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A B S T R A C T

Introduction: Until recently, there has been a significant gap in the literature exploring the issues of the mental health needs for 
rural communities in Australia. In this study we investigated the prevalence of diagnosable psychological disorders in both a rural 
and a non-rural primary care sample in far north Queensland, Australia.
Method: In a previous study we had screened some 300 GP attendees, on a number of sociodemographic variables and measures 
of psychological wellbeing, from four rural GP practices and one regional GP practice. Of these, 130 participants agreed to further 
follow up. In this study, 118 of the participants were selected and contacted by phone to complete the Composite International 
Diagnostic Interview-Short Form (CIDI-SF). The CIDI-SF diagnosis was then analysed in relation to the sociodemographic 
indicators that had previously been collected. 
Results: The prevalence of diagnosable mental health disorders in the rural sample was found to be higher in comparison with the 
regional urban sample. The sociodemographic factors of rural residence, gender, and length of residence were associated with 
having a CIDI-SF diagnosis.
Conclusion: Although there were a number of methodological limitations to this study, there did appear to be a significant 
relationship between rural location and the likelihood of receiving a CIDI-SF diagnosis. Why this might be the case is not clear, 
and we consider a number of explanations, but our finding suggests that further research in mental health should consider the issue 
of rurality as a key feature to be explored.
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Introduction

Rural and remote Australia is characterised by a diversity of 
environmental, demographic and economic variables. These 
factors impact the health status of rural Australians along a 
number of dimensions so that individual communities 
assume a distinct character of their own1. Indigenous and 
non-Indigenous communities, mining sites, tourist and 
portside towns, small inland townships, grain and pastoral 
holdings form unique socio-demographic amalgams. In 
addition, a number of rural communities have been subject 
to the withdrawal of services related to banking, transport 
and government activity, such as health and education2.

Meeting such diverse health needs involves particular 
challenges for mental health service providers3. Three-
quarters of people in the general community seeking mental 
health care do so through consultation with a GP, and the 
majority of detection, treatment and referral of mental health 
disorders falls to GPs4. Furthermore, due to the shortage of 
allied health services in rural and remote Australia, rural GPs 
do not have the capacity to work collaboratively in a shared 
care framework. The more remote the community, the higher 
the likelihood that GPs provide complex care. Rural reliance 
on GPs as a singular resource adds weight to concerns that 
the extent of under-treatment in the community has a non-
metropolitan component5.

The Australian Government has responded to some of these 
issues through using the More Allied Health Services 
(MAHS) and the Better Outcomes in Mental Health 
(BOMH) programs. The MAHS program was specifically 
funded to provide allied health resources to rural primary 
care settings although not specifically targeting mental 
health care6. The BOMHC was the more recent initiative and 
was funded to provide mental health resources to primary 
care practices, although not specifically to rural areas7. A 
major problem with both initiatives for rural settings was 
that both were project based and that funding has not been 

established or recurrent. There was a clear expectation that 
communities and existing services would be expected to 
establish funding streams to make such projects ongoing 
services. It has been noted that, in rural communities in 
particular, this has led to difficulties attracting and sustaining 
qualified professionals in the identified positions8.

The prevalence of mental health disorders in rural 
populations has not been well researched or documented9. 
The few studies that have attempted to differentiate the 
mental health status of rural and urban populations have 
presented mixed findings. Some studies have demonstrated 
higher prevalence rates in urban populations, whereas other 
research has identified elevated indicators of mental health 
problems as evidence of poorer mental wellbeing in rural 
sectors. Incidence and prevalence rates are somewhat 
difficult to interpret considering the use of disparate research 
methods and the use of differential access to mental health 
services as an indicator of prevalence, which may be related 
to prevalence but is nonetheless a distinctly different issue. 
Small populations in rural and remote regions can make 
comparative attempts unreliable and further obstruct a clear 
representation10.

This is further complicated by a lack of agreed definition of 
rurality11. While the range of diverse variables inherent in 
rural communities has been resistant to straightforward 
classification, several indexes using largely geographical 
indicators have been developed to provide input into health-
care planning and funding12. The most commonly utilised 
standards are the RRMA (Rural Remote Metropolitan Areas) 
the ARIA (Accessibility/Remoteness Index) and, more 
recently, the ARIA+. The RRMA has been utilised in 
interpreting a range of health information, such as mortality 
statistics, cancer incidence, medical labour force data, 
Medicare data and risk factors11. This schema acknowledges 
that the generic issues encountered in rural health per se are 
implicit in mental health, and that factors that impact 
physical health also have the potential to influence mental 
health13.
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In acknowledgement that a large portion of rural 
disadvantage is due to service accessibility, ARIA was 
developed to facilitate distinctions between social and 
locational barriers. Use of ARIA in research has confirmed 
an association between the size of service centres and the 
availability of services, and is useful in studies using 
accessibility as the premise of disadvantage in rural areas10. 
ARIA has important implications for mental health service 
evaluation in that a major inhibitory factor in accessing 
mental health care is the long distances between centres and 
fewer GPs and even fewer specialists per capita12.

It has also been argued that mental health status is dependant 
on more subtle and intricate factors that are not considered in 
national systems such as RRMA or ARIA10,14. The 
aggregation of mental health indicators masks regional 
differences, such as community relationships, population 
size and growth, and aesthetic variables, which are 
significant contributing factors to mental health status12. 
Consequently, Judd et al.15-17 have argued that more effort 
should be put in to developing a model of ‘place’ that 
integrates geographical location with cultural, social and 
economic aspects of the environment to better inform policy 
and funding initiatives in health service delivery.

Thus, it may more effective to identify the inherent factors 
specific to a community in order to understand how ‘place’ 
contributes to the development of mental health disorders in 
rural populations. The National Survey of Mental Health and 
Wellbeing indicated that people living in rural areas found 
only slightly lower mean scores on the General Health 
Questionnaire (GHQ) than their urban counterparts18. As 
noted, such findings should be interpreted with caution 
because the broad categories of ‘metropolitan’ and ‘non-
metropolitan’ can average out significant contributing 
community specific factors. However, other factors 
combined with rural living may be more powerful than just 
location of residence alone. Poverty, unemployment, being 
female, being unmarried, lower socio-economic status, 
alcohol abuse, history of childhood sexual abuse, poor social 
networks, and size of primary support group, to name only a 

few, are factors that have been found to be strongly 
associated with prevalence19.

While a review of the question of what constitutes ‘place’ is 
outside the scope of this paper, there is an excellent 
discussion of these issues in a recent review of the rural 
mental health literature20. For our purposes, though, ‘place’ 
was considered to be a multidimensional concept 
encompassing psychological, emotional, socio-economic and 
geographical factors. Consequently we operationalised how 
respondents might think about their ‘place’ of living by 
asking about how they felt about where they lived, as well as 
about where they lived.

The purpose of the study described in this article was to 
begin an exploration of some of these issues. In particular, 
we took advantage of the location to compare the impact of 
different types of rurality (a regional centre versus 
surrounding rural towns) on mental health status. In addition, 
we included some initial measures of the construct of ‘place’ 
including length of residency, satisfaction and perceived 
quality of life in place of residence.

Methodology

Participants

The area of study was Townsville, Queensland, Australia, 
and the outlying rural areas of Cardwell, Charters Towers, 
Ingham and Ayr in north Queensland. General practitioners 
were identified by the Townsville Division of General 
Practice and the North-West Primary Care Division, which 
are the peak primary care bodies for the geographical area. 
Interested GPs gave permission for the surveys to be 
completed in their practices and agreed to provide additional 
data.

Townsville is located some 1500 km North of Brisbane and 
is the second largest metropolitan centre in Queensland. It is 
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one of the fastest growing regional centres in Australia and 
the population of Townsville and surrounding regions is 
approximately 170 000 and growing rapidly. Townsville is a 
relatively isolated centre and the nearest town is 2-3 hours 
by car. All of the towns where GPs agreed to participate in 
this study were located between two and four hours away 
from Townsville.

This article is concerned with the second phase of a two 
stage research project21. During the first phase 304 patients 
in general practice settings participated, and in the second 
phase 130 agreed to further participation. Participants were 
then randomly selected for interview so as to provide 
proportionate numbers of rural and non-rural subjects.

In all, 118 subjects completed a telephone diagnostic 
interview, with 66% from the rural areas and 34% from the 
metropolitan centre. There were 79 women (69%) in the 
sample and 39 men (31%). The age range was 18-90 years, 
with a mean age of 54 (SD = l5 years).

Measures

The Composite International Diagnostic Interview (CIDI) 
was developed by WHO to specifically align with the 
Diagnostic and Statistical Manual Fourth Edition DSM-IV 
and the 10th edition of the International Classification of 
Diseases ICD-10. The diagnostic categories are established 
by symptom threshold cut-offs that are representative of 
underlying disorder constructs. It consists of a series of 
probe questions for depression, anxiety and substance use 
disorders. If respondents indicate positively to the probe, 
more detailed symptom specific questions follow22. 

The Composite International Diagnostic Interview – Short 
Form (CIDI-SF) was developed to provide a quicker process 
of screening for psychological disorder in epidemiological 
studies. The scale takes an average of 7 min to administer 
compared with an hour or more for the CIDI and can be 
conveniently administered over the phone. Although the 
CIDI-SF has a number of limitations, including a lack of 
validation studies, the developers see it as being of use in 

general epidemiological research where a time-consuming 
psychiatric interview may not be feasible23. In the past 
several years there have been an increasing number of 
publications describing the use of the CIDI-SF24-30 for a 
variety of purposes using a number of different approaches 
to administration.

The computer program used in this study ensures the logic of 
the interview and contains skips whenever it is impossible 
for the particular criteria to be met31. The CIDI-SF identifies 
potential symptoms of mental health problems and explores 
these symptoms to identify the level of clinical significance. 
The diagnoses made by the CIDI-SF can only be seen as an 
approximation of what an experienced practitioner would 
generate in the same setting. The CIDI-SF is able to provide 
a diagnosis of depression, generalised anxiety disorder, 
specific phobia, social phobia, agoraphobia, panic disorder, 
obsessive-compulsive disorder, alcohol use disorder, drug 
use disorder. It does not allow for diagnoses of major 
psychotic disorders23.

Method

In the first stage of the study, participants completed the 
General Health Questionnaire (GHQ12) and provided 
demographic information. Respondents were also asked to 
report any pre-existing physical or psychological conditions 
from a checklist. They then provided a self rating (3-point
scale) on their current physical and psychological wellbeing. 
Finally, the respondents provided information about their 
current living circumstances, including length of residence, 
satisfaction with location, quality of life, and whether they 
were caring for an aged or disabled relative. On completion 
of the questionnaires, the respondents placed the forms 
inside an envelope and handed this to the GP during their 
consultation. 

The GP then completed a patient assessment section 
indicating if the patient had been previously diagnosed with 
a physical or psychological condition or complaint, rating 
the patient’s physical wellbeing on a scale of 1 (very poor) to 
8 (very good), their psychological wellbeing on a scale of 1 
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(very poor) to 8 (very good), and whether they had 
conducted any psychological interventions, prescribed 
medication or referred the patient to a mental health 
specialist during the consultation. The GP completed a 
patient assessment section indicating if the patient had a 
current illness or complaint, rating of the patient’s physical 
health and psychological health and whether the GP 
provided any psychological interventions, prescribed 
medication or referred the patient to a mental health 
specialist during the consultation. Patient permission was 
sought to authorize further contact from the researchers for 
stage two of the study. 

In the second stage, the CIDI-SF, a brief structured 
interview, was administered over the telephone using a 
computer-aided interview version developed by Campbell31.

Results

There were no significant differences between the rural and 
regional groups on gender, age, level of education, 
relationship status, number of dependants, employment, or 
income. The distributions across these variables can be seen 
(Table 1).

In the overall sample, 41 (34.7%) of the respondents were 
identified as meeting the criteria for a diagnosable mental 
illness on the CIDI-SF. This is somewhat higher than the rate 
found in the WHO study of psychological problems in 
primary care (25%)32, but similar to that found in the most 
recent Australian SPHERE primary care study33-35. There 
was a significant difference between rural and regional 
participants in the numbers diagnosed with a mental illness. 
Some 34 (83%) of those diagnosed with a disorder were 
located in a rural area compared with 7 (17%) being located 
in a regional urban centre (χ2=6.83, df=1. p<0.009). This 
gives a relative risk of 2.49 (1.21, 5.11 95% CI) for a 
diagnosis of psychological disorder for the rural participants.

This difference was not accounted for by differential 
sampling from the different locations, because the same 
proportion of participants sourced from rural and regional 
GP practices in study 1 was randomly selected for follow-up 
interview. Participants from a rural setting were 2.5 times 
more likely to be diagnosed with a mental illness than 
participants from the regional centre. 

The relationship between diagnosis and other variables was 
explored using logistic regression. The dependent variable of 
whether or not a participant received a CIDI-SF diagnosis 
was evaluated in relation to a range of sociodemographic 
variables (age, sex, relationships status, education, income, 
employment) and variables related to residence (rurality, 
caring for sick or disabled relative, length of residence, 
satisfaction with place of residence, perceived quality of 
life). The results of this analysis are reported (Table 2).

The only variables that had a significant relationship with the 
likelihood of receiving a diagnosis were rurality, sex, and 
length of time resident in an area. The regression was quite 
meaningful and the identified predictors accounted for 
approximately 38% of the variance in diagnostic category (it 
is, however, acknowledged that the interpretation of r-square 
with logistic regression is problematic and that this figure 
should be interpreted quite conservatively). Rural residence 
continued to be a major predictor of diagnosis with 
participants from a rural setting being five times more likely 
to receive a diagnosis. Interestingly, the length of time that a 
participant had been resident in an area was also predictive 
of a diagnosis. Participants who had been resident in an area 
for less than 10 years were four times more likely than 
participants who had been resident for 10 years or more to 
receive a diagnosis. Gender was also significant with women 
four times more likely than men to receive a diagnosis.
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Table 1: Frequencies of sociodemographic variables in each sample

Rural 
Sample 
(n=78)

Regional 
Sample 
(n=40)

x2 df p

Gender
Male
Female

27 (35%)
51 (65%)

10 (25%)
30 (75%) 1.14 1 0.287

Relationship
In relationship
Separated
Single

51(70%)
11(15%)
11(15%)

29(81%)
3(8%)
4(11%) 1.5 2 0.472

Dependent Children
Yes
No

22(29%)
55(71%)

9(23%)
30(77%) 0.399 1 0.528

Highest education
Didn’t finish
High school/Trade
Graduate

8(11%)
61(82%)
5(7%)

5(13%)
25(69%)
7(19%) 4.232 2 0.12

Employment status
Employed
Unemployed/disabled
At Home

35(46%)
8(11%)
33(43%)

16(44%)
0

20(56%) 4.563 2 0.102
Income
Doesn’t say
Up to $20,000
$21,000 to $40,000
$41,000 to $60,000
$61,000 and up

24(31%)
20(26%)
17(22%)
9(12%)
7(9%)

6(18%)
11(32%)
6(18%)
7(20%)
4(12%) 3.629 4 0.459

t df p
Age
Mean
SD

53.6
13.6

57.5
18.01 1.313 116 0.192

Discussion

This study found that there was a significant difference in 
the number of people receiving a diagnosis between the rural 
and regional groups. Those living in the rural setting were at 
a greatly increased risk of being diagnosed with mental 
health disorder than those who lived in the regional centre. 
The difference in rates of diagnosis between the rural and 
regional settings was quite marked, and this should be 
considered cautiously given the sample size and other 

methodological limitations to the study. Our findings were 
limited by the size of the sample, which was quite small, and 
by the fact that all of the participants were strongly selected. 
Not only had they volunteered to complete the initial survey 
in their GP surgery, but also the final number were only 
those who were further willing to volunteer for a detailed 
phone interview. There is no doubt that some level of bias 
may have been introduced through this methodology.
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Table 2: Logistic regression of sociodemographic and residence variables against diagnostic category

Independent 
Variables

Overall  
(n=118)

CIDI-SF
Diagnosis

Beta s.e. Wald p Risk 
Ratio

95% C.I.

n % n % Upper Lower
Rurality
Rural Town
Regional

78
40

66.0
34

34
7

43.7
17.6

1.7 0.661 6.83 0.009 2.49 1.21 5.11

Gender
  Female
  Male

81
37

68.6
31.4

32
9

39.5
24.3

1.4 0.665 4.74 0.029 3.65 1.39 9.58

Length of 
Residence
<10 yrs
  10+ yrs

54
64

45.8
54.2

24
17

44.4
26.7

1.4 .817 6.03 0.013 1.67 1.01 2.77

Variables not significant (i) caring for a sick or elderly relative, (ii) satisfaction with residence, (iii) quality of life at 
residence, (iv) relationship status, (v) education, (vi) income, (vii) employment status
Nagelkerke R Square =0.380

However such a finding certainly points to rurality as a 
factor in the development of psychological disorders. This 
finding is, to some degree, supported by our finding that 
another measure of ‘place’ (less time in an area) was 
significantly associated with likelihood of a psychological 
problem. Length of residence is likely to be a compound 
factor with many other issues linked to it such as more 
established social networks, more stability, and so on. Thus, 
the association that we found here may reflect the influence 
of a number of underlying variables that we did not measure. 
It must be acknowledged, however, that there are alternative 
explanations for these results that cannot be ruled out. It may 
be that rural residents are more likely to receive mental 
health care from their GP due to lack of access to mental 
health specialists. In addition, there is the possibility that 
people with psychological problems may migrate to rural 
settings for reduced housing costs, which would lead to them 
being over-represented in this study. 

Conclusion

Mental health care in rural Australia is characterised by 
distinct issues due to geographical isolation compounded by 
a range of situational dynamics. Availability, location, 
affordability, appropriateness, accessibility, and 

heterogeneity of exposure to health risks all mediate 
effective mental health care36. Yet there is little or no 
research available that specifically addresses the impact of 
‘rurality’ and ‘place’ on the psychological wellbeing of 
people. Most studies to date have utilised broad and 
inadequate markers of the ‘rurality’ issues. The current study 
suggests that there may indeed be value in further 
developing these concepts and directly assessing the role of 
these factors in both rural and non-rural settings. Indeed it 
may now be time for a major evaluation of mental health in 
Australia that takes account of the heterogenous nature of the 
population and allows for a better understanding of the 
impact of quality of life, location in a community, and access 
to services on our population’s psychological wellbeing.

The key to providing good quality psychological services in 
rural Australia will require getting three critical issues right. 
Further research needs to focus on developing understanding 
of the level of need in rural setting, understanding of the 
rural cultural attitudes to mental health and how to address 
these, and a proper evaluation of how to provide 
universal/primary care mental health services in the 
uniqueness of a rural setting without merely settling for ‘off-
the-shelf’ models of service delivery that have little or no 
relevance to the cultural context of rural people. 
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