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Abstract
Background Inadequate healthcare access and utilisation are implicated in the mental health burden experienced 
by those living in regional, rural, and remote Australia. Facilitators that better enable access and utilisation are also 
reported in the literature. To date, a synthesis on both the barriers and facilitators to accessing and utilising mental 
health services within the rural Australian context has not been undertaken. This scoping review aims to (1) synthesise 
the barriers and facilitators to accessing and utilising mental health services in regional, rural, and remote Australia, 
as identified using the Modified Monash Model; and (2) better understand the relationship between barriers and 
facilitators and their geographical context.

Methods A systematic search of Medline Complete, EMBASE, PsycINFO, Scopus, and CINAHL was undertaken to 
identify peer-reviewed literature. Grey literature was collated from relevant websites. Study characteristics, including 
barriers and facilitators, and location were extracted. A descriptive synthesis of results was conducted.

Results Fifty-three articles were included in this scoping review. Prominent barriers to access and utilisation included: 
limited resources; system complexity and navigation; attitudinal and social matters; technological limitations; distance 
to services; insufficient culturally-sensitive practice; and lack of awareness. Facilitators included person-centred and 
collaborative care; technological facilitation; environment and ease of access; community supports; mental health 
literacy and culturally-sensitive practice. The variability of the included studies precluded the geographical analysis 
from being completed.

Conclusion Both healthcare providers and service users considered a number of barriers and facilitators to mental 
health service access and utilisation in the regional, rural, and remote Australian context. Barriers and facilitators 
should be considered when re-designing services, particularly in light of the findings and recommendations from the 
Royal Commission into Victoria’s Mental Health System, which may be relevant to other areas of Australia. Additional 
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Introduction
The mental health of Australians who live in regional, 
rural, and remote Australia is an ongoing concern [1]. 
Poor healthcare access is one of the key determinants of 
adverse mental health outcomes, with access issues being 
more pronounced in regional, rural, and remote Australia 
(hereafter referred to as rural, in line with the Australian 
Government’s definition under the Rural Health Multi-
disciplinary Training [RHMT] Program [2]), compared to 
metropolitan Australia [3]. People living in rural Austra-
lia often face difficulties in obtaining healthcare, and this 
care is often delayed and more expensive for the patient 
[4]. These difficulties in accessing and utilising health-
care are implicated in the higher mental disorder burden 
experienced by those living in rural Australia, shown by 
the higher rates of suicide, compared with major cities 
[5]. Moreover, this group is less likely than those living 
in major cities to take-up and complete mental health 
treatment [6]. Workforce maldistribution plays a role in 
these health inequalities [7–10], with more clinical full 
time equivalent (FTE) mental health professionals work-
ing in major cities, compared with rural areas (i.e., 92 vs. 
30–80 mental health nurses, 15 vs. 2–6 psychiatrists, and 
90 vs. 15–55 psychologists per 100,000/population) [3]. 
Other areas of the health workforce are similarly maldis-
tributed across the country (i.e., 403 vs. 223–309 clinical 
FTE medical practitioners and 531 vs. 382–469 clinical 
FTE allied health professionals per 100,000/population in 
major cities versus rural areas) [11].

There are a number of factors that are implicated — 
both directly and indirectly — in the access and utilisa-
tion of mental health services, and these factors may be 
pertinent to the level of remoteness experienced. This 
includes particular aspatial (i.e., social) and spatial (i.e., 
geographical) dimensions [12, 13]. Aspatial dimensions 
consist of the factors that affect the affordability, accept-
ability, accommodation, and awareness of healthcare 
access. In the rural context of Australia, this tends to 
relate to social matters [14, 15] including stoicism, low 
help-seeking behaviours, and confidentiality concerns 
[16]. Spatial dimensions are concerned with the avail-
ability and accessibility of service access, including geo-
graphical isolation [14], service delivery capacity [17] 
[18], and dual-roles [14] (i.e., the intersection of profes-
sional and personal relationships) in rural areas. While 
here we define access as factors that pertain to the attri-
butes/expectations of the individual and their alignment 
with the provider/services [12], other models conceptual-
ise access as the opportunity to identify healthcare needs, 

seek services, reach resources, obtain or use services, 
and have the need for services fulfilled [19]. Utilisation 
refers to the generation of a healthcare plan throughout 
a healthcare encounter, as well as its implementation and 
follow-through [20].

Conceivably, mitigating the barriers and augment-
ing the facilitators to the utilisation of mental health 
services may be particularly important when consider-
ing the obstacles that people from rural areas face when 
accessing services. One previous study on rurally-based 
Australian adolescents suggested that barriers to access-
ing services, such as social exclusion and ostracism by 
members of their community, also likely prevented the 
continued utilisation of services and negatively affected 
treatment outcomes [21]. Cheesmond et al. [22], in a 
review of residents in rural Australia, Canada, and the 
United States of America, highlighted a link between 
sociocultural rurality, rural identity, and help-seeking 
behaviour. Cheesmond et al. [22] suggested that spe-
cific place-sensitive approaches are needed to overcome 
barriers to help-seeking, and that a greater understand-
ing of help-seeking in the rural context is required. This 
includes further exploration of rurality as a concept, con-
ducting research within diverse environments, allowing 
participants to contextualise barriers to help-seeking, and 
exploring the co-existence of multiple help-seeking bar-
riers. Parallel to this, a paucity of research has focussed 
on the facilitators to accessing and utilising mental health 
services in rural Australia.

To the authors’ knowledge, no previous reviews have 
specifically focussed on understanding the barriers and 
facilitators to accessing and utilising mental health ser-
vices within the rural Australian context. A scoping 
review was chosen as the preferred approach to this work 
because of the emerging and cross-disciplined nature 
of the research. The aim of this scoping review is to: (1) 
explore the barriers and facilitators to accessing and 
utilising mental health services for Australians living in 
rural areas; and (2) better understand the relationship 
between barriers and facilitators and their geographical 
context.

Method
This scoping review conforms to the guidelines put for-
ward by Arksey and O’Malley [23], follows the Preferred 
Reporting Items for Systematic Reviews and Meta-Anal-
ysis extension for scoping reviews (PRISMA-ScR) [24], 
and a published protocol [25].

research generated from rural Australia is needed to better understand the geographical context in which specific 
barriers and facilitators occur.
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Eligibility criteria
The scope of this review was intentionally broad to allow 
explanation of the nature and extent of the literature 
describing the barriers and facilitators to accessing and 
utilising mental health services across regional, rural, and 
remote Australia. Articles were eligible for inclusion if 
they met the following criteria:

  • Included individuals with a diagnosed mental 
disorder, experienced mental health issues, or 
were part of a mental health community service; 
or included healthcare providers that provided 
diagnostic, assessment, or treatment services for 
mental health issues.

  • Explained obstacles that impeded the uptake, quality, 
or level of mental health services being accessed or 
described facilitators that allowed the uptake, quality, 
or level of mental health services being received.

  • Included service users, healthcare providers, or 
services that were based in regional, rural, or remote 
Australia according to the Modified Monash Model 
(MMM) 2–7 (regional centres to very remote 
communities) [4] (i.e. the current RHMT definition 
of rural).

The population/concept/context (PCC) framework was 
used to generate the eligibility criteria for this scoping 
review and is described in Table 1. The eligibility criteria 
for this review varied slightly from the published protocol 
[25]. In this review, we included pharmacists as health-
care providers, as it was identified that pharmacists play 
a key role in mental health services in some rural areas. 
We excluded mental health programs and health promo-
tion activities that were considered to be a “structured 
activity” delivered by a service, reviews, viewpoints, dec-
larations, tailpieces, frameworks, and commentaries. 
We also excluded articles that did not provide sufficient 
detail to describe the barriers or facilitators to accessing 
or utilising services, as well as articles that pooled results 
across participants from metropolitan and regional/
rural/remote areas. The only exception to this was when 
authors referred to the study setting as regional/rural/
remote, but upon further investigation using the health 
workforce locator [26] (see Sect. 2.8Geographical analy-
sis), the location was deemed to be metropolitan accord-
ing to the MMM [4] — this exception was allowed due 
to the differences in geographical models applied to Aus-
tralian health research [27, 28]. Separately, we decided 
to include articles that reported on the barriers and/or 
facilitators of a specific rural mental health service imple-
mentation activity or service model, as we felt that these 
articles offered important insights that may be translated 
to new service initiatives or research activities.

Information sources
The following databases were systematically searched: 
Medline Complete, EMBASE, PsycINFO, Scopus, and 
Cumulative Index of Nursing and Allied Health Lit-
erature (CINAHL). Websites of the Australian federal 
and state government’s Department of Health, Primary 
Health Network (PHN), key rural and remote peak bod-
ies/agencies known to the authors from their collective 
experience on the topic, and Google were also searched 
to ascertain grey literature. The search was performed 
on 11th January 2022 and a 2012-current date filter was 
employed using the ‘start’ and ‘end’ publication year 
functions. Additional sources were identified through 
‘snowball’ searching of included studies. Where needed, 
additional location information was obtained via a study’s 
first or corresponding author.

Search
The search strategy was developed in consultation with 
two scholarly services librarians (JS and BK) to identify 
peer-reviewed studies and grey literature records. Rele-
vant keywords, search terms, and wildcard symbols were 
applied to each database. An adapted search string was 
searched in Google using the advanced search function. 
The “all these words” and “any of these words” search 
options were engaged, and PDF files were requested. 
All (n = 11) pages of the search results were assessed for 
eligibility by one reviewer (BEK), and the research term 
agreed on their inclusion.

The full search strategy and grey literature sources are 
presented in Additional Table 1.

Selection of sources of evidence
One reviewer (BEK) applied the search strategy to the 
databases and websites. Two reviewers (BEK and KBC) 
independently screened all articles using Covidence [29]. 
Where discrepancies concerning the eligibility of an arti-
cle occurred, a meeting was held to determine consensus; 
if consensus could not be reached, a third reviewer (LJW) 
was consulted to make the final decision.

Data charting process
To ensure that the data charting process was consistent 
with the research question, a charting form was devel-
oped and piloted by two authors (BEK and KBC). One 
author (BEK) then charted the data for each of the eligi-
ble articles, using Microsoft Excel.

Data items
The following data items were extracted from eligible 
studies: author and year, study objective, study design, 
location, sample size, characteristics of participants, 
mental health diagnosis/issue and assessment method, 
healthcare provider type/role, barriers, facilitators, 
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mental health service, regional/rural/remote area of Aus-
tralia, and summary of findings (Additional Table 2). For 
literature that included participants from both metro-
politan and regional/rural/remote areas, only informa-
tion that pertained to those from regional/rural/remote 
areas was extracted, except for instances where statistical 
differences between groups were reported for compari-
son. Likewise, in instances where articles included par-
ticipants who were eligible (e.g., healthcare providers) as 
well as participants who were ineligible (e.g., no evidence 
of mental health diagnosis/engagement with services), 
only information from eligible participants was extracted. 
First or corresponding authors of studies that did not 
specifically state where the study was conducted were 
contacted to provide additional location information.

Synthesis of results
A descriptive synthesis was conducted by providing an 
overview of the included study characteristics, setting 
and target groups, and barries and facilitators. Links to 
aspatial and spatial access factors were also described, 
where relevant. The study characteristics are presented 
in Table 2 and the barriers and facilitators pertaining to 
each included study are presented in Additional Table 3. 
A quality appraisal of the included studies was not under-
taken as scoping reviews aim to offer an overview or map 
of the pertinent evidence [30].

Geographical analysis
Geographical coordinates provided by the health work-
force locator [26] were used to determine the remoteness 
of the study locations according to the MMM categories. 
These data were inputted into STATA to determine the 
number and proportion of each of the MMM categories.

Results
The database search yielded 1,278 articles, of which 555 
articles were removed due to duplication. Subsequently, 
723 titles and abstracts were screened, and 441 were 
excluded due to ineligibility. At the full text stage, 282 
articles were screened, with 181 studies being excluded, 
resulting in 47 articles meeting the eligibility criteria. 
The grey literature search yielded 128 potentially rel-
evant sources, of which six were eligible after removing 
three for duplication. In total, 53 articles were included in 
this scoping review. A snowball search of the references 
of included records was also conducted and two addi-
tional records were identified but were deemed ineligible 
as they reported on studies/samples that were already 
included in the review. Figure  1 displays the PRISMA 
flow throughout each screening stage.

Study characteristics
Of the 53 included studies, 25 articles described barriers 
and/or facilitators from the healthcare provider perspec-
tive, 13 were from the point of view of the service user, 
eight reported on combined perspectives of both the 
healthcare provider and service user, and seven reported 
on barriers/facilitators from neither the healthcare pro-
vider nor service user perspective directly but did con-
sider the barriers/facilitators of the service environment 
(e.g., service evaluations).

Most studies (n = 29, 54.7%) employed qualitative 
methods, including interviews and/or focus groups; 12 
studies utilised quantitative cross-sectional or longi-
tudinal methods, seven were mixed-methods research 
designs, and two were service description and classifica-
tion studies.

The highest proportion of studies were conducted in 
New South Wales (NSW) (n = 13) [31–43], followed by 
Australia broadly (n = 12) [33, 44–54], South Austra-
lia (SA) (n = 10) [55–64], Victoria (VIC) (n = 6) [65–70], 
Queensland (QLD) (n = 5) [71–75], Western Australia 
(WA) (n = 3) [76–78], Tasmania (TAS) (n = 2) [79, 80], 
and Northern Territory (NT) (n = 1) [81]. One study per-
tained to areas within NSW, QLD, and VIC [82], and 
another study concerned NSW and WA [83]. No stud-
ies were centred on Australian Capital Territory (ACT). 
Table 2 depicts the characteristics of the included studies.

Setting and target groups
Mental health service setting
Fourteen studies reported on general or community-
based mental health services [18, 33, 43, 48, 53, 54, 57, 64, 
72, 74, 77, 78, 83]. Four studies described mental health 
services provided within emergency departments (EDs) 
and/or urgent care centres (UCCs) [40, 41, 46, 65]. The 
remaining studies described mental health services pro-
vided by counsellors and GPs [38], nurses, peer-workers 
[71], personal helpers and mentors [35], pharmacists 
[47], and a combination of several healthcare provid-
ers [59]. Seven studies reported on technology-based or 
-enhanced mental health services [51, 60–63, 75, 76].

Target groups
The population group focus of studies varied. Of the stud-
ies that commented on, or specified that they targeted 
specific subpopulations, four studies discussed care per-
tinent to Indigenous or Aboriginal and/or Torres Strait 
Islander Peoples [66–68, 81]. Four studies discussed 
mental health services for young people [55, 63, 73, 82]. 
Three studies specifically included at least a proportion of 
service users who were under the age of 18 years old [55, 
61, 79]. Two studies reported on mental health services 
for older people [50, 58]. Other studies described barriers 
and or facilitators specific to sex workers [80], medical 
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doctors [45], LGBTIQA + people [51], immigrants [49], 
and women [39] or men [70] with specific mental health 
issues. Three studies described mental health services 
that were specific for supporting people with depression 
[34, 39, 55]; two studies were focussed on suicide [68, 70]; 
two studies described care for people with eating disor-
ders [42, 52]; and one study was centred on perinatal and 
infant support [75].

Barriers and facilitators
The included studies varied significantly. This included 
differences in the purpose and type of study, participant 
sample, and methodology, and reporting of findings. 
Barriers and facilitators were grouped into prominent 
concepts based on terminology used by the relevant lit-
erature and are presented in Table 3. Barriers related to 
limited resources; system complexity and navigation; 
attitudinal and social matters; technological limitations; 
distance to services; insufficient culturally-sensitive prac-
tice; and lack of awareness. Facilitators related to person-
centred and collaborative care; technological facilitation; 
environment and ease of access; community supports; 
mental health literacy; and culturally-sensitive practice.

Prominent barrier concepts
Barriers affecting healthcare providers and service 
users Limited resources. Across the studies, the most 
considerable barrier was limited resources [18, 33–36, 38, 
39, 42, 45, 50–56, 58–66, 71, 74, 75, 78–80, 82]. This key 
concept considered limited resources at the healthcare 
provider and service user level. Notably, lack of available 
general and specialist services, limited service capacity, 
workforce shortages, difficulty attracting and retaining 
staff, and staff turnover were frequently reported as con-
siderable spatial barriers to service delivery, hampering 
access to services. Moreover, financial costs, disadvan-
tage, or appointment fees [34, 37, 52, 53, 61, 62, 78], and 
lack of transport [34, 50, 52, 53, 58, 62, 71, 78] restricted 
access to mental health services for the service user. These 
issues reflect the lower relative socio-economic advantage 
seen in rural areas of Australia [2].

System complexity and navigation. The complexity 
in using and navigating the system was a common aspa-
tial barrier [18, 33, 36, 40–42, 45, 46, 51–53, 57–59, 61, 
63, 65, 66, 69, 73, 74, 78, 80], which affected healthcare 
providers in coordinating patient care and service users 
in utilising such care. These issues were most frequently 
reflected in reports on extended wait times and delays in 
assessment and diagnosis [34, 40, 46, 53, 55, 57, 58, 62, 
66, 78, 80].

Attitudinal or social matters. Many studies reported 
that attitudinal or social matters were a barrier for the 
service user [34–36, 38, 39, 43, 50–52, 60, 61, 64, 66–68, A
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70, 78, 80, 81], particularily concerning privacy or confi-
dentiality concerns [39, 51, 60–63, 66, 67, 78], affecting 
aspatial access to care. The need to be stoic was reported 
as a barrier to seeking psychological help among regional 
medical doctors, relating to their perceptions of regional 
practitioner identity [45], and among service users [50, 
67, 70].

Technological limitations. Several studies cited limi-
tations to services delivered via technological means 
[51, 53, 60–62, 64, 78]. Some studies acknowledged that 
technology can enhance physical mental health services, 
but cannot replace them [62, 64], particularly for spe-
cific client groups, including the older population and 
Aboriginal and Torres Strait Islander people, who report-
edly prefer face-to-face service delivery [78]. In addition, 
poor connectivity and high costs of technology use were 
reported as aspatial barriers to accessing technology-
delivered mental health services and may also affect their 
utilisation [53, 62, 78].

Lack of awareness. Lack of awareness about mental 
health issues, needs, or services available was reported as 
an aspatial barrier in the current review [43, 50, 52, 67, 
78]. This lack of awareness was reported at the health-
care provider level in one study, and was described as 
the healthcare provider having a limited understanding 
of the mental health needs in older people, resulting in a 
lack of referral to appropriate services [50]. At the service 
user level, a lack of awareness precluded individuals from 
recognising mental health problems [67], while a lack of 
awareness of services was a barrier to seeking help [52, 
78].

Barriers affecting service users Distance to services. 
The spatial distance required to travel to physical services 
is a considerable issue for people residing in rural locali-
ties, and this distance has been shown to reduce service 
access and utilisation in the current review [52, 62–64, 67, 
71, 78]. There is also an additional burden experienced by 
those with physical disability, or those who don’t have a 
support person to assist them [53].

Insufficient culturally-sensitive practice. A limited 
capacity to meet the needs of culturally and linguistically 
diverse (CALD) and Aboriginal and Torres Strait Islander 
communities was reported, affecting aspatial access and 
utilisation of services. This tended to be a result of ser-
vice users not feeling culturally safe within the service 
environment, perceptions that health professionals had 
cultural assumptions about the service user, and inappro-
priate assessment tools [48, 49, 58, 73, 78].

Prominent facilitator concepts
Facilitators affecting healthcare providers and service 
users.

Person-centred and collaborative care. Many stud-
ies reported that person- (or client-) centred care that 
is non-judgemental and permits collaboration to be 
an important aspatial facilitator to mental health ser-
vice access and utilisation [31, 34–36, 41, 42, 56–59, 61, 
63–65, 72, 74, 81]. It is noteworthy that person centred 
care was specifically reported in studies pertaining to the 
service user [61] and healthcare provider [63, 64] in the 
current review, suggesting that this approach is recog-
nised as important by both those delivering and using the 

Fig. 1 PRISMA flow diagram of studies considered in this review
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service. Care that is regular and non-intrusive was seen 
as a way to facilitate service utilisation [34, 57].

Technological facilitation. Technology-based services, 
including integrated mental health services, telehealth, 
live chat, SMS appointment reminders and coordination, 
and mental health web-pages, were reported to be use-
ful in filling spatial and aspatial gaps in service delivery 
for physical services [51, 53, 58, 60–63, 75, 76, 78]. These 
services were reported to facilitate connection and infor-
mation sharing [62], clinical supervision, contact with 
specialists [60], workforce upskilling, and security [75] 
for the healthcare provider. For the service user, tech-
nology-based services facilitated immediacy of consulta-
tions, cost savings, and anonymity, and reduced mental 
health hospitalisations and admissions, additional cli-
ent appointments, the need to travel, stigma, and family 
stress [60].

Environment and ease of access. The mental health 
service environment and the ease of which one may 
access services — granted that all other access issues are 
overcome — were frequently reported as spatial facilita-
tors [31, 49, 65, 73, 80, 81]. Specifically, services that per-
mitted a non-clinical and comfortable environment were 
deemed as important aspatial factors for young people 
[61, 73]. Co-located services were also considered impor-
tant for access, as this allows service integration and 
facilitated information sharing [31, 41, 63].

Community supports. The community was consid-
ered to be an important aspatial facilitator. This included 
healthcare providers being involved and connected with 
the community [56, 65, 66], as well as having a sense of 
community [59], as a way to facilitate care via informa-
tion sharing, collaboration, and knowing community 
members and local issues. For the service user, commu-
nity and place was seen as a source of strength as noted 
by one study [39].

Facilitators affecting service users Mental health lit-
eracy. Several studies reported that having awareness of 
mental health issues and being confident in using services 
were aspatial facilitators to mental health service access 
and utilisation [52, 57, 59, 66, 70]. These factors are gener-
ally referred to as mental health literacy within the wider 
literature, which is a crucial component of healthcare [84].

Culturally-sensitive practice. Of the studies that 
reported on cultural elements of mental health service 
provision, it was noted that Indigenous and other cultur-
ally appropriate staff (i.e., a Koori Mental Health Liaison 
Officer or Aboriginal Mental Health Worker), as well as 
the involvement of Community Elders and spiritual heal-
ers [48] assisted with service access and utilisation [48, 
66]. Further, culturally appropriate décor and flexibility in 
meeting places [66], and the use of culturally acceptable 
models of mental health [48] were also seen as important 
aspatial dimensions.

Geographical analysis
Overall, thirty studies were described as being relevant to 
rural areas [18, 31, 33–36, 38, 39, 42, 43, 48–50, 53, 57, 
58, 61–70, 73, 76, 78, 83], three studies were pertinent to 
regional areas [39, 56, 79], two studies were concerned 
with remote areas [77, 81], and the remaining studies 
involved combinations of regional/rural/remote popula-
tions of Australia [37, 40, 41, 44–47, 51, 52, 54, 55, 59, 60, 
71, 74, 75, 80, 82]. Over one third of the studies (n = 21, 
39.6%) reported or provided specific spatial data, which 
allowed the MMM [4] to be applied directly to the study 
location; n = 10 (47.6%) of these studies included mul-
tiple locations, resulting in a total of 41 MMM catego-
ries. Studies were conducted most frequently in MM5 
small rural towns (n = 10, 24.4%) and MM3 large rural 
towns (n = 9, 22.0%) and least frequently in MM6 remote 
communities (n = 3, 7.3%). The first author’s location was 
used as a proxy location for 28 studies (52.8%). Of these 
studies, the most frequent location was MM1 metropoli-
tan settings (n = 16, 57.1%), likely due to the high propor-
tion of study locations being taken from the first author’s 
location, and that many universities and research cen-
tres are located in major cities. There were no studies 
conducted in MM5 small rural towns (n = 0, 0%). Three 
author locations (5.7%) could not be determined due to 
limited information provided. Table 4 displays details of 
the MMM categories according to spatial data reported 
or obtained and proxy locations. Due to the heterogene-
ity and lack of mutual exclusivity of the data, an analysis 
of the association between geographical area and specific 
barriers and facilitators was unable to be completed.

Table 4 MMM categories according to spatial data reported or 
obtained and proxy locations

Spatial data 
reported or 
obtained

Proxy 
location 
used

n % n %
MM1* 4 9.8 16 57.1
MM2 5 12.2 5 17.9
MM3 9 22.0 4 14.3
MM4 6 14.6 1 3.6
MM5 10 24.4 0 0.0
MM6 3 7.3 1 3.6
MM7 4 9.8 1 3.6
Total 41 100% 28 100%
Note: MMM = Modified Monash Model; *Studies pertaining to MM1 areas are excluded 
from this review, with the exception of the included studies that described the setting as 
regional/rural/remote but were classified as metropolitan when the MMM was applied. 
Data are not mutually exclusive
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Discussion and implications
This scoping review identified the barriers and facilitators 
experienced by healthcare providers delivering mental 
health services and individuals accessing, or attempt-
ing to access mental health services in rural Australia. 
Prominent barriers included: limited resources; system 
complexity and navigation; attitudinal and social mat-
ters; technological limitations; distance to services; 
insufficient culturally-sensitive practice; and lack of 
awareness. Facilitators included person-centred and col-
laborative care; technological facilitation; environment 
and ease of access; community supports; mental health 
literacy and culturally-sensitive practice. We also aimed 
to understand these barriers and facilitators in relation 
to their geographical context; however, the variability in 
the data precluded the geographical analysis from being 
completed.

This study revealed a paucity of research conducted in 
MM6 remote and MM7 very remote communities in Aus-
tralia when specific spatial data are considered, as well 
as in the ACT — however, it is noted that the majority 
of the ACT is classified as metropolitan, with 99.83% 
(387,887 residents) of the population residing in MM1 
at the time of the 2016 census [2]. Moreover, when proxy 
study locations are used, many studies are conducted by 
researchers located in metropolitan areas. Only three 
studies specifically included service users who were 
under the age of 18 years old, representing a significant 
gap in understanding the mental health service needs 
of the younger population. Although it is acknowledged 
that there are considerable research ethics restrictions in 
place to protect children and young people, the onset of 
many mental health issues tends to occur between 14.5 
and 18 years of age [85], highlighting the importance of 
understanding barriers and facilitators to accessing men-
tal health services amongst the younger cohort. Due to 
the heterogeneity of the findings, the following discus-
sion considers the most prominent barriers and facilita-
tor concepts identified across the studies.

Review findings support limited resources as being 
one of the biggest restrictors of mental health service 
access and utilisation within rural Australia. Thes find-
ings echo reports at the national scale, which show the 
mental health workforce is heavily concentrated in met-
ropolitan areas compared to other remoteness areas, 
relative to the population [86]. Considerable efforts need 
to be made to reduce the resource inequalities, including 
the dearth of mental health professionals practicing out-
side of metropolitan cities. Recently, the National Mental 
Health Workforce Strategy Taskforce (the Strategy) was 
established to deliberate the quality, supply, distribution, 
structure, and methods to improve attracting, training, 
and retaining Australia’s mental health workforce [87]. 
The Consultation Draft of the Strategy highlights six 

objectives, including (1) careers in mental health are rec-
ognised as, attractive; (2) data underpins workforce plan-
ning; (3) the entire mental health workforce is utilised; 
(4) the mental health workforce is appropriately skilled; 
(5) the mental health workforce is retained in the sec-
tor; and (6) the mental health workforce is distributed 
to deliver support and treatment when and where con-
sumers need it [88]. These objectives reflect the systemic 
resource issues cited in the current scoping review and 
emphasise the importance of a contemporary approach 
to increasing resources for mental health services in rural 
Australia. This contemporary approach is important, as it 
has previously been acknowledged that increasing gradu-
ates has not resolved workforce maldistribution in other 
areas of healthcare (i.e., medical physicians), but rather, 
an improved distribution of both human and other 
resources is needed [89, 90].

For the service user, resource issues spanned both 
aspatial and spatial dimensions and include the afford-
ability (i.e., perceived worth relative to cost) and acces-
sibility of the service (i.e., the location of the service 
and ease of getting to that location) [12, 13]. Transport 
issues were commonly reported to be a resource issue 
within the current review and the wider literature. Lim-
ited transport compounds access issues for specific sub-
populations, such the elderly, particularly when they do 
not have personal transport and when there is no public 
transport available [50]. This issue is likely compounded 
by resource limitations, including the cost of travel, 
and is specifically related to spatial distance to services. 
Distance to services is a significant barrier to access-
ing healthcare. Wood et al. [91] in a systematic review, 
identified that there is a lack of research which measures 
spatial access specific to mental health services in Aus-
tralia, and highlighted a need for consensus on what is 
reasonable access to healthcare services. Further, reports 
have noted that while distance alone is a significant bar-
rier to accessing healthcare, accommodation may some-
times need to be sought depending on the time of the 
appointment, adding to the cost of attending the appoint-
ment [92] and further perpetuating the resource issues 
experienced by those living in rural areas of Australia. In 
addition, although not specifically reported in the cur-
rent review, it is likely that the time required for travel-
ing to and attending such appointments may require the 
individual to choose between tending to work or family 
needs or receiving the help needed.

Transport and other resource issues, as well as dis-
tance to services, may be mitigated through telehealth 
appointments, which have been central to the provision 
of healthcare since the beginning of the COVID-19 pan-
demic. However, the utilisation of telehealth requires 
many patients to have had a face-to-face consultation 
with their GP in the previous 12 months [93], which may 
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preclude some Australians from rural areas from its use, 
considering the significant workforce maldistribution 
previously discussed. Moreover, rural areas of Australia 
also experience digital disadvantage as a result of lower 
internet connectivity — brought about by the high costs 
of installing internet infrastructure in rural and remote 
areas — and the socio-economic disadvantage experi-
enced by those who live outside of metropolitan areas 
[94]. These issues are compounded by an ageing popula-
tion, lower educational levels, a larger primary industry 
sector, a higher unemployment rate, and a higher Indige-
nous population in rural and remote Australia [94]. High 
cost, connectivity issues, and suitability for specific client 
groups should be key considerations in the delivery of 
technology-based mental health services. Notwithstand-
ing these issues, the current review identified that tech-
nology-based services may be a useful adjunct to physical 
services, particularly in relation to reducing the need to 
travel, consultation immediacy, and clinician upskilling. 
This finding partially supports a recent systematic review, 
which found that youth located in rural and remote areas 
of Australia and Canada prefer to see mental health pro-
fessionals in person, with telehealth provided as an addi-
tional option [95]. As such, the benefits and limitations 
to technology-based mental health services needs to be 
carefully considered by those designing services.

A key barrier to both access and utilisation in the cur-
rent review was the complexity of using and navigating 
the mental health system. These issues typically occur 
at the system and organisation level and affect the way a 
service operates and its culture, making it challenging for 
service users to receive effective care. A complex mental 
health system and service fragmentation has been previ-
ously reported to lead to confusion and a lengthy amount 
time spent trying to navigate the system, with these issues 
being even greater amongst those who are younger, less 
autonomous, or who have less experience navigating the 
system [96]. System navigation initiatives may address 
this gap and have previously been implemented via the 
Partners in Recovery (PIR) program  —  established to 
facilitate care coordination for people with severe and 
persistent mental illness  —  with positive impacts for 
those who used the program [97]. However, the intro-
duction of the National Disability Insurance Scheme has 
superseded the PIR program, and has rendered many 
former PIR program participants ineligible for support 
[98, 99], representing a significant gap in mental health 
service navigation and care coordination support. Isaacs 
et al. [100], identified that it is more cost effective to sup-
port people with severe and persistent mental illness to 
access PIR supports than to not provide this support, 
due to the potential increased need for other services 
(e.g., hospital admissions, homelessness supports, resi-
dential supports). Indeed, the Australian Government’s 

Productivity Commission (Productivity Commission) 
recommended that life insurers should have greater flex-
ibility to fund approved mental health services to reduce 
the likelihood of hospitalisation for mental health issues 
[101]. In addition, Isaacs et al. [100] reported that co-
located services — which were reported as a facilitator in 
the current review — and the increased need of non-clin-
ical support through mental health community support 
services, offered via non-governmental and not-for-profit 
organisations, were demonstrated to be important con-
siderations for cost effective mental health care.

Attitudinal or social matters are frequently reported 
to be key barriers for rural Australians to accessing care 
and are considered to be an aspatial dimension [12, 13]. 
These matters which include stigma, fear of judgement, 
stoicism, lack of trust, preference for keeping to one-
self, and reluctance to seek help have been reported on 
the global scale as impacting upon help-seeking in rural 
areas in relation to rural identity [22]. Stoicism, in par-
ticular, is ordinarily viewed as a positive trait, with rural 
participants of a global review contextualising stoicism 
as an inflexible element to their core identity, however, 
this trait has repeatedly been reported as a barrier to the 
uptake of mental health services in this review [45, 50, 67, 
70] and in the wider literature [22]. In terms of address-
ing attitudinal and social matters, previous Australian 
research [16] has identified that intentions to seek help 
for a mental or emotional issue decreased with a higher 
classification of remoteness. Moreover, stoicism and atti-
tudes towards seeking professional help were predictive 
of help-seeking intentions for participants from both 
rural and metropolitan areas, but sex, suicidality, and 
previous engagement with a mental health professional 
were additionally predictive of help-seeking intentions 
for rural Australians [16]. The current scoping review 
identified few studies that specifically reported on these 
issues in relation to barriers to accessing services [37, 
55, 68, 70], suggesting a need to increase research focus 
on these issues. Interestingly, Kaukiainen and Kõlves 
[16] study, found that attitudes towards seeking profes-
sional help mediated the relationship between stoicism 
and help-seeking intentions for participants from both 
rural and metropolitan locations, suggesting that atti-
tudes towards seeking professional help may be a fruit-
ful avenue to target to increase help-seeking intentions 
for all Australians [16]. Education programs delivered 
in secondary school or tertiary settings have been sug-
gested as a way to improve attitudes towards help-seek-
ing and stigma [102]. These avenues may also be useful to 
increase mental health literacy (i.e., the public knowledge 
and recognition of mental disorders and knowing where 
and how to seek help) [84] in the community, given that 
lack of awareness was a barrier and mental health literacy 
was a facilitator in the current review.
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Providing person-centred and collaborative care was 
reported as a key facilitator in the current review. Person-
centred care is generally defined as care that is holistic 
and incorporates the person’s context, individual expres-
sion, beliefs, and preferences, and includes families and 
caregivers, as well as prevention and promotion activities 
[103]. Indeed, person-centred care is a prominent prac-
tice model in mental health care, and this model of care 
may be particularly beneficial in rural Australia, given 
that it aims to decrease barriers between health service 
providers via shared knowledge. This model of care is 
collaborative by nature, although it should be noted that 
collaborative care is a distinct, though related model 
of care. Collaborative care refers to health profession-
als and patients working together to overcome a mental 
health problem [104]. This model of care has been shown 
to improve depression and anxiety outcomes across the 
short to long term (i.e., 0–24 months), and has ben-
efits on medication use, patient satisfaction, and mental 
health quality of life [104]. The Productivity Commis-
sion recommended the trial of innovation funds to dif-
fuse best practice in mental health service delivery and 
to eliminate practices that are no longer supported by 
evidence [101]. Such innovation funds may allow health-
care providers to maintain currency on practices such as 
person-centred and collaborative care. Importantly, the 
Royal Commission into Victoria’s Mental Health System 
(the Royal Commission) [90] identified person-centred 
care as a way to promote inclusion and prevent inequali-
ties, and was specifically linked to providing culturally 
safe mental health care — which was noted as a facili-
tator to access and utilisation in the current review and 
has been highlighted as an important approach to elimi-
nate health inequalities [105]. Moreover, the Royal Com-
mission recommended the use of an integrated service 
approach — where service providers can work together 
to provide care [90]. This approach to care may mitigate 
service fragmentation and system complexity and navi-
gation barriers, and also permit environments that are 
comfortable and allow ease of use — as identified as facil-
itators in the current review.

Community support, both in the sense of individuals 
feeling connected to the community and healthcare pro-
viders being seen within the community, was a key con-
cept in the current review. For the service user, Johnson 
et al. [39] reported that accessing services under the scru-
tiny of the community was seen as a challenge, but that 
the community was also seen a source of strength. Crotty 
et al. [56] noted the duality for healthcare providers being 
involved with the community in both a social and pro-
fessional sense, leading to both challenges and a feeling 
of togetherness. This sense of togetherness reflects the 
historical view that rural and remote communities have 
been connected over several generations [106]. Notably, 

in the current review, one study on healthcare provider 
perspectives on workforce retention reported that per-
sonal connections and a ‘natural’ connection to the com-
munity were key factors in the decision for staff working 
in remote areas to stay [33], suggesting the importance 
of embedded relationships in this setting. Preferences to 
stay in rural and remote towns have been associated with 
a sense of belonging and the quality of diverse and inter-
esting activities, particularly for younger people [107], 
and these factors should be strengthened to permit the 
retention of the rural mental health workforce.

It is noteworthy that many of the studies were under-
taken at metropolitan locations, suggesting that much 
of the research completed on rural locations was not 
necessarily conducted within this setting. However, it is 
acknowledged that many university locations are affili-
ated with major campuses, which are often located in 
metropolitan areas. Simultaneously, many rurally-based 
health and community services do not have the resources 
to undertake locally-generated research, and this con-
sequently limits the evidence available for policymakers 
to make informed decisions regarding the health of the 
rural population — noting that place-based approaches 
are gaining traction [108–110]. This area is a key focus 
of the RHMT program [111]. The RHMT program aims 
to maximise investment in of Australia via academic 
networks, developing an evidence-base, and providing 
training in rural areas for health professionals. To date 
the RHMT program has seen that health graduates who 
undertook clinical placements in the most rural settings 
are working more in rural locations [112], and this is 
likely to have flow-on effects for healthcare providers to 
build connections to these areas, retain the workforce, 
and increase health outcomes for the community.

This review highlights the need for a contemporary 
approach to mental health services in rural Austra-
lia. This includes encouraging and educating the pub-
lic about mental health issues and how to seek and 
engage in timely mental health care that is appropri-
ate to one’s needs. Simultaneously, this review suggests 
a need to reconsider how the public navigates men-
tal health services, and to redesign services that are 
easy to engage with, culturally safe, comfortable to use, 
and have technological capabilities. This may be more 
accurately achieved when services are designed with 
local issues and the community in mind via the integra-
tion of bottom-up place-based strategies and top-down 
place-sensitive approaches, particularly given that a one-
size-fits-all approach to policy — and thus mental health 
service design — does not favour regions and localities 
[113]. It is critical that rural mental health services are 
invested in to remove barriers and improve health equity. 
The fiscal implications of such investment may be offset 
using this integrated approach, which leverages local and 
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external assets, encourages workforce retention, and may 
reduce costs in other areas healthcare service delivery.

Strengths and limitations
The strengths of this scoping review include the use of 
peer-reviewed and grey literature, the full-span of the 
child-adult age range, and the wide variety of included 
studies. In addition, this scoping review applied a consis-
tent approach to applying remoteness categories, albeit 
this application was not without issues. For example, 
Wand et al. [40] and Wand et al. [41] reports on work 
done in Maitland (MM1) and Dubbo (MM3). Maitland 
(NSW) is of particular interest in the context of remote-
ness settings as it has historically been described as a 
regional area. In the early 2000s when the Australian 
Bureau of Statistics was defining the most accessible cat-
egory of the Accessibility/Remoteness Index of Australia 
(ARIA), Maitland (as well as other locations such as Wol-
longong, NSW and Geelong, Victoria) was included in 
the most accessible category [114].

Several limitations must also be considered. Firstly, 
many sources — particularly grey literature sources — 
included potentially relevant information; however, a 
lack of clear evidence that the data specifically pertained 
to those living in regional/rural/remote areas prevented 
many of these sources from being included. In addition, 
findings were limited by the available literature, espe-
cially among community service organisations, which 
have limited resources to generate research outputs. The 
search strategy was limited to 2012–2022 and did not 
include search terms specific to certain subgroups of the 
population who have been known to experience barri-
ers to mental health services in rural areas (e.g., farmers 
and people from CALD backgrounds), and some search 
results may have been omitted as a result of this. It was 
not possible to discern whether findings related specifi-
cally to access or utilisation in many studies, and as such, 
a nuanced discussion of these dimensions is not provided. 
Further, the data were heterogeneous and results tended 
to be grouped across regional, rural, and/or remote con-
texts, precluding an analysis of the association between 
geographical area and barriers and facilitators from tak-
ing place. Future research may consider completing a 
comprehensive geographical analysis once additional 
data on the topic becomes available. Lastly, although 
data screening was completed by two reviewers, only one 
reviewer coded the extracted data into key concepts, and 
this may have introduced bias into the results, however 
the key concepts were agreed upon by the research team.

Conclusion
This scoping review found a number of barriers to access-
ing and utilising mental health services that may be over-
come through initiatives that have been implemented or 

suggested by the government. Importantly, many of the 
spatial barriers associated with access and utilisation may 
be mitigated through innovative solutions, such as a com-
bination of face-to-face and technology-based service 
provision, provided that careful consideration is given 
to the technological and resource limitations seen in the 
rural context of Australia. Parallel with this, several facili-
tators to accessing and utilising mental health services 
were noted, some of which may already be prominent in 
the provision of services, but could be further strength-
ened through additional training, service re-design, and 
community initiatives.

The included studies varied in their aim, setting, and 
study design, and many studies were grouped across 
MMM categories, disallowing a nuanced understanding 
of how barriers and facilitators operate within specific 
geographical contexts. This, paired with the finding that 
many studies were conducted at a metropolitan location, 
highlights the importance of conducting research within 
the rural setting. Additional research generated from 
rural areas, as well as consideration for how remoteness 
is measured, would assist in providing a more compre-
hensive understanding of the barriers and facilitators to 
mental health services within the geographic contexts 
they occur.
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