monitoring data collection to ensure our final
sample captured sufficient variation in geography (rural,
urban, reservation), gender, age (18-34, 35-64, over 65),
and ethnicity/race (AI, white). (See Table 1.)

Data Collection

Trained research assistants contacted participants by
phone between July and November 2014 to obtain
informed consent and conduct interviews following a
semistructured guide. Figure 2 summarizes the domains
covered in the guide, with the full instrument available
in Appendix A (online only).

Of the 98 participants identified, 47 could not be
reached despite multiple attempts and 33 agreed to par-
ticipate (64.7% response rate; Figure 1). Interviews lasted
30-60 minutes and were audiorecorded, transcribed, and
transferred to ATLAS.ti (version 7, Scientific Software
Development GmbH, Berlin, Germany) for data cod-
ing and analysis. Participants received an honorarium of
$20 that was mailed upon interview completion.

Data Analysis

A multidisciplinary team with expertise in qualitative
research, mental health, rural health, AI populations,
and health services research analyzed transcripts using
a content analysis framework.29 We identified codes in-
ductively using the first few interviews to contextualize
emergent themes. A core team coded subsequent tran-
scripts; an oversight team of investigators reviewed emer-
gent results and made changes to the coding dictionary
to accommodate new information as necessary. To bet-
ter understand treatment gaps, we analyzed the narra-
tives of participants with discordance around screening
and need, as well as the counternarratives—interviews
from participants who obtained care for their behavioral
health conditions. Our intent was to identify the tipping
point or catalyst for seeking care. We collected data un-
til we reached saturation across the sample, the point at
which findings repeat or reoccur.30,31

Results

We interviewed 33 participants with mental health
(n = 18), substance use (n = 9), and co-occurring disor-
ders (n = 6). Participant characteristics are summarized in

The Journal of Rural Health 00 (2015) 1–11 c© 2015 National Rural Health Association 3



Behavioral Health Treatment Gaps in South Dakota Broffman et al.

Figure 1 Participant Selection and Recruitment Process for Key Informant Interviews.

SDHS SURVEY 
RESPONDENTS

n = 7,675

MET SCREENING 
CRITERIA

Positive screening for 
Mental Health Issues, 

Substance Abuse or Co-
Occurring Disorders (i.e., 

both Mental Health and 
Substance Use)
n = 1,341

=

=

MENTALHEALTH
19.5% (n = 261)

RESPONSE RATE
64.7%

AGREED TO FOLLOW-UP 
INTERVIEW ON SURVEY

n = 421

=

PERCEIVED NEED
n = 62

SUBSTANCE USE
58.0% (n = 778)

CO-OCCURRING
22.5% (n = 302)

MENTALHEALTH
30.4% (n = 128)

SUBSTANCE USE
41.8% (n = 176)

CO-OCCURRING
27.8% (n = 117)

NO PERCEIVED NEED
n = 359

ATTEMPTED 
RECRUITMENT

n = 98

INTERVIEWED
n = 33

MENTALHEALTH
n = 81

SUBSTANCE USE
n = 172

CO-OCCURRING
n = 106

MENTALHEALTH
n = 47

SUBSTANCE USE
n = 4

CO-OCCURRING
n = 11

REFUSED
n = 10

UNABLE TO REACH
n = 47

NO SHOW or CANCELLED
n = 8
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Table 1 Participant Characteristics (N = 33)

Characteristic N (%)

Age

18-34 5 (15.2)

35-64 22 (66.7)

65 and older 6 (18.2)

Gender

Male 13 (40.0)

Female 20 (60.0)

Race/ethnicitya

Non-Hispanic white 21 (63.6)

AI 10 (30.3)

Other 2 (6.0)

Residential status

Live alone 12 (36.4)

Live with spouse 15 (45.5)

Other 6 (18.2)

Employment status

Not currently employed 8 (24.2)

Employed <20 hours/week 2 (6.1)

Employed 20-30 hours/week 5 (15.2)

Employed 40 hours or more/week 13 (39.4)

Retired 5 (15.2)

Geographyb

Urban 5 (15.2)

Rural 20 (60.6)

Reservation 8 (24.2)

Income (% FPL)

�50% FPL 3 (9.1)

50%-138% FPL 7 (21.2)

138%-250% FPL 7 (21.2)

250%-400% FPL 4 (12.1)

>400% FPL 6 (18.2)

Missing (no income provided) 6 (18.2)

Education

Less than high school 5 (15.2)

High school diploma or GED 13 (39.4)

Vocational or 2-year degree 9 (27.3)

4-year college degree 2 (6.1)

Advanced or graduate degree 4 (12.1)

Screening status

Mental health only 18 (54.5)

Substance abuse only 9 (27.3)

Co-occurring conditions 6 (18.2)

aNo participants reported Hispanic/Latino or black ethnicity.
bRurality determined using RUCA codes.27,28 Urban includesmetropolitan

cores and commuting patterns to areas with populations of 50,000 or

more. Rural includes areas with populations of 49,999 or fewer, excluding

AI tribal lands. The reservation category is distinct from the rural geo-

graphic cluster and includes zip codes fully or partially overlapping with

AI tribal lands.

Table 1; Table 2 presents a breakdown of participants by
positive screen, perceived need, and geographic region.
Twenty participants (61%) lived in rural communities
that did not overlap with AI tribal land. Twelve partic-
ipants (34.3%) were AI, 8 of whom currently lived on

a reservation (24.2%). Two-thirds (66%) of the partici-
pants were between 35 and 64 years of age. Similar to the
overall survey sample, we found high rates of discordance
between screening results and need: despite screening
positive, 58% (n = 19) of our participants reported no
perceived need for care (Table 2).

Two broad constructs emerged as critical to under-
standing treatment gaps: (1) how the “problem” was de-
fined shaped an individual’s perceptions of need and (2)
tipping points that encouraged individuals to seek care.
We describe these concepts in relation to the distinct
narratives that emerged around mental health, alcohol
and drug use, and highlight participant recommendations
for how to reduce the gap between perceived need and
treatment-seeking behaviors.

Understanding the Treatment Gap for Mental
Health

Defining the Problem

The ways in which participants understood and de-
fined mental health problems impacted their treatment-
seeking behavior. Many rural participants viewed mental
health conditions as a normal part of life, rather than as
something that could be treated. This sense of resigna-
tion was described by a 57-year-old white woman who
stated, “I know people who are depressed, I don’t think they’re

getting care for depression. I just think it’s life and it has been
out here for so many years.” Mental health conditions were
also commonly defined as either a temporary response to
a traumatic situation or as a “personal problem,” not as a
disease.

Subgroup differences suggest that the treatment gap
might be influenced by both gender and age. Women
more often described their own depression and/or anx-
iety as a pervasive and persistent issue rather than as a
reaction to a specific event. For example, one 35-year-old
AI woman explained:

I do have mental health issues. I need to see a counselor

on a regular basis, and I should be taking prescription
medications, but I do not take them, just because of the
fact that I can’t afford them.

All participants under the age of 45 (n = 8) perceived
mental health conditions as a disease or situational issue,
where seeking help was warranted:

Just because you go to a psychologist or counselor doesn’t
mean you’re crazy. It just means you need some help sort-
ing things out and figuring out what type of action you

should be taking for the situations that you’re involved
with (42-year-old white man).
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Figure 2 Domains of the Semistructured Interview Guide.

• Contextual features of the individual’s life (eg, family, life, and 
employment)

• Experiences with mental health and substance abuse disorders (for self 
and close others)

• Treatment availability for mental health, alcohol, and substance abuse
• Treatment gaps for self (if applicable) and community
• Recommendations for how to improve access to treatment services 

across the state (medical, mental, substance use)

Although younger participants indicated that mental
health disorders are something that can be treated, some
participants viewed depression, and even suicide, as a
normal part of life. As one respondent matter-of-factly
told us, “numerous relatives and friends did pass away here;
[they] were killed in car accidents or they committed suicide”

(65-year-old AI man).

Anonymity and Stigma (Self- and Other-Directed)

All participants with a discordance between positive
screen and perceived need (n = 8) for mental health
treatment noted that stigma featured prominently in the
community discourse. This was especially true for male
participants. One male with mental health needs who
lived on a reservation noted he would not seek treatment
because “everyone would know” and then think of him as a
“fruitcake.” Another male participant who screened posi-
tive for mental health issues but did not perceive a need
for treatment described a friend with a mental health con-
dition as someone who was “putting on an act.” Partici-
pants who lacked personal experience with mental health
issues speculated that community members might avoid
care because of challenges associated with anonymity and
perceived stigma with having mental illness:

[A barrier is] everybody knowing. [It’s a] small commu-

nity. It doesn’t take long for word to get around. A matter
of fact, if I take an ambulance run by the time I get back
half the town knows about it—in detail. I mean it sur-

prises the heck out of me how we can run to [larger city]
and back which takes about 4-1/2 hours and I’ll get back
and go to the grocery store and people will ask me ‘Well,

how’s so and so doing?’ (58-year-old white man).

One man mentioned that in some communities with
a large military presence, there was no stigma associated
with PTSD treatment for veterans. However, the partici-
pant also noted that this compassion does not extend to
nonmilitary personnel who might have a mental health
condition. Lack of anonymity was less of an issue for ur-
ban participants as only one nonrural participant men-
tioned privacy concerns.

The majority of participants cited denial as a primary
factor that might prevent a community member from
seeking care for a mental health condition. A few framed
this refusal as coming from a place of unrelenting pride:

Possibly they feel that it’s something that they can live
with. If they’re older they’ve gotten through it—in this

community especially—they may think, ‘I don’t need help
I can get through this. I’ve had this condition all my life
and I’ve managed.’ We’re not talking quality of life . . . .

We’re talking about pride (57-year-old white woman).

Tipping Points

Those who received treatment for mental health condi-
tions reported varied motives. A few sought treatment
after encouragement from family and friends. Women
more frequently reported that they recognized their prob-
lem on their own and took action; one woman described
talking with her doctor after viewing a billboard that
identified her symptoms as depression. In contrast, the
men who received care for a mental health condition de-
scribed it as a component of a larger treatment regimen,
for example, for depression related to physical pain from
an injury. Although urban participants also cited stigma
as a barrier to treatment, more traditional access con-
cerns, including lack of insurance and the quality of avail-
able care, were more prevalent.

Understanding the Treatment Gap for Alcohol

Defining the Problem

In parallel with mental health perceptions, willingness to
seek treatment for alcohol disorders was strongly influ-
enced by the ways in which the “problem” was defined.
Participants noted the threshold for alcohol consumption
was high across urban, rural, and reservation communi-
ties. Participant-defined threshold for abuse far exceeded
the standard screening definition and included: (1)
losing control of oneself under the influence and causing
another harm (eg, “trampling on other people’s rights”);
(2) neglecting responsibility by performing poorly at
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Table 2 Perceived Need and Geographic Distribution in Participants That Screened Positive for Mental Health, Substance Use, or Co-Occurring

Disorders, n(%)

Positive Screen

Mental Health (N = 18) Substance Use (N = 9) Co-Occurring (N = 6) Overall (N = 33)

Perceived need

Yes 10 (30) 0 (0) 4 (12)a 14 (42)

No 8 (24) 9 (27) 2 (6) 19 (58)

Geography

Urban 1 (3) 3 (9) 1 (3) 5 (15)

Rural 13 (39) 4 (12) 3 (9) 20 (61)

Reservation 4 (12) 2 (6) 2 (6) 8 (24)

aOne participant perceived a need for mental health and substance use treatment, 3 participants perceived a need for mental health treatment but not

for substance use treatment.

work or shirking family duties; (3) drinking excessively
such as “first thing in the morning” or having a notably
high number of drinks per day; and (4) receiving a legal
infraction for alcohol consumption. One 75-year-old AI
man summed this perspective up in his statement: “If
[drinking] cuts in on your normal way of life, that’s abuse.”

Threaded through participants’ definitions of alcohol
abuse were comments around how one was functioning
relative to the others around them. Participants appeared
to have a skewed sense of what was an acceptable level
of alcohol consumption based on their defined thresh-
olds. For example, one woman, whose survey indicated
she consumed 10 drinks a day, explained why she feels
as though she does not have a drinking problem:

I think some of it is like, ‘Oh, I’ve never gotten in trouble

with the law and when I do drink I’m at home . . . I’m not
out and about, causing problems or going out and driving
around.’ And like I say, I haven’t viewed it as a problem

(37-year-old white woman).

Many participants articulated that drinking started very
young. One 59-year-old white woman summed up al-
coholism in her community by stating “genetics cocks the
gun, and the environment pulls the trigger.” One 74-year-old
white man who had been raised on a reservation com-
mented, “That was just the norm. When you got to be in the
eighth grade, you started going to dances and drinking beer and

smoking cigarettes. That was just what life was.”

Stigma (Self- and Other-Directed)

Despite a consistent acknowledgment throughout the in-
terviews that excessive drinking was a problem, many
participants with discordance between screening and per-
ceived need discussed stigma around seeking treatment
for alcohol abuse. Though no one directly cited stigma as

a concern, participants indicated that lacking control over
one’s drinking was viewed as a sign of weakness.

The construct of stigma manifested itself in narra-
tive subgroup differences. Though excessive alcohol con-
sumption was a common narrative for both white and AI
participants, there were pervasive stereotypes around ex-
cess drinking in reservation communities. AI participants
articulated feeling shame over seeing members of their
community intoxicated. Some participants indicated that
there were more infractions for public intoxication on the
reservation because alcohol is illegal there.

Tipping Points

None of our participants who screened positive for al-
cohol abuse identified a need for treatment. However,
participants shared stories of tipping points when they
or others worked to stop abusing alcohol. These tipping
points were often described as a piece of a larger narra-
tive involving the willpower to quit on one’s own.

I was drinking too much and I’d get blackouts and I de-
cided one day, it was on my birthday and [I] was drinking

with friends and I just decided that day I was done and I
quit drinking and never had a drop for 5 years. It just got
to be too much, I was drinking too much and so I decided

on my own I was going to quit, so I did. Same way I quit
cigarettes (67-year-old white man).

Many described an independent path to sobriety, often
inspired by a change in circumstances that required addi-
tional responsibility, like having a child. One 38-year-old
man stated, “I’d seen my mom quit, and a few other family
members quit drinking. I was the only one still making an
ass out of myself. And then I had kids.” One 85-year-old AI
woman mentioned that she tells younger members of
her community that treatment is futile without internal
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willpower, “That’s what I tell these young ones. ‘You don’t
have to go to treatment. Just make up your mind to quit.’
Sometimes, they go to treatment and it don’t do any good. They

come out and start right in again.”
Another impetus for treatment was when it was man-

dated by the court system. One 65-year-old AI male
commented, “Over the years I’ve been in treatment about 4
times . . . because they were mandatory from the court . . . a lot of
them had to do with DUIs.” Court mandated treatment was
not a panacea; the same participant indicated that despite
4 times in treatment, he was only inspired to quit on his
own when he became a husband and father. Some par-
ticipants noted that law enforcement played an impor-
tant role in enforcing appropriate behaviors by removing
“drunk idiots from the streets.” Others were more skeptical,
noting that the government had “screwed it up” by setting
the legal driving limit “ridiculously low,” that revoking li-
censes had serious consequences on peoples’ ability to be
employed, or that police intervention worsens drinking
behavior by moving excessive consumption from the bars
and businesses to the home.

Our police force has just changed but they were a negative

because they sat and watched who came out of the bars
and ran the bars out of business because they would stop

everybody and get them drunk driving tickets. People still
drink but they buy the bottle and they drink at home so
they force them not to be a social drinker, just an at-home

drinker (71-year-old AI woman).

The definition of sobriety among participants who de-
scribed quitting drinking was not synonymous with ab-
stinence. Many of those who explained that they had
overcome their problems were still drinking, just less; this
was often within the bounds of what was not consid-
ered abuse as defined by the aforementioned community
norms. As a counterperspective, the more urban respon-
dents in our sample all mentioned that there were treat-
ment centers in town; however, access to a facility varied
across rural participants, with many indicating that one
would have to travel to a more urban area for help.

Understanding the Treatment Gap for Drugs

Defining the Problem

Participants reported far fewer first-person experiences
with drug abuse and had “problem” definitions more
aligned with clinical screenings. These findings are con-
sistent with the overall SDHS results in which only 8% of
all responders reported using drugs.21 Approximately half
of the participants said that any drug use is considered
abuse. One 32-year-old white man commented, “Once you
start using [drugs] it’s so mind-altering. You’re abusing it the

second you start.” Others equated drug abuse with alcohol
abuse: as long as it was not interfering with one’s ability
to function, it was not abuse.

The majority of participants mentioned that drugs,
particularly methamphetamines, were a pervasive issue
in their communities. Some reflected that this abuse was
a response to environmental context. One 60-year-old
AI man explained: “Unemployment [is contributing to my
daughter’s abuse]. She’s [just] trying to survive.” We found
some evidence that the level of acceptance for some drug
use was correlated with age; younger participants iden-
tified recreational use as more acceptable. Participants
also made a notable distinction between marijuana and
other drugs, with use of marijuana being much more
acceptable.

Stigma (Self- and Other-Directed)

Though no one described personally experiencing dis-
crimination for drug use, participant comments revealed
that stigma against drug users was common and likely
played a role in impeding access to care. One 58-year-old
white man commented, “I think the community in general
doesn’t accept drug abuse at all. I mean its taboo and if it gets

to be known that they’re using drugs and whatnot I think the
community in general shuns them.”

Tipping Points

Only one participant admitted to seeking treatment for
drug abuse. As with alcohol abuse, the catalyst for the
treatment was discovering she was pregnant with her first
child. This respondent received substance abuse treat-
ment in a residential facility for 2 weeks and had since
maintained sobriety due to “her own willpower.”

Closing the Gap: Participant Recommendations

Participants had several suggestions to improve treat-
ment and prevention of these behavioral health disor-
ders. Many indicated that addressing traditional access
barriers would reduce gaps, for example, by building
local facilities in rural areas, increasing the number of
providers, and ensuring that services aligned with cul-
tural traditions. However, participants emphasized the
importance of 2 upstream interventions: community ed-
ucation and environmental change.

Community Education

Participants suggested interventions to address the cog-
nitive dissonance around screening results and perceived
need for care. Participants indicated that one of the
biggest barriers to treatment was that people did not
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realize they had a problem and needed help, so informing
the community on how to identify a need might inspire
treatment seeking. Participants recommended creating
educational campaigns to inform community members
about mental health and substance use disorders, symp-
toms, and that recovery is possible. In addition, many
mentioned that awareness campaigns should include
concrete information about where and how to seek help,
as community members might not know where to go,
even if they were ready to get care.

[Our community needs] education and encouragement.
Knowing that—I think there are a lot of people who don’t

think they have a problem, even though they really do.
They just find their socioeconomic situation and going to
jail a normal thing (42-year-old white man).

Environmental Change

Several participants, especially those familiar with the
challenges of reservation life, identified the importance
of addressing underlying systemic issues that might
contribute to behavioral health conditions. Participants
indicated that interventions were needed to challenge
the assumption that behavioral health conditions were
just part of life and to create opportunities to address the
perceived lack of opportunity and upward mobility in
these communities. A 27-year-old white man articulated
that true change would come with upstream interven-
tions: “It’s a stop gap measure [to] help the ones that you can

help now. But then you have to be more forward thinking, how
do we prevent the need . . . how do we foster an environment
where kids grow up without those tendencies in their lives?”
Changing the community environment and creating em-
ployment opportunities was viewed as a way to prevent
development of these conditions and to reduce relapse.

I feel that if we had things that would be supportive of
a healthy lifestyle—because when people go to treatment
they come from that environment back into the old envi-

ronment, and if there’s nothing there for support, you’re
going to go right back in with your friends, whatever. If
there was a support system that helped a person to con-

tinue to get outpatient treatment, help them get a job, if
they needed some life skills to have that education there
for them [this would help] (63-year-old AI woman).

Discussion

Despite positive screens on standard mental health
and substance use assessments, more than half of the
participants in the SDHS reported no perceived need
for treatment (63.8% of those with mental health

conditions; 98.1% with substance use needs). We ex-
plored this discrepancy in this study and found that
these differences in actual and perceived need are likely
related to how mental health conditions, alcohol, and
drug abuse are defined by participants. The generational
gap in interpreting mental health conditions presents a
promising opportunity to continue to promote treatment
seeking among the next generation of rural residents.
Findings on alcohol suggest that there is a significant
need to begin to reshape community definitions of abuse.
Excessive consumption of alcohol was seen as relatively
normative by participants, beginning at an early age
and not problematic unless it led to harm of others,
neglecting responsibility, or legal infractions.

Although family, friends, media, and court mandated
treatment could help individuals become aware of their
need, the notion that these disorders are a result of
weakness and are addressable without seeking help,
through sheer willpower, was a common theme. This
notion likely impedes treatment, as respondents indi-
cated that formal treatment was unnecessary because
sobriety could be achieved independently. Male and
female participants noted that maintaining sobriety or
seeking care for mental health conditions was often the
result of an individual’s commitment or drive, frequently
related to a substantial life event, such as having a child.
However, our findings offer considerations for reducing
disparities in treatment for rural and AI populations that
are a necessary complement to addressing traditional
access issues. More prominent than access issues were
treatment barriers related to denial and stigma around
mental health and substance abuse problems; merely
increasing the number of facilities and providers and
working on quality improvements will not encourage
those who do not perceive a need or who think such
disorders are a normal part of life to seek care.

Participant narratives around perceived treatment gaps
demonstrate that in addition to improving access to care
and quality of mental health and substance abuse treat-
ment, community-level interventions should be used
to: (1) educate the population about behavioral health
conditions and that treatment is possible; (2) reduce
the stigma associated with pursuing care; and (3) create
social structures that can aid in prevention and early de-
tection. Our findings suggest that educational campaigns
which acknowledge the socioeconomic and structural
frameworks that influence health and treatment-seeking
behaviors, focus on removing fault from the sufferer,
and improve awareness of and access to local treatment
options could prove effective for both mental health and
substance abuse disorders. Community-level interven-
tion strategies could also help ensure that the treatment
options for rural and AI populations are tailored to align

The Journal of Rural Health 00 (2015) 1–11 c© 2015 National Rural Health Association 9



Behavioral Health Treatment Gaps in South Dakota Broffman et al.

with cultural beliefs and/or to address social factors, such
as adverse childhood events, which have been linked to
the development of behavioral conditions in later life.32

There are important limitations to this study. Though
the sample was designed to be representative, participants
were limited to the state of South Dakota, and findings
may not generalize to other rural states, reservations, or
more urban settings. It is also possible that bias was in-
troduced because participants self-elected to participate
in a follow-up study, and interviews were done by tele-
phone, thereby excluding participants who might lack the
economic resources to afford access to a telephone. Ad-
ditionally, despite multiple attempts, we were unable to
reach participants in certain sample categories, such as
those who reported using drugs and/or getting all needed
treatment for substance use. This may be in part because
only 4 individuals (2.3%) who screened positive for sub-
stance use and were willing to participate in additional
studies perceived a need for treatment. Given what we
learned about stigma, it is also possible that participants
underreported or withheld relevant information regard-
ing their own experiences with mental health and sub-
stance abuse disorders.

Despite these limitations, our findings provide impor-
tant insight into how mental health, alcohol, and drug
use are viewed in rural and reservation communities.
Developing interventions that can address the discor-
dance between positive clinical screens and perceived
need and that build on tipping points for accessing care
may improve gaps in treatment seeking in rural and
AI populations. Simply adding additional facilities may
not be enough to engage these populations in behav-
ioral health care. Enhancing access to care and improv-
ing community-based interventions are important com-
ponents of future work in this area.
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