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A B S T R A C T 
 

 

Introduction: There is evidence that living in a rural environment confers certain health advantages in terms of health and 

wellbeing. However, there is limited knowledge of patients’ perspectives on determinants of health in rural areas. The aim of the 

present study was to explore determinants of health, health needs, and healthcare services in a rural community in the west of 

Ireland. 

Methods: Semi-structured interviews were carried out on a purposeful sample of 12 participants who presented to a community 

medical centre during a designated 14 day period in May 2010. The often interwoven conceptual themes identified during analysis of 

the data included 'community', 'environment', 'familiarity', 'accessibility', and 'expectations'. 

Results: The advantages of living in a rural environment included the strong sense of community, the benefits of the natural 

environment, familiarity, and a general sense of satisfaction in life. Issues of geographical inaccessibility and availability of affordable 

food were highlighted as disadvantages. In addition, hesitation was expressed about confiding mental health issues to medical 

professionals. 

Conclusions: The rural environment and sense of community with its associated strong social networks were identified as key 

determinants of good mental and physical health. However, the inaccessibility to mental health care and reluctance to seek help for 
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mental health issues remain a significant problem in rural areas. In considering priorities for health, greater effort and resources are 

required to increase public awareness and change attitudes to mental health issues. 

 

Key words: community, environment, general practice, lifestyle, Republic of Ireland, services, social support. 

  

Introduction 
 

Approximately 42% of the Irish population live in rural 

areas1; however, there is limited knowledge of their health 

status and sense of wellbeing2-4 because urban populations are 

more researched5. Certain health advantages have been 

reported to be associated with living in a rural setting. For 

instance, rural inhabitants are less likely to report poor 

mental health3 and have been shown to be generally healthier 

than their urban counterparts, with lower mortality rates 

from cancer, and circulatory and respiratory diseases2. 

Compared with urban communities, traditional rural 

communities have been associated with strong social and 

family networks, and such dense social networks have been 

positively correlated with life satisfaction and protective 

effects on health6. An individual’s environment also has a 

role, for people living within a 1 or 3km radius of a natural, 

green environment have been reported to have better self-

perceived health compared with those living in urbanised 

areas7, possibly due to reduced stress and fatigue, sustained 

attention, promotion of physical activity and facilitation of 

social cohesion8. 

 

The disadvantages of living in a rural setting have also been 

reported, including higher mortality rates among children 

and young people in rural areas of Northern Ireland2, and 

higher rates of stress, anxiety and depression in farmers and 

farming families in Northern Ireland9. Evidence of higher 

suicide rates in rural areas, especially among males10, is 

alarming. These trends may be related to higher rates of 

deprivation of11 or geographical inaccessibility to health and 

emergency services12. In addition, the rural environment may 

contribute to higher rates of obesity due to less opportunity 

for physical activity related to long commuting distances and 

lower access to formal leisure facilities5. 

In Canada, Australia and the USA, for example, higher 

mortality rates have been reported among rural populations13-

15; while in Ireland and the UK the opposite is has been 

found2,16. Thus, studies on the health status of rural 

inhabitants compared with their urban counterparts have 

yielded mixed and sometimes conflicting results. 

Furthermore, within rural areas variations in self-rated health 

and mental health outcomes have been reported5, suggesting 

the existence of positive and negative determinants of health 

status and wellbeing. 

 

There is scarce international data and no data from rural 

communities in Ireland exploring these conflicting issues 

from the perspective of the inhabitants themselves. 

Therefore, the aim of the present study was to identify the 

determinants of health, health needs, and healthcare services 

in a rural community in the west of Ireland. 

 

Methods 
 

Community under study 
 

The rural community under study is served by the 

Ballyvaughan medical practice, which has an 85 year history 

as a single-handed rural practice located in the Burren region 

of North Clare. The main practice centre is in the village of 

Ballyvaughan; a satellite clinic is operated once a week 16 km 

(10 miles) away in the village of Fanore. The practice caters 

for a population of approximately 2500 people spread over a 

wide geographical area of 500 km2 approximately17. 

 

Irish health system 
 

Primary care and medications are available at the point of 

delivery without cost to the approximate one-third of the 
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population of the Republic of Ireland with the lowest income. 

Therefore 'general medical services (GMS) eligibility' is a 

direct measure of individual-level socioeconomic status. The 

two-thirds of the population whose income is above a certain 

threshold (€184 per week for a single person aged up to 

65 years who lived alone in 2009) are ineligible for free 

medical care and are responsible for their own primary 

healthcare costs, including out of hours care. 

 

Design 
 

Ethical approval was obtained from the research ethics 

committee of the Irish College of General Practitioners. 

 

Consecutive patients attending the practice during a 

designated 14 day period during May 2010 were asked to 

consent to participate in the study, after a brief explanation of 

the study aims and objectives. From these patients, a 

purposeful sample of 12 participants was chosen to partake in 

semi-structured one-on-one interviews with one of the 

investigators. The sample was chosen as an accurate 

representation of the practice population in terms of age, sex, 

and GMS eligibility. All interviews were tape recorded with 

participants’ permission. 

 

The framework for the topic guide for interviews is shown 

(Fig1). This was generated from the study aims and objectives 

and a review of the literature. In keeping with the iterative 

nature of qualitative research, the topic guide was modified 

during the data collection stage in order to capture and re-

visit emerging themes, as appropriate18. 

 

Following verbatim transcription, data were analysed 

according to the principles of framework analysis19. 

Framework analysis involves the following 5 key stages19: 

 

1. Familiarisation - preliminary examination of the data 

entailing an initial reading of all data.  

2. Developing a thematic framework - producing analytical 

categories from respondents’ statements or 

responses to the researchers enquiries and other key 

areas identified by respondents themselves.  

3. Indexing the material - identifying instances of 

analytical categories involving searches for key 

words or phrases.  

4. Charting - grouping instances under headings or 

particular research questions.  

5. Mapping and interpretation to inform the key objectives of 

the research - synthesising the range of views under 

particular themes to produce an overall picture on a 

range topics and relating this to other relevant 

research and theoretical perspectives. 

 

Each author read the collected qualitative data several times. 

To identify conceptual themes they independently and 

systematically reduced the text, making comparisons with the 

research literature19. This process was carried out 

independently by the four researchers to enhance reliability19. 

Themes were shared and debated within the multidisciplinary 

team of authors (a medical student, a family doctor, a 

dietician and a research scientist), which is known to heighten 

reflexivity in the interpretation process20. A concordance of 

views on common themes was reached after discussion and 

debate. 

 

Respondents were assigned a numerical code during data 

input to ensure anonymity, and these codes are used 

throughout the results section. Any references to names in 

respondents’ answers have been changed. 

 

 

Results 
 

During the 14 day study period, 564 patients from the total 

practice population of 2130 patients attended the practice. 

The demographic profiles of the 12 participants were chosen 

as a purposeful sample of attendees (Table 1). From the 

analysis of data, 5 key themes emerged: community, 

environment, familiarity, accessibility, and expectation. 
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Section I: “Settling in” questions 
 What is it like to live in this area? 
 What do you see as the advantages and disadvantages? 
Section II: Community participation 
 Do you regularly participate in any community activities (why/ why not)? 

- sports teams, evening classes, arts or music groups 
- mother/toddler groups, parent/teacher groups, women’s groups, active retirement 
group, environment group, neighborhood watch 
- political parties, religious groups, charitable organizations. 

 Does this benefit you in any way? 
Section III: Social support 
 Do you ever feel you are isolated in the community (If yes, why; If no, why not)? 

- single/ married/ divorced/ widowed 
- family nearby 
- help at home 
- financial support. 

Section IV: Lifestyle 
 In general, how would you describe your lifestyle (why/ why not)? 

- healthy diet 
- meals on wheels 
- availability of healthy foods (farmers market) 
- alcohol, smoking, other 
- activity level. 

Section V: Overall feeling of wellbeing 
 How would you describe your overall feeling of wellbeing? 
 What, if anything, do you do to live in a healthy way: 

- facilities available for help 
- mood now and other times 

 Do you ever tell your doctor about these problems (why/ why not)? 
 Do you have someone else you can confide in? 
Section VI: Services 
 How do you find the services available the community (please elaborate)? 

- out of hours services compare with previous service GP on call 
- drug dispensing services 
- form of medicine other than GP (eg herbal medicine, alternative therapies, self-care). 

Figure 1:  Interview topic guide for semi-structured interviews. 

 
 

Community 

 

A central theme ‘community’ emerged, with several 

respondents acknowledging the value of being able to talk to 

and confide in a large network of family or friends. Many 

participants highlighted as advantages the strong sense of 

community, close family ties, and the idea of knowing your 

neighbours: 

 

I’m delighted to have a baby in a rural environment. It’s 
really like a big family, you know everyone is looking out for 

you. My nearest neighbour is maybe two fields away, but we 
all know one another and look out for one another. I like the 
idea that I know my neighbours and they can keep an eye on 
the family. (R3, 28 year-old married female) 

 

However, some patients admitted that integrating into a rural 

community was difficult, especially with regard to social 

isolation. However, there was also the suggestion that 

interaction was obtainable if one wished: 
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Table 1:  Demographic characteristics of study participants (n=12), who are listed in increasing order of age. 

 
Respondent Age 

(years) 
Sex Additional Information 

R1 17 Female Single, GMS† ineligible 
R2 20 Male Single, GMS ineligible 
R3 28 Female Married, GMS ineligible, pregnant 
R4 31 Male  Engaged to be married, GMS ineligible 
R5 39 Female Single, GMS ineligible 
R6 44 Female Married, GMS ineligible, parent 
R7 61 Female Divorced, GMS ineligible, parent 
R8 62 Male Married, GMS ineligible, parent 
R9 68 Male Married, GMS eligible, parent 
R10 70 Female Single, GMS ineligible, physical disability 
R11 83 Female Single, GMS eligible 
R12 85 Male Married, GMS ineligible, parent 
†Primary care and medications are available free at the point of delivery to approximately one-third of  
the population of the Republic of Ireland with the lowest income; therefore,  ‘General Medical Services  
(GMS) eligibility’ is a direct measure of socioeconomic status at individual level. The two-thirds  
whose income is above a certain level (Є184 per week for a single person aged up to 65 years and  
living alone in 2009) are not eligible for free medical care and are responsible for their own primary  
healthcare costs, including out of hours care. 

 
 

The opportunities are there, it’s up to you to get up and go if you want 
to get involved. I think you are as isolated as you want to be; if you 
want to go and visit people or whatever or if you want to stay on your 
own and be a hermit you can do that too. (R6, 44 year-old married 
female) 

 

Involvement in the community varied. Some participants 

described a desire to give something back to organizations 

from which they benefited. Others were involved in 

organizations of interest to their children or themselves, or 

for the sake of the community. In general, the strong sense of 

community was identified as a positive reason factor to living 

in a rural area. Furthermore, these dense social and family 

networks appeared to have a positive influence on the mental 

health and wellbeing of rural inhabitants. 

 

Environment 
 

The consensus among patients was that they liked many 

aspects of living in the rural environment, including the open 

spaces, the ocean, local flora and fauna, fresh air, and peace 

and quiet. Some respondents also highlighted the ability of 

the environment to influence their health: 

 

I do have down times, we all do. I just get through this or go 
for a walk or go down by the sea. (R7, 61 year-old 
divorced female) 

Health-wise, it’s very good…I appreciate the very clean air. 
(R11, 83 year-old single female) 

 It was suggested that events in the town reflect the natural 

seasons, for instance foods such as fruits, vegetables, and 

seafood were expected and prepared at certain times of the 

year. There were also negative comments about the 

environment, especially related to social isolation, an 

particularly in winter: 

 

It’s like living in two completely different places in the one 
year – in summertime it is really, really busy – then in 
wintertime, nothing is happening at all. So it’s a little bit 
schizophrenic. I think the village goes into hibernation in 
winter. You are quite expended during the summer season 
and then the winter it’s just time to re-group and maybe 
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come into yourself a little bit more - rest. (R3, 28 year-old 
married female) 

 

Although some patients indicated that working locally could 

be a challenge due to the limited employment opportunities, 

there were also examples of advantages:  

 

On your own farm, you are your own boss, you’re out in the 
fresh air every day – ‘tis grand. You learn the value of hard 
work. (R2, 20 year-old single male) 

Many of the patients interviewed included walking as their 

major form of exercise. Other patients suggested that their 

major form of physical activity was the physical labour 

involved with their farm work. There were some comments 

about the lack of local facilities, such as exercise gyms or local 

dance classes which might assist in increasing their level of 

activity.  

 

In addition, many commented on the importance of healthy 

foods in the community and highlighted the local farmer’s 

market as a major attraction, with its added advantage of the 

social benefits of a community gathering. Some patients 

indicated that it was an advantage to have a limited selection 

of foods available, especially highlighted was the absence of 

fast food restaurants locally. There was also general consensus 

that while healthy foods were available locally, it was difficult 

to complete grocery shopping locally, either due to lack of 

availability or high cost: 

 

If you had a family, you couldn’t buy all the food locally - 
it’s just too dear. So that’s why a lot of people would go [to 
the supermarket] to buy in bulk; it’s a lot cheaper. (R5, 
39 year-old single female) 

 

On the whole, all participants acknowledged that the 

proximity to nature and fresh air were advantages to living in 

the area and that such factors had a positive influence on their 

physical and mental health. 

 

 

 

Familiarity 

 

There was a sense of familiarity with the doctors in the local 

practice, and most patients indicated that they felt they could 

confide in them with most issues. However, the young 

patients interviewed seemed less likely to discuss problems 

with their family physician: 

 

I don’t really talk to people when I’m feeling down. I think I 
can cope with things myself but if I couldn’t I’d talk to 
somebody. I’d never come to the doctor to talk about it, no 
matter how bad it was, but I’d definitely talk to a friend or 
someone very close. (R1, 17 year-old single female) 

 

Furthermore, when asked about overall wellbeing, a number 

of participants acknowledged that they usually tried to deal 

with issues alone or didn’t want to ‘trouble’ others with their 

problems. Of particular concern was that young men were 

less likely to confide in their GP concerning mental health 

issues: 

 

I don’t think younger guys would [come to the family doctor 
for depression], I don’t think younger guys understand it. 
(R4, 31 year-old male, engaged to be married) 

 

Although most participants reported having a very good 

relationship with their family doctor, a small number, 

particularly males and young people, would not confide 

personal mental health concerns to their family doctor. 

 

Accessibility 
 

Another key theme was ‘accessibility’. It was commented 

that people with limited mobility may have difficulty 

accessing services, or that GMS-eligible patients may be more 

aware of the accessible services. It was also suggested that 

access to various facilities, such as clothes shops, public 

libraries, cinema, swimming pool or fitness clubs was poor. 

Comments about transportation were very much related to 

accessibility, with many mentioning the need to own a car, 

and the large travelling distance to access services: 
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I just think of my father, he died at home of a heart attack. 
The ambulance had to come from... about 40 minutes away. 
By the time you’d phoned…and gone through all the 
different channels you had to go through, I said: ‘Look, the 
man is dying like, he’s probably gone now anyway’. I suppose 
I panicked. It’s very easy to say not to panic but you do. So 
that was a hard situation. (R5, 39 year-old single 
female) 

Some of the younger participants described a lack of suitable 

activities, including an active nightlife, and this was given as 

an explanation for why young people leave the community:  

 

I think it’s very important just to get away, to experience life 
in the city, then you actually realise what you’re missing in 
the country. (R4, 31 year-old male, engaged to be 
married) 

 

There was general agreement that the health services 

available locally were of high quality, comprehensive and 

accessible to all. While some patients were happy to get their 

medications from the medical practice, others highlighted the 

lack of a local pharmacy as a shortcoming, as well as the lack 

of local access to allied health services such as speech therapy. 

 

Expectation 
 

‘Expectation’ has been shown to be a key determinant of 

satisfaction with healthcare services21. The statement below 

exemplified the fact that participants from this rural 

community did not seem burdened with unrealistic or 

complex sets of expectations about local health services, or 

indeed life in general, which may have contributed to 

participants’ generally positive outlook: 

 

As long as we eat well and sleep well – we’re kind of very 
happy that way. We don’t demand an awful lot of ourselves. 
(R3, 28 year-old married female) 

 

 

 

Discussion 
 

Study design and limitations 

 

This study illustrated a number of important determinants of 

health and wellbeing in a rural population. Strengths in the 

design included the semi-structured format of the interviews 

and the process of purposeful sampling of patients which 

facilitated a broad representation of patients views. Studies 

have shown that 90% of a community consult their GP within 

a year; therefore, sampling consecutive patients presenting to 

the practice may be an accurate reflection of members of the 

community22. In addition, the multidisciplinary team of 

authors heightened reflexivity in the interpretation process. 

 

Limitations of the study included poor representation of 

young males presenting to the practice. In addition, the 

population studied had a lower than average national 

deprivation score, which makes generalization to all rural 

communities difficult. It was also difficult to define the term 

‘rural’ with reference to studies in other countries, and with 

the intent of ruling out urbanised areas in this study. Much of 

the data regarding the health needs of people living in rural 

areas originate from Canada, Australia and USA13-15; areas in 

which rural living differs significantly in many aspects to life 

in rural Ireland. For example, people living in rural areas of 

Ireland and the United Kingdom have been shown to 

experience better health overall than their urban 

counterparts; whereas, the opposite is true in the other 

countries mentioned. Finally, one of the researchers (LG) 

worked in the practice studied, which was a potential source 

of bias. In order to reduce this potential bias, this researcher 

did not have any input into the patient selection or interview 

process. 

 

Main findings 

 

The strongest theme to emerge from this study was the sense 

of community and family connections among participants 

from this rural area. These social and family networks were a 

significant source of psychosocial support for several of the 
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participants. This finding is consistent with numerous studies 

which reported that traditional rural communities have much 

stronger family and social relationships compared with urban 

communities, and this has a positive, protective effect on 

their health and life satisfaction6,23. There is growing 

recognition of the importance of rural social networks, many 

of which have been undermined by rural de-population and 

poor employment prospects in rural areas. Recent initiatives 

such as the Irish organization Maicre na Feirme ('the Elite of the 

Land'), represent an effort to facilitate and galvanize such 

networks24. An inverse relationship between depression and 

the strength of informal, intimate social relationships has been 

reported25, while social support has been emphasised as a 

strong predictor of health and subjective wellbeing for older 

rural adults23. This is also important for the wellbeing of 

children, which was reported to be enhanced by strong 

cohesion in the neighbourhood, and crucially affected by 

factors such as school, the natural environment and sporting 

associations26. 

 

There was a general consensus among participants that being 

surrounded by the natural environment was beneficial to 

their health and wellbeing. This suggestion is supported by 

research showing a lower prevalence of asthma and 

respiratory symptoms in rural communities, which may be 

related to environmental factors such as less air pollution27. It 

has also been shown that the percentage of ‘green space’ in a 

persons’ living environment has been positively correlated 

with self-perceived health7, neighbourhood satisfaction and 

time spent on physical activity28, as well as lower mortality 

rates29. In contrast, one study showed no relationship 

between the amount of green space and the level of physical 

activity during leisure time30. The suggestion that long 

commuting distances and a lack of indoor leisure facilities 

may contribute to lower levels of physical activity in rural 

areas5 is in agreement with the current study, where several 

participants reported a lack of and need for indoor leisure 

facilities in the community. Finally, the natural environment 

was beneficial in providing seasonal fresh produce and natural 

products at the local farmers’ market, and this was 

universally mentioned by respondents. However, the ease of 

obtaining 'healthy' food was also questioned, being frequently 

reported as too expensive to buy from the local shop. 

Therefore, it is not only the availability of healthy foods in 

small communities that are an issue, but if such foods are 

judged to be too expensive to purchase, they will not form 

part of rural diets. 

 

Familiarity with and continuity of the local family doctors and 

health service was also identified as having a positive influence 

on respondents’ health and wellbeing. However, there was a 

general reluctance among younger patients to present to 

doctors, which is not unique to rural areas and is reported to 

involve issues of confidentiality and access31. A review of a 

large database revealed that young people who readily 

expressed concerns by email had difficulties disclosing 

concerns about their health to parents and doctors face-to-

face32. As in traditional rural communities, the family doctors 

who live in the rural area under study are in a unique position 

to develop long-term relationships with patients and their 

families, remember important life events and provide support 

during emotionally difficult times. Providing continuity of 

care is fundamental to the GP role, and this is particularly 

evident in rural communities where GPs hold the patient’s 

'lifetime clinical record', as the doctor–patient therapeutic 

relationship develops over years and multiple encounters33,34. 

With this positive relationship in mind, it must also be noted 

that significant resources have been directed to recruitment, 

training and retention of doctors in rural Irish settings35; 

however, shortages of rural doctors remain in countries such 

as Australia36 and Canada37. 

 

Of particular interest were the expectations and the general 

attitude that people in the community were happy with the 

basic necessities of life, and also appeared to be satisfied with 

the health care they received. In stark contrast, in parts of the 

USA more is spent on health care per capita than in any other 

country, but residents do not show consistent evidence of 

being more satisfied with the quality of their health care38. 

Furthermore, studies have shown that rural inhabitants often 

have functional views of health and illness, differentiating 

between health problems that can be endured for a while, 

compared with those that interfere with daily functioning39. 

Further studies have postulated that such ‘health resilience’ 
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and low expectations may be enhanced by geographical 

inaccessibility of services and a 'frontier' mentality with 

inherent connections to ‘the land’40. 

 

Rural areas are at a disadvantage in terms of the geographical 

inaccessibility of a number of services, and this appears to be 

a negative determinant of health and 

wellbeing41. Geographical isolation and the need for a good 

public transport system, as well as poor access to emergency 

services were emphasized in the study. These findings are 

supported by a study showing that in rural communities, poor 

access to emergency services such as ambulance or fire 

services, rather than health care specifically, affected 

inhabitants most1. Other highlighted services included the 

need for a local pharmacy and the availability of alternative 

therapies and speech therapy at the medical centre. Despite 

these findings, participants were consistently happy with the 

services available locally and, in general, believed their health 

needs were met. This is inconsistent with numerous studies, 

which reported that access to services, particularly medical 

services, was much worse in rural communities41. The 

positive view of health services may be a reflection of the type 

of people who make up the community, or may also be 

related to the structure of health care in the region under 

study. The establishment of a primary care team in 2004 in 

the area under study, as part of the Irish national primary care 

strategy42, may be significant in this regard. The primary care 

teams in Ireland consist of multidisciplinary health 

professionals who work together (in the case of this 

community under the one roof) to deliver health and personal 

social services accessible to the community served, which 

leads to better continuity of care and service co-ordination42. 

 

A cause of concern that emerged in assessing the mental 

health status of respondents was the finding that many people 

were more likely to deal with mental issues alone, not 

wanting to ‘trouble’ others with their problems. This is a 

particularly worrying finding in view of the high rate of 

suicide in rural communities10, combined with the fact that 

rural mental health services are overstretched, and that rural 

people are very suspicious and wary of contacting those that 

do exist38. In comparison with younger people living in urban 

areas, the limited educational and employment opportunities, 

and recreational activities of rural inhabitants have been 

suggested as impacting on mental health outcomes and 

contributing to risk-taking behaviour43. The unwillingness to 

consult with others may be a consequence of living in a small 

community, where anonymity can be difficult, and a person 

may be concerned about the stigma associated with mental 

health issues. Stigma and discrimination have been highlighted 

as underlying causes of social exclusion44, and this can have an 

even greater effect on the person’s life than a mental health 

issue. The consistently high rates of death by suicide in 

Ireland over the past 20 years have paralleled qualitative 

changes to Irish society, which is now more time pressured, 

less caring and more materialistic45. Interestingly, the loss of a 

sense of community in many regions of the country has 

contributed to some of these changes. These findings 

highlight a need to focus on mental health in rural 

environments, and to increase public awareness and attitudes. 

The factors that determine mental health are complex, and 

although the social support and contact available in close-knit 

rural communities may be protective, rural isolation and the 

inaccessibility of services may have a negative effect on 

mental health. Efforts in this regard have been made recently, 

with The National Office for Suicide Prevention’s public 

advertisement campaign and website46. This promotional 

campaign was aimed at young people and discusses isolation 

as a common problem. Although efforts such as these begin 

to address mental health issues in young people, further 

efforts and research are required. 

 

Implications 
 

Important implications for determinants of health in this 

study include the strength of the community and its level of 

affluence. The importance of the community was a central 

theme in this study, and it has been shown previously that the 

personal and social quality of human relationships is relevant 

to health and longevity22. In a pioneering study in a small 

American town, inhabitants focused on family, cooperation, 

lack of distinction between rich and poor, as well as greeting, 

enjoying and helping neighbours, and there was clinical 

evidence that coronary artery disease was significantly lower 
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than in the two neighbouring control towns, despite similar 

prevalence of conventional risk factors, including high serum 

cholesterol, high fat diet, and smoking47. 

 

In addition, the affluence of a community has been shown to 

impact on health. Although much of the variation in health 

outcomes among individuals remains unexplained, the most 

powerful social determinants of adult health are contained 

within the elements of individual socioeconomic status44. In 

the case of the people interviewed in the present study, the 

majority described some type of work or activity to ‘keep 

themselves busy’, and when they were questioned specifically 

about ‘making ends meet’ financially, none described 

difficulties. Thus, these factors together may produce similar 

effects for the inhabitants of this small community that was 

not unmasked in this study. 

 

Conclusion 
 

In the present qualitative analysis of the determinants of 

health in a rural community in the West of Ireland, emerging 

themes underlined the advantages of living in a rural 

environment, including the strong sense of community, the 

benefits of the natural environment, familiarity, and lower 

sense of expectation. Issues concerning geographical 

inaccessibility and hesitation in confiding mental health issues 

with medical professionals highlight that a great deal of work 

is needed in order to increase public awareness and change 

attitudes towards mental health issues. This is particularly 

important considering the dominant urban focus in previous 

research on the social geographies of mental health, which 

have obscured the experiences of people with mental health 

problems living in rural localities48. 
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