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Abstract

People living in rural and remote areas face many barriers when trying to access mental health services. These
barriers include a lack of resources, not enough services, difficulty finding and keeping staff, long distances, cultural
differences, and low awareness of mental health issues. This scoping review followed the PRISMA-ScR framework
and searched seven major databases: PubMed, EMBASE, The Cochrane Library, Scopus, PsycINFO, Web of Science,
and CINAHL Complete. Studies were included if they used qualitative, cross-sectional, or cohort designs and
followed JBI guidelines. A total of 30 studies from 11 countries were reviewed. Barriers were grouped into four
levels: system/policy, social/community, family, and individual, which are based on the Socio-ecological Resilience
Framework. At the system and policy level, common problems were insufficient resources, complex systems,
technology challenges, privacy concerns, poor service quality, staff shortages, and high costs. The challenges at
the social and community level included distance, cultural differences, stigma, low awareness, and environmental
pressures. Family-level barriers were weak family or peer support, stigma within families, and poor education.
Individual barriers included low quality of life, poor understanding of mental illness, and negative attitudes toward
mental health services. Although the review only covered studies from 2007 to 2024 and did not include all
populations, it offers important information. A socio-ecological resilience approach may help improve mental
health services in rural and remote areas.
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Background

Globally, mental health services often struggle with
resource allocation, staff recruitment and retention. This
is especially true for rural and remote communities when
available services are scarce. Because residents in rural
areas are more dispersed, providing adequate health care,
including mental health professionals, is costly and chal-
lenging [1, 2]. Numerous studies have addressed chal-
lenges in rural and remote healthcare, such as a lack of
personnel, excessive workload, disparities in health status
between rural and urban demographics, and the absence
of appropriate rural/remote healthcare facilities [3-15].
Consequently, these challenges, combined with a lack of
mental health services, result in substantial barriers to
accessing mental health services for those living in rural
and remote regions. In addition, people in rural areas are
often geographically widespread and come from a vari-
ety of cultural backgrounds [16, 17], with some studies
attributing their reluctance to use mental health services
due to their concerns over anonymity and confidential-
ity [18-21]. This is likely based on conjecture informed
by the stigma associated with mental health. It has been
proposed that rural areas may benefit from specialised
mental health services; however, studies have shown that
rural residents often do not utilise available specialised
mental health care due to their unawareness of mental
health issues [17, 22, 23].

Given the growing diversity and constant economic
and social shifts in rural regions [19, 20, 24], the complex
nature of rurality is characterised by several recurring
challenges, including reduced access to healthcare and
services, geographical isolation, a distinctive rural life-
style or culture, and specific socio-economic constraints
[25]. These challenges can be conceptually explored
through the Socio-ecological Resilience Framework,
which explains how individuals, families, communi-
ties, and systems cope with and recover from adversity
[26-30].

This review applies the Socio-ecological Resilience
Framework as the core analytical model, which concep-
tualizes the interaction of four interconnected levels—
system/policy, social/community, family, and patient—to
understand how barriers and facilitators operate across
these domains. The framework is particularly suited to
rural and remote mental health contexts because it not
only identifies vulnerabilities but also highlights adaptive
capacities within individuals, families, communities, and
service systems. By positioning resilience as both an out-
come and a process, this review allows it to interpret bar-
riers as opportunities for adaptation and improvement
rather than as static deficits [26—34].

Anxiety and depression were selected as the primary
focus of this review because they are the most prevalent
mental health conditions in rural areas, where access to
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care is particularly limited [1, 2, 35]. This review aims to
explore how barriers at the system/policy, community,
family, and individual levels, as outlined in the Socio-
ecological Resilience Framework, impact mental health
service delivery in rural areas.

The aims of this review were to (1) examine barriers
hindering the effective delivery of mental health services
in rural and remote areas by identifying system/policy-
level, community-level, family level and patient-level bar-
riers that hinder their access to mental health services;
and (2) identify gaps in the current research on socio-
ecological resilience framework to access mental health
services in rural and remote areas and how these gaps
can be addressed to improve outcomes.

Method

The scoping review strictly conforms to the method-
ological framework set forth by Arksey and O’Malley
[36] follows the Preferred Reporting Items for System-
atic Reviews and Meta-Analyses extension for scoping
reviews (PRISMA-ScR) [37]. The PCC (Population/Con-
cept/Context) framework, as described by Arksey and
O’Malley (2005), was applied to guide the selection of
studies for this scoping review. This framework helps sys-
tematically identify and evaluate the barriers to access-
ing mental health services by clearly defining the target
population, the specific mental health conditions (anxi-
ety and depression), and the context of rural and remote
communities [37].

Eligibility criteria

The scope of this review focused on the barriers that hin-
der access to and use of mental health services by people
living in rural and remote areas globally. The inclusion
criteria were as follows:

« Barriers must be described at one or more of the
following levels: systems/policy, social/community,
family, and patient. Articles were eligible for
inclusion if they discussed barriers at any one of
these levels.

+ Mental health conditions: Articles were required to
focus on individuals diagnosed with or experiencing
anxiety or depression in rural or remote areas.

The decision to focus on these two mental health
conditions was based on their prevalence and
significance in rural areas, where access to mental
health services is particularly limited. Anxiety and
depression are among the most common mental
health conditions in these regions, thus providing a
clear and relevant focus for this review.

+ Population: The study included adults (18 years or
older) who have experienced mental health issues or
needed mental health services, as well as healthcare
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providers who offer diagnostic, assessment, or
treatment services for mental health problems.

«+ Study Design: Studies using qualitative, cross-
sectional, or cohort designs were eligible, provided
they adhered to JBI guidelines for scoping reviews.

+ Geographical Focus: Studies focused on populations
in rural or remote areas, as defined by each study’s
local context (e.g., distance to the nearest city, access
to specialized healthcare services). The definition
of rural or remote areas was informed by local
classifications, as many studies use different criteria
based on country-specific parameters.

This scoping review used the Population/concept/context
(PCC) framework to establish the criteria for eligibility.
The population for this scoping review was the rural or
remote area adult populations, who have experienced a
mental health problem or need mental health services or
all the healthcare providers providing diagnostic, assess-
ment, or treatment for mental health issues, such as
primary healthcare, psychotherapy, psychiatrist, psychol-
ogist, psychiatric drugs, etc. The concept of this article
was the barriers to accessing mental health services. The
context was regional, rural and remote areas all over the
world.
The external criteria of this scoping review were:

« Exclusion criteria:

— Studies not published in English.

— Participants under 18 years of age.

— Studies that did not include a population from
rural or remote regions.

— The study did not measure access to mental health
care services.

— Patients with comorbidities in addition to mental
illness.

— Studies with interventions.

Application of the Socio-ecological resilience framework
The Socio-ecological Resilience Framework guided the
analysis of the barriers identified in the included studies.
This framework divides barriers into four levels: system/
policy, social/community, family, and patient. Each level
was used to categorize the barriers described in the stud-
ies. However, the Socio-ecological Resilience Framework
was not used as a selection criterion for included studies.
Instead, it was applied during the analysis phase to help
organize the findings and ensure that the results reflect
the complex and interconnected nature of barriers to
mental health service access in rural areas.

Studies were selected based on whether they described
barriers that affected mental health service access in
rural and remote regions. Once studies were selected, the
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Socio-ecological Resilience Framework was applied to
categorize these barriers. In some cases, studies identi-
fied barriers that did not neatly fit into the Socio-ecologi-
cal Resilience Framework, but these were still included as
they provided relevant insights into the barriers faced by
individuals living in rural areas.

Information sources

The databases searched systematically included (1)
PubMed and EMBASE, (2) The Cochrane Library,
(3) Scopus, (4) PsycINFO, (5) Web of Science, and (6)
CINAHL Complete. The search was performed on 5
August 2024 and applied a date filter from 2007 to pres-
ent using the ‘Start’ and ‘End’ publication year features.

Search

The search strategy was initially designed with the super-
visor (JS) to identify peer-reviewed studies. The following
key terms were used in the search using Boolean opera-
tors (OR, AND). Quotation marks will be placed around
search terms. The complete search strategy is shown in
Supplementary Table 2.

Selection of sources of evidence and the data charting
process

Y] applied the search strategy to six databases. Y] and
KL, as reviewers, screened all the articles independently
using EndNote. A meeting was held to determine con-
sensus if disagreements on an article occurred. If the
conflict could not be resolved, a third researcher (JS)
decided. Y] extracted data for each eligible article using
Microsoft Excel.

Data items

Characteristics relating to author, year, study location,
study objective, study design, sample size, characteristics,
mental health condition/issue and assessment method,
healthcare provider, barriers, type of mental health ser-
vices, rural/remote areas, and summary of findings were
extracted from eligible studies (Supplementary Table
3). For articles with information on metropolitan and
regional/rural/remote areas, the information related to
participants from regional/rural/remote regions was
extracted. As the purpose of a scoping review is to pro-
vide an overview or map of relevant evidence, the quality
of the included studies was not assessed [38].

Result

A total of 1879 articles were retrieved from the six data-
bases, of which 417 were excluded due to duplication.
After that, the remaining 1462 articles were screened
based on title and abstract, of which 1182 were excluded
due to ineligibility and one article was retracted. The
remaining 279 articles were reviewed in full text, 249



Jiang et al. International Journal of Mental Health Systems

studies were excluded, and 30 met the inclusion criteria.
Figure 1 shows the PRISMA process for each screening
stage.

Study characteristics

The scoping review encompasses 30 studies that com-
prehensively overview mental health service delivery
worldwide in rural and remote areas (Table 1 and Supple-
mentary Table 1).

In 30 articles, three described the mental health care
services providers’ opinions about barriers, nineteen
described the barriers to mental health care service users’
views, five reported a combination of healthcare pro-
vider and service user perspectives, one article reported
a combination of healthcare providers and policymakers,
and three reported a combination of healthcare provid-
ers, policymakers, and service users.
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The studies span various regions, including Australia (#
= 13) [35, 39-50], America (n = 8) [51-58], and Canada
(n = 1) [59], which are the high-income countries; South
Africa (n = 1) [60], which are the middle-income coun-
tries; and Vietnam (n = 2) [61, 62], India (n = 1) [63],
Mexico (n = 1) [64], Cambodia (n = 1) (64), Liberia (1 =
1) (64) and Malawi (z = 1) [65], which are the low-income
countries [66]. Table 1 illustrates the characteristics of
the included studies.

There are 13 mixed methods research designs. A total
of 16 studies were cross-sectional survey-based stud-
ies [35, 40-42, 47-49, 51-53, 55, 58, 59, 64, 65, 67]. The
scales, such as the Barriers to Help Seeking Scale (BHSS)
[39, 40], Brief Symptom Inventory-18 (BSI-18) [52, 55],
Patient Health Questionnaire (PHQ-9) [43, 61, 63], the
36-Item Short Form Health Survey (SF36) [46, 50] and
the 12-Item Short Form Health Survey (SF12) [35] were
utilised to access the barriers to mental health services.

~

Fig. 1 PRISMA flow diagram
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Table 1 Characteristics of the included studies
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Author location/countries  Population Type of mental Study design Barriers identified

& year health service

Hullet  Rural regions of Farming and General mental - Quantitative - Both farmers and non-farmers, especially in rural areas,

al, 2017  South Australia non-farming health services study face limited access to mental health services.

[39] - Eyre Peninsula rural adults - Cross-sectional  « Communication challenges with health professionals
- Riverland and Yorke  Total number: survey. - Distrust of healthcare professionals
Peninsula/Copper N=123 - Computer-as- - Community stigma and discrimination
Coast) Non farmers: sisted telephone - Preference for help from family and friends rather than

n=78 interview (CATI).  professional healthcare services
Farmers: n=45 Barriers to Help-  « Self-reliance and need for control
Seeking Scale « Minimising the problem
(BHSS)

Haynes  Jefferson County, Rural African General mental - Qualitative « Mental health services are perceived as complex,

etal, Arkansas Delta, USA  Americans health services research which complicates access to care.

2017 (N=50) Semi-structured  « Community stigma and discrimination

[51] interviews within  « A lack of general knowledge about mental health

focus groups within the community

7 focus groups « A lack of adequate family and peer support networks
Health care - Fear of judgment or being labelled negatively
providers;

Clergy and

parishioners;

Mental illness

patients;

College

students and

administrators.

Fennell  Rural and remote Rural South General mental - Quantitative - Attitudinal barriers such as’need for control and

etal, regions in South Aus-  Australian health services study self-reliance, 'minimising the problem, resignation and

2018 tralia (Eyre Peninsula, adults « Cross-sectional  normalisation’and ‘emotional control’

[40] Riverland and Yorke  Total number: survey « Privacy (and stigma) as a barrier to accessing support
Peninsula/Copper N=409 - Computer-as- for mental health issues
Coast) sisted telephone  « Women consider long wait times to access health

interview (CATI) services a barrier to mental health conditions
Barriers to help-
seeking (BHSS)

Deen et Rural towns with The rural Special- - Quantitative - Insufficient understanding of the need for mental

al, 2012 populations fewer Mid-southern ity mental health  study health services, outcome expectations, and the value

[55] than 5,500 located United States services includ- - Cross-sectional  of treatment outcomes (Primary care services are more
outside major com-  population total ing psychiatrists, survey useful than specialist mental health services for depres-
muting and number: N=99  psychologists, - Interviews over  sive symptoms and have more favourable outcome
economic patterns of (43% male) counsellors, and the telephone expectations for primary care).
metropolitan areas, social workers - Brief Symptom - Lack of transportation
Mid-southern United Inventory-18 - Stigma and anonymity
States (BSI-18)

- National Survey
of American Life
A vignette cre-
ated by Rost et al.

Deenet Central Arkansas Rural American  General mental - Quantitative + Only 53% of participants were able to accurately iden-

al, 2011 Veterans Healthcare  Total number:  health services study tify depressive symptoms, and males in particular had

[52] System, North Little  N=99 (43% - Cross-sectional  lower depression literacy rates (35%).

Rock, Arkansas, USA male) survey - Limited access to appropriate treatment options for

and University of
Arkansas, Fayetteville,
Arkansas, USA

- Brief Symptom
Inventory-18
(BSI-18)

- A vignette cre-

ated by Rost et al.

National Survey
of American Life

emotional problems in rural areas

- Community stigma and attitudes

- Participants were more likely to seek help from reli-
gious leaders
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Table 1 (continued)
Author location/countries  Population Type of mental Study design Barriers identified
& year health service
Ryan- Rural and isolated Canadians in General mental - Qualitative - Difficulties related to access to primary mental health
Nicholls  regions of Canada rural and iso- health services research care, diagnostic services, and specialised treatments due
etal, lated Canada Focus group to geographic isolation and insufficient local services.
2007 Total number: interview - Provider shortages
[59] N=30 Two focus - Policy, legislation, and regulation challenges, such as
n=30 groups: jurisdictional barriers, inconsistent policy interpretations,
n=6 (mental and restrictive program mandates
health care staff,  « Privacy or confidentiality concerns
social worker, and  + Community stigma and discrimination
registered nurse) - Attitude toward mental health services
n=8 (registered
psychiatric
nurses and social
workers)
Happell, Victoria, Australia Consumersof  General mental - Qualitative - Lack of labour
2008 mental health  health services exploratory - Negative experiences and relationships with mental
[41] services in Focus group health service staff: lack of understanding between
Australia interviews patients and doctors; Lack of trust
Total Number: metropolitan « Lack of safety and security
N=16 service:n=9 - Lack of support group in the community
rural service:n=7 + Community stigma
« Lack of patient understanding of mental iliness
Thomas Rural and remote Panellists with  Primary mental - Delphi method - Lack of Local Services: Insufficient availability of ser-
etal, communities in expertise in health services Face-to-face vices within rural and remote communities.
2015 Australia rural, remote focus group « Workforce Shortages: a lack of health professionals will-
[42] or Indigenous n=26 (respond-  ing to work in rural and remote areas.
PHC, N=28 ing to the first + High costs associated with delivering healthcare
(Delphi experts) survey) services
n=12 (face-to- - Geographic and cultural differences
face meeting) « Acceptability and awareness, particularly regarding the
social and emotional well-being of residents
Perkins  Regional and remote  Adult residents ~ General mental - Quantitative « Geographic and financial barriers to service such as dis-
etal, area of New South from rural health services study tance, time taken to get appointments, and the limited
2013 Wales, Australia regions of NSW, - Cross-sectional  availability of local mental health services
[43] Australia surveye « A shortage of mental health professionals in rural and
Total number: remote regions
N=2150 - Community stigma
- Attitude toward mental health services such as
stoicism
Batter-  Australia Residents Doctor/GP, social - Quantitative « Residents in rural areas faced challenges related to ser-
ham et with mental worker, hospital, study vice accessibility, minimal access to specialised mental
al, 2020 disorders in psychologist, - Cross-sectional  health services, such as psychologists
[44] rural, regional,  psychiatrist, or survey « A shortage of mental health professionals in rural areas
and metro- counsellor « Accessing - Community stigma
politan areas of Mental Health - Attitude toward mental health services: high
Australia survey; self-reliance
Total number: - Stigma of Sui-
N=2378 cide Scale (SOSS)
Distress Ques-
tionnaire-5 (DQ5)
Gwaiko-  Sinoe, River Gee and  Rural Liberia Primary care health - Mixed methods - Lack of mental health drugs, poor physical
loetal, GrandKru, Liberia Total key infor-  facilities - Qualitative infrastructure
2017 mants: N=22 interviews « Lack of communication support (e.g., no electricity or
[69] Six focus - Focus group mobile networks for referrals)
groups: N=49 Quantitative data -+ A lack of mental health knowledge among primary

Primary care
health facilities:
N=19

— Facility survey

healthcare staff

- Community stigma

- Stigma towards individuals with mental disorders
« The cultural perceptions of mental illness
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Author location/countries  Population Type of mental Study design Barriers identified
& year health service
Hill et Rural South-Central ~ Women at a Rural primary care - Qualitative - Operational barriers, such as infrequent patient visits
al, 2016 Appalachian rural primary clinic research for well-being checkups, inadequate time for mental
[57] care clinicin Individual health discussions, and the need for better reimburse-
Appalachia interviews ment for mental health services
Total number: patients:n=18 « Mental health providers expressed a lack of training in
N=22 providers:n=4 addressing mental health concerns
« Both patients and providers highlighted the significant
role of stigma
- Patients expressed feeling a lack of financial, social, and
provider support, making it difficult to access mental
health services
- Lack of mental health literacy
- Some patients were resistant to seeking professional
help
Benja-  Calvinia and Lam- People with General mental - Qualitative « A severe shortage of mental health services and
min et bert’s Bay, South mental illness health services research facilities
al, 2021 Africa living in South Semi-structured - Lack of human resources: Limited staff who specialise
[60] Africa individual in mental health-related services
Total number: interviews - Community stigma and discrimination
N=46 - Lack of knowledge and understanding of mental
health
Roberts  Sehore sub-district,  Adults with General mental - Qualitative « Healthcare providers were focused primarily on treat-
etal, India probable de- health services study ing somatic symptoms and often did not have the time
2020 pression in rural Patient Health or resources to address psychological or social issues
[63] India Questionnaire related to depression
Total number: (PHQ-9) « Lack of access to trained mental health professionals in
N=35 the region
« A general lack of access to trained mental health pro-
fessionals in the region
« Community stigma and discrimination
« Lack of family support and decision-making dynam-
ics: health-seeking behaviour was influenced by male
relatives, often leading to delays in seeking treatment for
depressive symptoms
- Attitude toward mental health services
« Psychological symptoms were frequently seen as “ten-
sion” or stress, distinct from mental illness.
Olofs- Lvea Em District, Informants in General mental A situational - Lack of budget for mental health services
son et Kandal Province, the rural district  health services analysis - Insufficient mental health training of health care
al, 2018  Cambodia of Lvea Em, workers
[68] Kandal Prov- - Shortage of trained professionals for mental health care
ince, Cambodia +No mental health treatments or screening tools
Total number: available
N=14 - Stigma associated with mental illness in the
community
- Avoid seeking help for mental health issues due to
cultural beliefs
Pet- Rural areas of the Different racial ~ General mental - Quantitative - Limited access to mental health treatment in rural

terson et United States
al, 2009
[56]

and ethnic
groups in rural
areas

Total number:
N=36,288,

health services

study

- Cross-sectional
design

+ Medical Ex-
penditure Panel
Survey (MEPS)

« 5-point Likert
scale
Self-Reported

areas

- Fewer mental health professionals are available in rural
areas

- Stigma related to mental illness and perceived cultural
dissimilarities between providers and racial/ethnic
minority patients can deter individuals from seeking
mental health services

- Stigma and a lack of trust in the healthcare system
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Author
& year

location/countries

Population

Type of mental
health service

Study design

Barriers identified

Nguyen
etal,
2021
[61]

Giang et Bavi, a rural district in
the North of Vietham

al, 2010
[62]

Knight
etal,
2020
[45]

Bocker
etal,
2012
[58]

Chuong My District —
a rural district located
in the west of Hanoi,

Vietnam

Remote, regional,
and urban Australia

Rural communities
across Northwest
lllinois

Elderly in rural
Hanoi, Vietham
Total number:
N=376

Different socio-
demographic
groups in
North Vietnam
total number:
N=3,425

Older adults in
rural areas in
Australia

Total number:
N=94

Focus groups
and in-depth
interviews:
n=21

Older adults
(>50 years old)
in Northwest
lllinois

Total number:
N=150

General mental
health services

General mental
health services

General mental
health services

Primary mental
health services

- Quantitative
study

- Cross-sectional
Survey

- Perceived Barri-
ers to Psycho-
logical Treatment
(PBPT) scale

- Patient Health
Questionnaire
(PHQ-9) scale
Multidimen-
sional Scale of
Perceived Social
Support (MSPSS)

- Quantitative
study

- Cross-sectional
Survey
Self-Reporting
Questionnaires
(SRQ-20)

- Mixed methods
design
Quantitative:
surveys,

- National Mental
Health Literacy
Survey

Barriers to Mental
Health Services
Scale-Revised
(BMHSS-R)

- Qualitative:
focus groups,
and in-depth
interviews

+ Quantitative
study

- Cross-sectional
survey

- SF-12

Durham GRECC
Depression Scale

- Limited availability of mental health professionals and
services

« Geographic and financial accessibility

- Limited transportation, not having health insurance,
and financial disadvantages

- Community stigma and discrimination

« Many elderly people did not perceive their men-

tal health problems as serious or requiring medical
treatment

« Physical health problems and limited ability to carry
out daily activities

- Service Satisfaction: past negative experiences with
counsellors or a distrust of counsellors

- Time constraints: elderly individuals may have responsi-
bilities that take precedence over their own healthcare

« There is limited access to mental health services in rural
areas

« A shortage of mental health specialists and the limited
training of primary health care staff

- Stigma associated with mental health issues was preva-
lent in the community

- Many individuals with mental distress sought health
care for somatic symptoms rather than emotional or
psychological issues

« A lack of awareness and understanding of mental
health problems

« Access to mental health services was more limited for
those in inner regional areas compared to outer regional
or urban areas

« Cost was a significant barrier

- Intent to Seek Help: Inner regional respondents were
less likely to seek help from a mental health professional
than urban respondents.

- Value of self-sufficiency

- Mental health services were only necessary for severe
conditions

« Recognition of Psychological Problems: Participants
had difficulty recognizing anxiety and determining
when symptom severity should indicate seeking help

« Lack of knowledge about local services

« A shortage of mental health professionals

- Expense of healthcare and medical visits: The financial
burden of accessing mental health services can be
prohibitive for many older adults

- Community stigma and discrimination

« The lack of strong family support systems for older
adults

« Denial or underestimation of the seriousness of mental
health conditions by patients themselves

« Physical health problems and transportation issues

« Daily pressures and challenges faced by older adults in
rural areas can impede their ability to seek and engage
in mental health treatment
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Author location/countries  Population Type of mental Study design Barriers identified
& year health service
Es- Chiapas, Mexico Mental health Primary health care - Qualitative « Geographic constraints, lack of available services, and
ponda et service users in study long waiting times
al, 2022 rural Mexico Semi-structured A lack of trained healthcare workers in these rural
[64] Total number: interviews communities
N=30(28 - Stigma associated with mental iliness, especially within
female) the family
« Many participants delayed help-seeking because they
believed they could manage their symptoms indepen-
dently or thought the symptoms would subside over
time
- Lack of attribution of symptoms to a mental health
condition
« Cost of treatment
- Negative experiences with service providers
« Reliance on informal care, e.g. prayer
Dolja-  Australia Rural and non-  Medicare items - Quantitative - Geographic isolation and Lack of local mental health
Gore et rural Australian  under the‘Better  study services
al, 2014 women aged Access Scheme' - Longitudinal « The limited availability of mental health professionals
[46] 28-33 years (BAS), including study in rural areas
Total number:  services from psy- - survey - Financial barriers, including the inability to afford out-
N=4316 chologists, allied - Study Short of-pocket costs for mental health services
health care work- ~ Form (SF36); - Stigma and confidentiality concerns in small, close-knit
ers, psychiatrists, ~ The Accessibil- communities
and GPS ity/Remoteness  « Rural women were less likely to perceive their mental
Index for Australia health conditions as requiring professional care. They
(ARIA+) were more likely to rely on primary care providers (GPs)
rather than mental health specialists for treatment.
Gar- Australia The cost to The Royal Flying - Cost analysis « Lack of availability of mental health services
diner et mental health  Doctor Service study - A notable shortage of mental health professionals in
al, 2020 services in rural  (RFDS) Diagnosis of rural and remote regions
[47] and remote ICD-10-AM - Distance to mental health services
communities ChapterV codes - Cultural factors in rural communities
Total number: FOO-F99 (mental - Environmental challenges, including drought, fires, and
N=1048 and behavioural  climate change, and the recent Coronavirus pandemic
Total patients disorders) ICD-
retrieved via 10-AM coding
air medical ser- method
vicesin 2017:
Primary evacua-
tions:n=122
Interhospital
transfers:
n=926)
Chikas-  Southern Malawi Mental health  The outpatient - Quantitative - Less satisfied with the mental health services due to
ema et services users mental health study previous negative experiences
al, 2021 in Southern services - Cross-Sectional  + A shortage of mental health professionals in rural areas
[65] Malawi Study - The stigma associated with mental health conditions
Total number: The Charleston « Involuntary admissions and restraint of service users
N=216 Psychiatric Out-  experiencing
patient Satisfac-
tion Scale

(CPOSS)
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Author location/countries  Population Type of mental Study design Barriers identified
& year health service
Passet  lowa, USA Older adults Primary health - Qualitative - Distance to providers and transportation challenges
al, 2019 with multiple care: Medicare, study. « A shortage of mental health providers, including
[53] comorbidities in  Medicaid, and The semi-struc- psychiatrists and therapists, further complicates access
rural lowa private insurance  tured interview to services
Total number: - High out-of-pocket costs and inadequate insurance
N=15 coverage
- Community stigma and discrimination
- Many patients did not initiate conversations about
mental health with their primary care providers unless
prompted
« A lack of understanding about available mental
health services and confusion about different types of
providers
Judd et  Rural north-west Residents with  General mental - Quantitative - Lower use of specialist services in remote areas
al, 2007  Victoria, Australia mental health  health services study « A shortage of mental health professionals, particularly
[48] problems in - Cross-sectional,  in smaller towns
rural north-west community- - Stoic attitude
Victoria based study - Stigma surrounding mental health
Total number: The Structured + Many rural residents are less likely to seek help for
N=391 Clinical Interview mental health problems
Muir- arural region of Older people managers of - Qualitative - Difficulty in accessing mental health services due to
Co- Australia with men- residential and research design  the rural location, with limited availability of mental
chrane tal health community aged  Semi-structured  health professionals and the need for older adults to
etal, problems care services; Interviews travel long distances to receive care
2014 Total number:  coordinators of - Service unavailability or inaccessibility
[49] N=19 programmes and « Health professionals focusing on physical illness and
care packages; dismissing mental health concerns
nurses; occupa- « A shortage of mental health professionals and services
tional therapists, in rural areas
social workers, - Stigma surrounding mental health issues, particularly
counsellors, and in small rural communities
mental health cli- + Many older adults are reluctant to acknowledge or
nicians specialising seek treatment for mental health issues
in the care of older « Older adults may not recognize their mental health
adults symptoms
« Lack of trust in mental health treatment
- Stoicism
Inadequate referral processes
Competition for resources between organisations
Gonza-  Major city, inner South Aus- General mental - Quantitative - Had fewer local mental health services available
lez-Chica regional and outer/  tralians aged health services study - The shortage of mental health professionals in rural
etal, remote South Austra- 15+ years who . Cross-sectional  areas
2020 lia, Australia use mental study - Stigma around mental health issues was found to be
[35] health services - Medical higher in rural communities

Total number:
N=2977
mental illness
patients: 535

Outcomes Study
Short Form 12
(SF-12v1)
physical compo-
nent score (PCS)
mental compo-
nent score (MCS)

«Individuals in rural areas were more likely to perceive
mental health services as unnecessary or only needed
for severe conditions
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Author location/countries  Population Type of mental Study design Barriers identified
& year health service
Chenet Rural and urban Privately insured Outpatient mental Quantitative - Had fewer outpatient visits for depression, anxiety dis-
al, 2022 areas of the United US adults aged  health services study orders, and substance use disorders compared to their
[54] States 18-64 during for depression, Longitudinal urban counterparts
2005-2018 anxiety disorders,  study - Service inadequacies and gaps: lack of mental health
N=74million  and substance use service workforce
t0 30.1 million  disorder « Rural patients incurred a higher share of out-of-pocket
enrolees per (OOP) expenses compared to their urban counterparts,
year from 2005 despite lower total payments per visit.
t0 2018 « Rural beneficiaries relied more on primary care provid-
ers and less on psychiatrists and psychologists
Dolja-  Metropolitan, inner  Rural and non-  Better Access - Quantitative «Women in rural and remote areas had fewer mental
Goreet  regional, outer re- rural Australian ~ Scheme (BAS) study health services available, particularly through the Better
al, 2023  gional,and remote/  women aged mental health - cohort study Access Scheme (BAS)
[50] very remote areas of ~ 28-33 years services, includ- Self-reported Kes- « The shortage of mental health professionals in rural
Australia Total number:  ing counselling, sler SF36-mental  areas
N=4458 psychiatry,and GP  health score - Stigma or reluctance to acknowledge mental health

services

problems

- Women in rural and remote areas were less likely to
continue using mental health services, even though
they had greater mental health needs.

+ Waiting times and access to mental health services are
insufficient in rural areas

Data were typically collected through computer-assisted
telephone interviews (CATI) in 6 studies [39-42, 51, 55].
In addition, raw data from the National Living Survey
and the Medical Expenditure Panel Survey (MEPS) were
combined to meet the quantitative aspects of the objec-
tives regarding mental health in 2 studies [52, 55, 56].

Mental health service setting

Among 30 studies, 16 studies reported on general mental
health services [35, 39-41, 43, 45, 48, 51, 52, 56, 59-63,
68], six studies described primary mental health ser-
vices [42, 53, 57, 58, 64, 69], and two studies described
the tertiary level specialty mental health services such as
psychiatrists, psychologists, counsellors, and social work-
ers [44, 55], two studies described the outpatient mental
health services [54, 65], and one study described mental
health services provided by The Royal Flying Doctor Ser-
vice (RFDS) [47]. In addition, two studies described the
Better Access Scheme (BAS) mental health services [46,
50], and one study outlined the roles of residential and
community care managers for the elderly, program coor-
dinators, care package administrators, and mental health
professionals specialising in senior care [49].

Target groups

This scoping review provided an overall understanding of
32 target populations and various study designs, focusing
on the composition of the groups and studies. The groups
range from small, focused studies to population-level
cross-sectional survey studies. In particular, the smaller
groups included 15 rural Iowa older adults in the USA

[53], 16 Australian mental health service users [41], and
19 patients aged 70 and over with mental health prob-
lems in rural Victoria, Australia [49]. The medium-sized
group included 50 rural African Americans [51], 99 rural
Americans [52, 55], and 409 South Australian adults [40].
The larger group included 2150 residents from rural New
South Wales, Australia [43], 2378 rural and metropolitan
Australians with mental health problems [44], and 4316
Australian women aged 28-33 years from rural and met-
ropolitan areas [46]. The largest and most representative
dataset of the 30 studies covers between 7.4 million and
30.1 million U.S. adults surveyed annually between 2005
and 2018, which is the range of the quantitative studies
[54]. The focused and qualitative surveys were conducted
with relatively small participant groups, including 22 key
stakeholders or healthcare providers, six focus groups
involving a total of 49 participants, and 19 primary care
health facilities in rural Liberia [57].

Barriers under the socio-ecological resilience framework
The included studies were categorised according to the
Socio-ecological Resilience Framework. The framework
is divided into four levels: system/policy level, social/
community level, family level, and patient level. Each cat-
egory has several subcategories.

Barriers under the system/policy level

The system/policy level refers to the overarching struc-
tures and policies that govern the delivery and accessibil-
ity of mental health services within a healthcare system.
The barriers under the system/policy level include limited
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resources (28 articles), workforce shortages (21 arti-
cles), quality of mental health services (9 articles), cost
of services (8 articles), system complexity, technological
limitations, and navigation (3 articles), privacy or confi-
dentiality concerns (2 articles), and policy (1 article).

1. Resources are limited According to the studies, the
most significant barrier was the limited resources
[35, 39, 40, 42-50, 52—-64, 68, 69]. This barrier
includes the long waiting time for the treatment,
lack of locally available general and specialised
services such as primary mental health care,
diagnostic services, and specialised therapies,
poor physical infrastructure, lack of and limited
capacity, and lack of communication support (e.g.,
no electricity or mobile networks for referrals) [69].
Also, the cost of delivering mental health services to
rural areas is high [42].

2. Workforce shortage Rural regions face unique
challenges in attracting and retaining qualified
healthcare professionals, directly limiting access
to essential mental healthcare. This shortage is
characterised by a lack of specialised mental health
professionals such as psychiatrists, psychologists,
and counsellors, making it difficult for rural
populations to receive timely and effective care. The
key issue is the difficulty in recruiting and retaining
mental health professionals, and the turnover of
staff in rural areas [35, 39, 41-44, 46-48, 50, 53, 54,
56, 58—60, 62—65, 69].

3. Quality of mental health service Lack of
awareness by mental health service providers,
negative experiences and low satisfaction from
the mental health service providers are the main
points under the quality of mental health services
(39,41, 49, 57, 61, 64, 65, 68]. Negative experiences
included instances such as feeling dismissed
or misunderstood by healthcare professionals,
encountering unhelpful or stigmatizing attitudes
towards mental health, or experiencing poor
outcomes due to inadequate care [61, 64, 65]. Lack
of awareness of mental health was described as
having a limited understanding of mental health
needs by healthcare providers, such as health
professionals focusing on physical illness and
dismissing mental health concerns.

4.  Cost of service The cost of mental health services
plays a critical role in determining whether
individuals can access the care they need. For many
patients, the high cost of treatments, therapies, and
medications associated with mental health services
creates a significant barrier to receiving timely and
effective care. This issue is particularly prevalent in
rural or low-income areas where individuals may
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not have the financial insurance or support to afford
specialised mental health services, especially when
out-of-pocket expenses are high [42, 45, 46, 53, 54,
58, 61, 64].

Barriers under the Social/community level

The Social/Community Level focuses on the social,
cultural, and community factors that influence men-
tal health service use and the well-being of individuals
within a society. The barriers under the system/policy
level include community stigma and discrimination (28
articles), geographic and cultural differences (5 articles),
lack of community awareness (1 article), and environ-
mental stress (1 article).

=

Community stigma and discrimination
Community stigma and discrimination are
widespread societal issues that significantly impact
the utilisation of mental health services, particularly
in rural or tightly knit communities. In many cases,
individuals may be labelled as “crazy,” “dangerous;’
or incapable of functioning within society, which
further marginalises them and creates a barrier to
seeking help [35, 39-41, 43—46, 48-63, 65, 68, 69].

2. Geographic differences Geographic and cultural
differences play a significant role in accessing the
mental health services of rural area users [42, 47, 52,
64, 68]. In rural or remote areas, geographic barriers
such as long distances to the nearest healthcare
facility, poor transportation infrastructure, and the
isolation of communities can severely limit access to
mental health services.

3. Cultural differences Cultural differences in rural

areas, such as prevailing beliefs, attitudes, and

stigmas regarding mental health, may prevent
individuals from seeking help. Cultural factors also
play a role in perpetuating stigma [42, 47, 64]. In
some cultures, mental illness is viewed as possession
by demons, and some patients were more likely to

seek help from religious leaders [52].

Barriers under the family and peer level

The Family Level in the Socio-ecological Resilience
Framework plays a crucial role in influencing the men-
tal health outcomes of individuals, particularly in rural
or remote areas where external mental health resources
may be limited. At this level, peer and family support (4
articles), family stigma (1 article).

1. Peer and family support. Lack of family and peer
support is a main barrier influencing rural health
mental services consumers to use the mental health
services in rural areas. The lack of family or peer
support, including limited provision of emotional,
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financial, and practical assistance to individuals
dealing with mental illness, has discouraged people
from seeking mental health services [51, 58, 63].
Hull and colleagues further illustrated those farmers
in rural and remote areas preferred seeking help
from family and friends instead of professional
healthcare services. This could be a primary factor
influencing people in rural areas from seeking
mental health services [39].

Barriers under the patient level

The Patient Level in the Socio-ecological Resilience
Framework focuses on the individual factors influenc-
ing a person’s mental health and ability to access and uti-
lise mental health services. These barriers stem from the
patient’s attitudes, understanding, and personal experi-
ences with mental health. Several key barriers at this level
include attitude toward mental health services (22 arti-
cles), patient understanding of mental illness (13 articles),
and quality of life (2 articles).

1. Attitude for mental health services It has been
found in these studies that negative perceptions
of mental health services, compounded by stigma
and mistrust, reduce the likelihood of individuals
in rural areas seeking timely care. These negative
attitudes are often shaped by cultural beliefs and
their negative experiences of mental health services
(35, 39-46, 48-53, 56, 57, 59, 61, 62, 64, 65].

2. Patient understanding of mental illness The
present review found that patient understanding
of mental illness, such as lower depression literacy,
was a significant barrier to mental health service
utilisation, with many failing to recognise symptoms
as a mental illness in rural areas [41, 49, 52, 53,
55,57, 58, 60, 62—64, 69]. Patients were found to
fail to recognise their psychiatric symptoms or
misinterpret them as stress or temporary emotional
issues, leading to delayed treatment.

3. Quality of life Quality of life was identified as
a significant barrier at the patient level [58, 61].
Individuals in rural areas often reported lower
quality of life due to ongoing mental health issues,
which impacted their ability to engage in daily
activities, work, or social interactions, further
deterring them from seeking mental health services
58, 61].

Discussion

This scoping review identified barriers to accessing men-
tal health services in rural areas from the perspective of
a Socio-ecological Resilience Framework. The framework
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reveals four interconnected and interacting levels: the
system/policy, the social/community, the family and
peers, and the individual, that interact to affect the
accessibility, quality, and effectiveness of mental health
services.

Rather than merely cataloguing obstacles, this review
interprets these barriers as points of potential adapta-
tion and system learning. Across the 30 studies reviewed
(2007-2024), the research focus and thematic direction
have evolved considerably. Early research primarily docu-
mented structural and workforce deficiencies. Telemedi-
cine has been shown to alleviate geographical barriers,
improve patient satisfaction, reduce healthcare costs,
support workforce training and retention, and maintain
service continuity during emergencies such as pandemics
[70-74]. Community-based service models, such as com-
munity emergency care and nurse-led integrated primary
care, enhance sustainability and adaptability through
localization, intersectoral collaboration, and ongoing
professional training [75-77]. These are adaptive efforts
made to address service gaps identified in previous work.
This evolution marks a conceptual shift consistent with
the Socio-ecological Resilience Framework, moving from
describing barriers to exploring adaptive capacities and
context-specific solutions within rural and remote men-
tal health systems.

At the system/policy level, persistent resource scar-
city and workforce shortages continue to constrain
mental-health service delivery [35, 39-50, 52-65, 68,
69, 78-80]. In high-income countries such as Australia,
initiatives like the Better Access Scheme have improved
rural service continuity by supporting telehealth expan-
sion and workforce incentives [46]. In contrast, low- and
middle-income countries (LMICs) such as Liberia [69]
and Malawi [65] demonstrate that low-cost, community-
driven and Non-Governmental Organization (NGO)-
supported programs can compensate for weak formal
systems by leveraging existing community and faith net-
works. These findings suggest that investing in local
human resources, culturally adapted workforce train-
ing, and digital connectivity are key resilience strategies
applicable across diverse economic settings.

At the community level, geographic isolation interacts
with cultural norms and stigma to restrict help-seek-
ing [42, 47, 51, 52, 64, 68]. In Indigenous and culturally
diverse communities, mental illness may be understood
through social or spiritual frameworks rather than bio-
medical ones [42, 47, 48, 52, 64]. Evidence from Austra-
lia, Mexico, and South Africa shows that involving local
leaders and elders in awareness and referral programs
increases acceptance of formal care [39, 42, 43, 60, 64].
Hence, culturally congruent interventions co-designed
with local communities are essential to strengthen equity.
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A lack of peer and family support can considerably
delay mental health treatment in rural areas, where close-
knit relationships often play an essential role in daily life.
In these communities, individuals who struggle with
mental health issues may not seek help on their own,
relying instead on encouragement and support from fam-
ily members or friends. When this support is missing,
individuals are less likely to prioritise their mental health
and may delay seeking help.

Earlier research often portrayed family as a source of
stigma or discouragement, whereas later studies increas-
ingly recognized family and peer networks as potential
facilitators of resilience [22, 81, 82]. Programs promoting
family mental health literacy and peer support initiatives
have emerged as crucial strategies to strengthen commu-
nity resilience. These evolving perspectives align with the
shift in research focus toward positive, capacity-building
approaches rather than deficit-based interpretations of
family dynamics.

Attitudes toward mental health services in rural areas
are the main barriers that studies mentioned at the
patient level [35, 39-46, 48-53, 56, 57, 59, 61, 62, 64, 65].
Many individuals are reluctant to seek help due to their
personal beliefs about mental health.

Recent literature also highlights improvements in men-
tal health literacy and self-recognition of symptoms,
reflecting gradual progress over the past two decades
[80, 81]. The integration of online educational campaigns
and tele-counselling has increased awareness, particu-
larly among younger rural residents. However, disparities
persist among older adults and populations with limited
digital access. These findings demonstrate that while
progress has been made, addressing inequality in digital
literacy and access remains a key component of resilience
at the individual level.

While the Socio-ecological Resilience Framework
effectively explains the interaction among system, com-
munity, family, and individual factors, its application
requires contextual sensitivity. In high-income countries
such as Australia, Canada, and the United States, the
framework aligns with existing community-based and
policy-supported structures that foster resilience through
decentralised service delivery and telehealth. In con-
trast, in low- and middle-income countries such as India,
Vietnam, Liberia, and Malawi, cultural norms and spiri-
tual beliefs often shape the understanding of mental ill-
ness. In these contexts, resilience extends beyond formal
health systems and is embedded in informal networks—
families, religious leaders, and community elders—that
serve as primary support systems [67]. Therefore, con-
textualising the socio-ecological resilience framework to
incorporate cultural beliefs, local coping mechanisms,
and Indigenous practices is essential for effective mental
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health interventions in rural and remote settings [26—30,
83].

The temporal analysis from 2007 to 2024 indicates that
rural mental health research has gradually shifted from
identifying barriers toward building resilience. Earlier
studies largely documented systemic shortages and atti-
tudinal stigma [48, 59], while recent work emphasizes
innovation, cultural inclusivity, and adaptation [46].
This evolution mirrors the socio-ecological resilience
framework’s core principles—adaptation, recovery, and
growth amid adversity [26]. The successful application
of the socio-ecological resilience framework, however,
depends heavily on cultural and contextual fit. In Aus-
tralia, resilience may stem from policy-driven telehealth
and workforce incentives [84], whereas in low-income
regions it may emerge through community solidarity,
NGO engagement, and traditional belief systems [25, 67,
80, 82].

Building on these insights, several practical strategies
can be derived to enhance the resilience of rural and
remote mental health systems.

At the system/policy level, infrastructure investment,
development strategies to allocate resources better and
enhanced communication support systems, such as reli-
able electricity and mobile networks for referrals, are
needed to mitigate the resource limitation. In addition,
programs should be implemented to attract and retain
mental health professionals in rural areas. Giving prior-
ity to medical and health science students who grew up
in rural areas, improving rural retention rates [85, 86].
Supporting current rural healthcare providers to expand
their skills or enhance their qualifications is one way to
address the workforce shortage [84]. Enhancing per-
sonal connections and strong links with local commu-
nities [87], belonging to rural societies, and increasing
high-quality and diverse activities to young people might
retain the rural health workforce. Furthermore, exploring
options to reduce the cost of mental health services for
rural residents, such as through government subsidies or
expanded insurance coverage, expanding telehealth ser-
vices to provide rural patients with access to specialised
mental health professionals, potentially leveraging tech-
nology to overcome geographical barriers.

At the social/community level, working with local com-
munities to reduce the stigma and discrimination associ-
ated with mental health issues could include educational
campaigns, community support groups, and the involve-
ment of community leaders in mental health advocacy.
Providing training for mental health professionals to
better understand and address the cultural diversity and
beliefs within rural communities, ensuring services are
culturally appropriate and accessible.

At the family level, developing and promoting pro-
grams that encourage family and peer support for
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individuals with mental health issues, recognising the
importance of these relationships in rural communities,
and at patient level, increasing mental health literacy in
rural areas through education and awareness campaigns,
helping to dispel myths and misconceptions about mental
health and the benefits of seeking help are needed [81]. In
addition, several studies have reported that awareness of
mental health problems and confidence in using services
are non-spatial facilitators of access to and use of mental
health services [67, 88, 89].

Strengths, limitations, and recommendations
Strengths

This scoping review uses the Socio-ecological Resilience
Framework, providing a comprehensive and structured
approach to evaluate multilevel barriers affecting rural
and remote mental health services. By examining fac-
tors across system/policy, social/community, family, and
patient levels, the framework enables a nuanced under-
standing of how these dimensions interact. Focusing
on resilience as a positive concept adds further value by
identifying protective mechanisms that promote adap-
tation and recovery within individuals, families, and
communities.

Additionally, the inclusion of studies spanning nearly
two decades (2007-2024) strengthens the review’s con-
tribution by capturing evolving evidence from bar-
rier-focused to resilience- and innovation-oriented
approaches. This comprehensive perspective not only
captures evolving trends but also informs policy inter-
ventions and practical strategies for improving rural
mental health services.

Limitations

This review is limited to English-language studies pub-
lished between 2007 and 2024 and did not include search
terms specific to certain population subgroups, such as
people with disabilities or LGBTIQ + communities, who
are known to face distinct barriers in rural areas. As a
result, some relevant evidence may have been missed.

Furthermore, the included studies primarily represent
countries such as Australia, the USA, Vietnam, Canada,
South Africa, India, Liberia, Mexico, Malawi, and Cam-
bodia. Therefore, the findings may not fully reflect the
global diversity of rural mental health systems.

Although this review examined contextual differences
across countries, finer cultural nuances within subre-
gions—especially in low- and middle-income countries—
were not always captured due to limited available data.
This highlights the need for more culturally grounded,
region-specific studies to better understand resilience
and service delivery in diverse settings.
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Conclusion

This scoping review highlights the main barriers to seek-
ing help from mental health services in rural or remote
areas, organized by system/policy, community, family,
and patient levels. Over the past 18 years, the research
trajectory has evolved from identifying structural barri-
ers toward embracing adaptive, resilience-based, and cul-
turally informed solutions. The growing use of telehealth
[80], community-driven initiatives [82], and culturally
tailored care models [25, 67] reflects the dynamic nature
of resilience in rural contexts. Future research should
continue exploring how socio-ecological resilience
frameworks can be refined and localized to strengthen
mental health service resilience across diverse rural and
remote populations.
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