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It has been assumed that anxiety and depression are more 
common among urban than rural residents1. Such an 
assumption was based on idealised depictions of rural areas 
as aesthetically superior to cities, and characterised by social 
stability, integration and supportive social networks. These 
images are far from reality, with the 1980s and 1990s being 
one of the most difficult periods for Australian farmers2. 
This time was also characterised by a trend towards the 
centralisation of public and private sector services, taking 
jobs, capital and people out of rural areas to large regional 
and metropolitan cities3. The 1997 Australian National 
Survey of Mental Health and Wellbeing found the 
prevalence affective or anxiety disorders was no less in rural 
than urban areas4. This important milestone in rural mental 
health research was followed by two studies examining the 
prevalence of self-reported mental health problems in 
Australian rural residents. Both found no association 
between rurality and reported levels of psychological 
distress5,6. Recent issues of the Journal contain two articles 

further addressing the important issue of the prevalence of 
mental disorder among rural residents.

One article sought to determine if remoteness per se (as 
distinct from other aspects of area) was associated with 
mental illness7. Remoteness was defined using the ARIA 
index8, a face-valid parameter of rurality. The authors found 
psychosocial factors were more important determinants of 
mental illness than remoteness per se. This is concordant 
with previous research which has consistently shown that 
individual level psychosocial variables affect risk of 
affective and anxiety disorders9,10, and thus previous studies 
have typically controlled for these compositional features of 
locales6,11.

The authors of this article acknowledge two important 
points. First, aggregated data may not be sensitive enough to 
separate out specific dimensions of locations. This has been 
highlighted previously as a major limitation of 
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epidemiological studies, including the Australian National 
Survey10. Relying on units of analysis such as ‘rural’ or 
‘urban’ or ARIA categories can have the effect of averaging 
out differences between communities which are likely to be 
highly variable, and so obscure the localisation of 
community level variables possibly contributing to mental ill 
health12. Second, remoteness per se is only one aspect of an 
area; the authors note other important variables include 
services and amenities, and aspects of the physical and social 
environment that are important for mental health and 
wellbeing.

These two observations support proposals that further 
advances in research in rural mental health will require more 
sophisticated conceptualisation of ‘rural’. One area of 
research which may provide some insight is the study of 
health and place. For example, in a recent review, Pickett 
and Pearl13 found a modest but consistent effect of place on 
health, after controlling for compositional differences across 
a diverse range of studies. Various approaches have been 
applied in conceptualising the effects of place on health. 
One, which appears relevant to this area of endeavour, 
suggests three types of explanation for geographical 
variations in health: compositional, contextual and 
collective14. Compositional variables include the often 
studied individual level variables, such as age, sex, marital 
and employment status of individuals resident in particular 
places. Contextual variables include the availability and 
accessibility of services, as well as physical features of the 
environment and availability of healthy environments at 
home and work. Collective variables include sociocultural 
and historical features of communities, including attitudes 
towards mental illness and help-seeking.

Using this approach, Fraser and colleagues15 found a 
relationship between mental health and living in a 
community with declining population. This result was not an 
effect of composition of the areas studied (as measured by 
the demographic variables of age, sex, education, nationality, 
duration of residence in the area, and living alone or not). 
The authors note population growth and decline did not lead 
to uniform demographic changes and that the drivers of these 

changes were different in different locales. The importance 
of this study is that it clearly demonstrates that there are 
different patterns of mental health among rural communities, 
and a simple conceptualisation of rural, such as the bipolar 
dimension of accessibility/remoteness, is not sufficient. This 
has implications both for future research designed to better 
understand the mental health problems of rural residents, and 
for mental health policy.

The findings of the second study reported in the Journal can 
also be explored using the more complex notion of place to 
examine the relationship between geographical location and 
the mental wellbeing of rural residents16. The finding that 
mental disorders were more common among GP attendees in 
rural settings than the regional centre can be interpreted in 
several ways. One is that mental disorder is more common 
among rural residents, and that rurality is a factor in the 
development of psychological disorders. However, in the 
face of contrary results, including those also reported in this 
issue of the Journal, this is unlikely. The authors’ finding 
that less time in an area was associated with a psychological 
problem, and their suggestion that this may be linked to 
stability of social networks, resonates with the findings of 
Fraser and colleagues regarding possible contextual 
variables which may differentiate communities.

An alternative and important interpretation of the findings 
relates to another key contextual variable - availability and 
accessibility of treatment for mental health problems. The 
greater rate of mental illness in GP attendees in rural areas 
could reflect service availability and accessibility. In 
regional centres there are more GPs per head of population17

and more specialist services available18. By contrast, in many 
rural areas the only access to care many people with mental 
health problems have is through the local GP. The 
significantly fewer GPs/100 000 population in small rural 
centres compared with regional and urban centres is well 
documented17 but, like other contextual variables, the 
between-community variation in this number, and the effects 
of this is less well understood. 
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A further factor may be the attitudes of rural residents to 
help-seeking for mental health problems (at least in part 
influenced by collective variables). Stigma has been shown 
to be a barrier to help-seeking for mental health problems, 
and it is assumed stigma is worse in rural areas where 
communities are smaller, social networks are closely 
enmeshed and privacy is lacking19. However, Australian 
studies have found that although perceived stigma is 
associated with negative attitudes towards help-seeking, 
rural residents are willing to discuss mental health issues 
with a GP20,21. This may relate to the different role played by 
GPs in rural areas and be consistent with the finding that 
GPs who are known to individuals in small communities are 
more acceptable service providers22. Planned changes to 
Medicare which will provide funding for clinical 
psychologists will provide an opportunity and the necessity 
to determine whether rural residents are also willing to 
discuss such issues with specialist providers.

Studies of the prevalence of mental disorder, such as those 
described in this issue of the Journal, are important but 
research in rural mental health needs to move beyond this. 
To do so, the heterogeneity of rural areas needs to be 
acknowledged and addressed. This is essential if we are to 
identify particular groups whose risk of illness is increased 
and/or whose willingness or opportunity to access care is 
reduced. Failure to do so will be a missed opportunity in 
efforts to reduce the substantial disability and distress 
experienced by rural residents with mental health problems, 
and will limit efforts directed towards prevention and early 
intervention.
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