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ABSTRACT 

Introduction/background: 

Research and practice have suggested that mental health care, and mental 

health care practices and practitioners, along with mental health care systems, 

seem to be confronted with obstacles in the take-up and delivery of mental 

health-care services to adult males living in rural and remote areas of Australia. 

The aim of this systematic review thesis is to appraise and synthesise research 

evidence about these obstacles. These obstacles may influence the interaction 

between adult rural and remote dwelling males, and mental health care 

providers and mental health care systems. This thesis reviews and analyses 

health data from health systems, provider and recipient view points, through a 

critical analysis of the research literature published from 1995. This field of 

research has warranted further exploration and understanding in both 

qualitative and quantitative domains. 

Methodology 

The qualitative and quantitative components of this systematic review thesis 

have considered studies which included adult males of all racial and cultural 

backgrounds residing in rural and remote areas of Australia. The quantitative 

component has considered studies which evaluated the nature, significance, 

causes of and remedies to obstacles to mental health care, and the nature and 

significance of such obstacles from both the provider and recipient points of 

view.  The qualitative component has considered studies which explored the 

meaning and experience of obstacles from similar viewpoints. 

Results: 

The outcomes of this systematic review thesis have led to the identification and 

description of four categories of obstacles which impact on adult males seeking 

mental health care in rural and remote communities of Australia. These 

categories are population characteristics, environment, health behaviour and 

health outcomes. 
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Conclusion 

Quantitative and qualitative data has revealed a constellation of statistical data 

and themes from men’s perceptions and experiences that clarify the everyday 

nature of obstacles to the take-up of mental health care by rural and remote 

dwelling Australian adult males. Provider (supply side) and recipient (demand 

side) obstacles contribute to the factors involved in the demand for and supply 

of services and the under-use of mental health care services by adult rural and 

remote males in Australia. This analysis opens a fertile ground for future 

research in this field. 
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INTRODUCTION 

Access to mental health services is just one of the challenges adult males and 

Indigenous people face in relation to health and well-being in rural and remote 

Australian regions.1 Adult males in these areas of Australia include farmers and 

members of small urbanised rural communities. Adult Australian rural and 

remote males (AARRMs), over the time-frame of this study, 1995-2013, 

represent a population who have lived through economic and environmental 

conditions that have led to poor mental health outcomes.2 

Addressing mental health issues about AARRMs requires an approach which 

deals with combinations of perceptions and reality. AARRMs have been 

perceived as proud and stoic, battling against conditions, prices and policies, 

and striving to conceal any sense of personal weakness.2    Compounding the 

problems in mental health wellbeing are the providers of services, and the 

mental health system itself. Their joint and individual efforts to deliver valuable 

initiatives often fail to find their way to those most in need of them.3 

While it is important to stress to rural males that they must actively seek help, it 

is also fundamentally important that these men know what programs exist and 

that they are comfortable with how they are implemented.4 Program 

implementation needs to take into account the nature and experience of 

AARRMs, so that mental health-seeking activity more closely matches mental 

health care provision.3 

Context 

The desire for mental health, individually or collectively at family, community, 

and national levels, has been the focus of individuals, organisations and 

governments of all persuasions, in terms of policy and practice.3,5 In 2011, the 

Federal Labour Government established the first Commonwealth Ministry for 

Mental Health. Prior to this ministerial role, and during its early implementation, 

the mental health system had been a product of various state and federal 



Page |   
 

2 

government policy initiatives, largely designed to promote equal opportunity for 

all Australians in order to meet the mental health needs of the national 

community.6  The widespread emergence of social media and computer-based 

technology has meant that mental health has received more widespread 

coverage and a push for enhancement.6,7,8,9,10 The Federal Government 

Offices of the Minister for Mental Health and Aging and the Minister for 

Indigenous Health have regularly published papers about policy initiatives and 

developments in these fields. Yet the only definitive step by governments to 

create an active program has been the ‘Headspace’ initiative, which is only 

child and adolescent based.11,12 Research and policy has tended to focus, in 

the adult rural and remote domain, on the ‘maleness’ of the issues concerned, 

which act as obstacles, and this has also appeared to be true of health 

promotion and prevention in this field, for this population.3,13,14,15   

It appears that there are some gender differences in the take-up of mental 

health opportunities within rural and remote communities of Australia, 

compared with urban counterparts.3,16,17 Females, regardless of culture, are 

shown to be consistently more likely to take up available mental health 

services,17 yet evidence suggests that AARRMs with mental health experiences 

manifest higher levels of psychological distress compared with the general 

population.18,19,20,21,22,23 

The obstacles to the take-up of mental health care provision among AARRMs 

are the focus of this thesis. AARRMs appear to have equal opportunity to 

access mental health services, and equal opportunity to mental health care 

access is seen as a basic human right in the greater Australian community.3  

The take-up of mental health services by adult males in rural and remote 

Australia, however,  does not necessarily reflect the equal opportunity of 

access to these services.24 

Even though mental health care access and take-up is the right of every 

Australian, and sound physical, emotional and mental health is a social norm in 
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the Australian community, obstacles have been found to exist in the take-up of 

mental health care provision in rural and remote areas of 

Australia.3,25,26,27,28,29,30 

Compounding the impact of obstacles on services, recipients and providers 

may be oblivious to the nature, meaning, experience and existence of practices 

which may act as obstacles.31 Each sector may also be oblivious to its own 

share of the responsibility for the extent to which these obstacles exist.31 

Research in the field of adult and rural male mental health has often been 

directed towards the nature of being male, and the attributes, attitudes and 

behaviours of males. However, this can often be misleading in terms of the 

conclusions reached about obstacles. The structure, function and cultural 

influences relating to maleness and masculinity are by no means the only set of 

factors that exist as obstacles.8,18,25,32,33,34,35,36 Research broadly indicates that 

obstacles can be general or specific issues which could hinder help-seeking 

behaviour in the general population.11 Obstacles that can affect the take-up 

among children, adolescents and younger adult males are much better 

documented than research on AARRMs.37,38,39  There is a need to review the 

research specifically for AARRMs as a unique population. 

Furthermore, to understand the nature and significance of obstacles for adult 

rural males, and the meaning and experience of these obstacles to this 

population, it is important to review research about the complex interplay of 

influences on the development of general factors into specific obstacles. 

Therefore, the objective of this systematic review thesis is to explore obstacles 

which may limit AARRMs in the utilisation of mental health services available to 

them. 

Review question 

In terms of the AARRM, this research points to general and specific problems 

which act as obstacles to access. This review looks at the lives of the rural and 
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remote adult male population who suffer mental health issues due to 

misperceptions of mental health and lack of equal opportunity access to 

services for AARRMs. The review also considers evidence on service delivery 

and system elements which can act as obstacles to the take-up of services 

provided for this population. 

This systematic review asks a much broader question about the obstacles to 

the use of mental health services by adult males in rural and remote Australia. 

Specifically it seeks to explore what is known about the obstacles which impact 

on the use of health services by this population from the supply side of mental 

health service delivery, and the demand side of service utilisation, and how 

these two aspects interrelate. 

Evidence synthesis 

The methodological quality of each study was important, and the search, 

selection and extraction of data were performed systematically.   

To answer the question, primary research was identified, appraised and 

extracted utilising the quality assessment processes (the Joanna Briggs 

Institute Qualitative Assessment and Review Instrument [JBI-QARI] and the 

Joanna Briggs Institute Meta Analysis of Statistics Assessment and Review 

Instrument [-MAStARI]) to explore and identify obstacles. The extracted 

obstacles emerged as qualitative data and quantitative data. Synthesis and 

evaluation were then carried out, again using the JBI software.   

Research literature in this field is far from being homogenous in its nature and 

construction, and studies are often not comparable to one another. Synthesis 

of qualitative research was achieved through the use of JBI-QARI and 

evaluation of quantitative research was achieved through JBI-MAStARI. A 

synthesis of qualitative data was made possible through meta- aggregation and 

a narrative summary of quantitative research was developed because of the 

heterogeneity of the included studies. None of the quantitative studies were 
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sufficiently comparable to one another for meta-analysis to be reliably 

undertaken. 

Theoretical framework 

The Andersen behavioural model of health service utilisation40,41 was used as 

the theoretical framework to categorise the obstacles which hinder the take-up 

of mental health services. The model was specifically designed for use with 

health services, and is a published, peer-reviewed tool to aid the selection, 

identification and presentation of obstacles involved in mental health service 

take-up. The Andersen model assisted in the arrangement of findings about 

obstacles, enabling presentation of the obstacles based on the four subject 

categories of the model, which were also used to achieve a synthesis of the 

broad findings about the obstacles themselves.40,41  Andersen’s model uses 

four categories: population, environment, health behaviour and health outcome, 

and relates well to the JBI PICO concept (population, intervention, comparator 

and outcome) for quantitative data, and was used to present the phenomena of 

interest for qualitative data.40,41 

Definition of terms 

The following definitions are found in the literature used in this research. 

Obstacles: Barriers to the utilisation of health care/mental health care.5,18,42 

Take-up: The accessing of health care/mental health care services.19,31,35,43 

Healthcare: Services which promote, maintain and preserve health, life, and 

wellbeing.21,22,36,44,45 

Mental health care: The assessment, diagnosis and treatment of people who 

are experiencing psychological and situational stressors which create 

mental health conditions and disorders such as depression and 

anxiety.10,22,23,30,46 
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Provision: Professional services for health care/mental health care provided by 

doctors, nurses, medical specialists, psychologists, social workers, 

psychotherapists, and other care providers.46,47,48 

Rural and remote: This term can be conceptualised as a set of characteristics 

which can impact on the way a health care service can be delivered, and 

includes: geographical isolation from major population centres of 

Australia; greater distances; lower socioeconomic status; lower 

educational levels; higher proportion of Indigenous people; specific 

occupational health safety and welfare risks; a relatively close relationship 

with nature; specific cultural attitudes; poor access to services; and, 

smaller population centres where there is a distinctive occupational profile 

dominated by primary and resource production.36,47,49,50 

Obstacles 

Variations in expectations of mental health systems by adult rural and remote 

males may affect negative or positive health beliefs, and this may lead to the 

creation of obstacles to the take-up of mental health services.5,35,51 For 

individuals in rural and remote areas of Australia, the outcome of the mental 

health service needs to be in line with the model and process of the service 

delivery, or obstacles may emerge in the utilisation of that service.3,21,29,52,53   An 

obstacle may serve to prevent adult rural and remote males taking up mental 

health services because of perceived beliefs, in spite of known positive 

outcomes.18,19,20,21,22,36,54 

An obstacle may also serve to prevent AARRMs from entering into an 

engagement with a service or continuing to access a service.11  Mental health 

literacy, for example, can influence the communication between a mental 

health professional and an AARRM using a mental health service, and in 

various ways can act as an obstacle.31,55 
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Some obstacles may exist only in certain circumstances and may only 

influence or affect certain AARRMs. For example, the cost of a mental health 

service does not become an obstacle for an adult rural male if that service is 

“bulk billed” and therefore fundamentally provided at no cost to the user.8,20,24,56 

Seeking mental health care involves an adult rural male ‘surrendering’ 

themselves for assessment by mental health care professionals and receiving 

treatment options. This is a standard model, but the decision to participate is an 

intensely personal one.31,52,57,58 In the case of adult rural male populations, it is 

a decision made in the context of rural and remote life, and is influenced by 

culture, living conditions and lifestyles.4 In rural and remote Australia, 

individuality and masculinity feature strongly.2,8  As a result, taking up particular 

mental health services may be part of an existing personal coping framework 

based on the psychology or rurality of the men themselves.31,43,46,52,59 

AARRMs represent a very broad demographic, but one separated from its 

urban counterpart and the female gender.9,22 This separation may culturally 

affect different mental health practices especially across the adult rural divide 

of Indigenous and non-Indigenous Australians and other cultural or migrant 

groups living in rural and remote Australia.1,3,54,60 

This thesis contends that obstacles may prevent adult rural males from being 

recipients of services, mental health professionals from providing optimum 

services, and mental health systems from being vehicles for delivery of 

services to rural and remote Australians. Therefore, obstacles may be seen to 

exist at different levels. The characteristics of these levels may each generate 

further obstacles individually, or in relation to other levels of rural and remote 

mental health care to adult males. 

Adult rural male populations 

This thesis also contends that the mental health needs of adult male 

populations in rural and remote Australia have not been the research priority 



Page |   
 

8 

that their level of risk warrants. While numerous authors have indicated that 

mental health problems abound amongst this population, the nature, 

significance and characteristics of obstacles to health care access. and the 

higher than expected suicidiality within this group appears to be under-

researched.10,18,19,20,21,22,23,26,34,36,44 The rise in mental health problems within 

this population is not a recent phenomenon.1,25,34 Mental health problems in 

rural and remote Australia have increased since the Second World War – from  

the agricultural post-war boom, which saw rural and remote Australia contribute 

massively to Australia’s trade successes overseas, to the current demise of 

rural communities and the accompanying growth of the mining industry within 

the overall Australian economy.31  

A contributing factor in this increase may be changes in the social structure of 

rural and remote communities in Australia and in the pattern of social and work 

force participation by adult rural males, although this appears to have been far 

from uniform around Australia.34 

In rural and remote communities, adult rural and remote males have often 

found themselves the victims of changing national and international world 

supply and demand factors for rural products, and the consequently less 

favourable economic conditions have affected some sectors of rural 

communities. Banks have closed, railways have been reduced to freight lines 

only, business has amortised itself into unrecognisable structures, and schools 

and football clubs have amalgamated, impacting upon AARRMs’ motivation to 

trust what is new and causing them to hold fast to tradition.6,8,23,24 

Current government mental health policy frameworks, while enthusing over 

mental health, often focus on the young or agencies which are not always 

‘male-friendly’.3,38,53,61,62  The Men’s Shed movement, while not directly mental 

health in its focus, is one initiative which has moved into the policy initiative 

vacuum.3 Users of services, service providers and systems of mental health 

care all appear to fail to understand and appreciate the nature and significance 
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of obstacles.3 This is all the more remarkable given the purpose and vested 

interests of these groups.3  Most research has focused on adult rural male 

characteristics and their personal interactions with the mental health care 

system, but this is not the whole story.30,52,53,55 Male characteristics and 

interactions are not the only forms of obstacles. There is a need to explore and 

research the factors involved in the nature, significance, creation and resolution 

of obstacles. 

Several studies have investigated various compositional factors, such as 

maleness, masculinity and male attitudes.3,14,22,30,31,44  The thesis of this study is 

that compositional factors represent only part of the story.  Recipients, 

providers and systems of mental health services to AARRMs are poorly 

understood and under-represented in health policy, in particular, the care for 

Indigenous Australians, who experience markedly higher burdens of mental 

health problems than the general Australian population.5,10,23 The nature of 

rurality and its impact on both the demand and supply side of the take-up of 

mental health care services by adult males in rural Australia are generalised 

and far from clearly understood. 7,17,32,58,64     

Mental health issues affect people from all walks of life, and those from 

metropolitan and country areas; however, research literature tends to show a 

lack of awareness of the unique challenges faced by adult males living in rural 

and remote areas of Australia.26,28,36,44,49,54,57,59,65,66 These challenges reflect 

what these men will do in a crisis, what mental health services are available to 

deliver valuable outcomes, and how these services are actively delivered to a 

unique population group. This systematic review thesis could inform future 

research on the recipient, provider and systems contexts, and suggests that 

future research go beyond ‘male’ contextual and social network structures of 

rurality and focus on obstacles themselves.  
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THE SYSTEMATIC REVIEW PROTOCOL 

Background 

Men’s health in general health care practice is defined as the global 

management of mental, emotional and physical health conditions and related 

risk factors that are specific to men in order to promote and generate optimal 

health.10,21,22,23,36,44,45,46,64  Mental health represents a unique set of structures 

in health service provision and is concerned with psychiatric and psychological 

problems. 

Research and practice tend to suggest that health care and mental health care 

practitioners seem to be confronted with obstacles in delivering care to adult 

rural and remote males.35 This body of research indicates that there may be 

certain factors at work relating to AARRMs and their health-seeking behaviours 

which may be obstacles to the take-up of health and mental health 

services.19,20,21,22,23 These include negative individual and community 

perceptions, particular rural and remote feelings about individualism and 

masculinity, actual definitions about what constitutes health and mental health, 

the existence of services themselves, their relative accessibility, and how 

acceptable these services are in relation to particular rural and remote 

community value systems.19,20,21,23 

This research also suggests that further factors might be involved including: 

whether, or to what extent, care providers are conscious of these obstacles; 

how care providers work with these obstacles in practice; and whether or not 

they may also to some extent share some of the responsibility for the existence 

of these obstacles, on their own, or in conjunction with other factors which 

might be said to exist purely in the rural and remote 

context.12,16,19,20,21,23,29,30,34,35,67,68 

Additionally, this research also indicates there may be factors at work unique to 

rural and remote settings which could contribute to the creation of obstacles, 

such as: community value systems, health beliefs, stigmatisation, lack of 
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education, insufficient resources, isolation, the high value placed on autonomy, 

and mentalities where individuals are self-reliant and prefer to resolve their own 

issues themselves rather than seek help.12,19,21,26,29,30,34,36,43,44,54,68,69 The 

reasons for framing this systematic review thesis in terms of the adult rural and 

remote male context are is as follows: 

 Research suggests there is a consensus that Australian rural male 

mental health is a unique social problem, and there appears to be a 

perception that the state and national health systems may have failed 

adult rural and remote males.28 

 This research also indicates that adult rural and remote males respond 

differently and uniquely, compared to their international counterparts, 

and this might be especially true in the case of Australian Indigenous 

populations.25 

 There is suggestion in the research that the Australian rural health care 

environment is unique because of its mix of adult rural and remote 

males among a population which includes culturally and linguistically 

diverse populations, local Indigenous people as well as people of Anglo-

Saxon descent.43 

 Some research suggests that there are unique complexities within the 

adult rural and remote male population mix when access to health care 

is concerned.34 

 Research also suggests that unique complexities might exist in the mix 

of care provision, delivery systems and functioning arrangements in the 

adult rural and remote male context.34 

 An interesting area of research in terms of social capital and moral 

distress suggests that the Australian context might be unique in terms of 
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its formal and informal care structures and arrangements. Moral distress 

is believed to represent an issue in the professional delivery of quality 

health care.61 

 Other research considers the notion of structural disadvantage in the 

provision of, and access to, care services for adult rural and remote 

males. Structural disadvantage refers to the dearth of asset-based 

community development opportunities that play a role in health care 

provision.46 

 Examination of the Cochrane Library, the JBI Database of Systematic 

Reviews and Implementation Reports, PubMed and CINAHL suggests 

that no published systematic reviews or current reviews exist in this 

particular field of research. Therefore, this systematic review will help 

address this gap. 

Review question 

The objective of this systematic review thesis was to identify the obstacles to 

adult rural and remote dwelling males in Australia seeking mental health care 

services, and to describe and categorise the factors that present as obstacles, 

and the nature and significance of these obstacles and their categorisation. 

Criteria for considering studies 

Types of studies 

The quantitative component of the systematic review thesis has targeted 

experimental studies followed by other quantitative study designs including; 

observational and longitudinal studies, as well as survey and other descriptive 

designs. 

The qualitative component of the review targeted study designs such as 

phenomenology, grounded theory, ethnography and action research, and has 

also considered other types of interpretive studies and critical studies which 
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focused on the meaning and experiences of adult rural and remote males in 

relation to the take-up of health care provision. 

Types of participants 

Both the quantitative and qualitative components of this systematic review have 

considered studies that include adult males of all racial and cultural 

backgrounds and ethnic minority groups, resident in rural and remote areas of 

Australia. 

Types of intervention(s)/phenomena 

The quantitative component of the systematic review thesis has considered 

studies that have evaluated the nature, significance, causes and remedies to 

obstacles to the take-up of health care for adult males in rural and remote 

areas, and the nature, significance and causes of obstacles in mental health 

care from both the providers’ and recipients’ point of view. The qualitative 

component of this systematic review thesis has considered studies that have 

explored the meaning and experience of these obstacles. 

Types of outcomes 

It was expected that the outcomes of this systematic review thesis would 

identify and describe clusters of obstacles which have impacted on the take-up 

of health care by adult rural remote males. Qualitative data was expected to 

include specific insights about the meaning and experience of under-use 

factors concerning adult rural and remote males in relation to health care.  This 

data was expected to reveal a constellation of obstacles measuring perceived 

supply and demand side obstacles in the take-up of mental health care by adult 

rural and remote males. 

Review methods 

Search strategy 

The search strategy was aimed at finding both published and unpublished 

studies. 
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Studies published or completed since January 1995 were considered for 

inclusion in this systematic review because this time-frame reflected the 

changing focus on adult rural remote male health in Australia. The time-frame 

for the inclusion of articles was research published since 1995 up until the 

completion of the literature search in 2013. 

A three-step search strategy was utilised. An initial limited search of PubMed 

and CINAHL was undertaken followed by an analysis of text words contained in 

the title and abstract, and the MeSH terms used to describe the article. A 

second search using all identified keywords and MeSH terms was then 

undertaken across all included databases. Studies published in other 

languages where translation was available were considered for inclusion in this 

review. 

The systematic search strategy for literature was undertaken using three broad 

approaches: (a) a search was made of research literature using online 

databases, Embase, Medline, PsycINFO, CINAHL, Ovid, PubMed, Scopus, 

MedNar, Medline Plus, PskDok and Sarus; (b) a search was made of federal 

and state Australian government websites, in particular, the Federal Ministry for 

Mental Health and Aging, Ministry for Health, Ministry for Social Inclusion and 

Ministry for Indigenous Health; (c) an internet search using Google Scholar to 

locate additional ‘grey literature’. 

The search was carried out utilising a series of Thesaurus and free text terms.  

These terms were representations of primary concepts related to obstacles to 

the take-up of mental health care provision by adult males in rural and remote 

Australia, as illustrated in Table 1. 
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Table 1: Obstacles to the take-up of mental health-care provision by adult males 

in rural and remote Australia 

A 
Adult Males 

 
B 

Remote and 
Rural 

Australia 

C  
Mental Health 

Care 

D 
Obstacles 

E 
 Take-Up 

Adult male 
Old male 

Older male 
Ageing male 
Aged male 

Rural  
Remote 

Rural and remote 
Rurality 
Country 

Countryside 
Support groups 
Social groups 

 

Health 
Health-care 

Mental health 
Emotional health 

Mental health 
problems 

Depression 
Anxiety 

Support programs 

Barriers 
Facilitators 

Impediments 
Hindrances 

Expectations 
Indicators 

Take-up 
Help seeking 

Access 
Accessibility 

Help negation 
Social inclusion 
Social isolation 

Health risk 
behaviours 

Self-monitoring 

 

A list of terms for the various databases was constructed and a separate 

search strategy devised for each database based on the terms and concepts in 

Table 1. Field codes were attached to each of these terms as they applied to 

each database. This method created a logic grid for each database. With some 

adjustments it was possible to translate a search from one database to 

another. 

Keywords were generated for each of these concepts by examining the 

technology used in research papers and combining this outcome with standard 

MeSH terms from PubMed databases and subject headings from the 

PsychINFO database. Other databases were then searched utilising this set of 

concepts and key words and synonyms. The combination of concepts, 

keywords and MeSH terms created a methodological terminology for seeking 

review papers in the adult rural male mental health help seeking literature. 

Assessment of methodological quality 

Quantitative papers selected for retrieval were assessed by two independent 

reviewers for methodological validity prior to inclusion. Standardised critical 

appraisal instruments from the Joanna Briggs Institute Meta-Analysis of 

Statistics Assessment and Review Instrument (JBI-MAStARI) were used 

(Appendix 2).  Any disagreements that arose between the reviewers were to be 
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resolved through discussion; however, there were no major differences of 

opinion that required extensive discussion.  

Qualitative papers selected for retrieval were also assessed by two 

independent reviewers for methodological validity prior to inclusion in the 

review using standardised critical appraisal instruments from JBI-QARI 

(Appendix 2). No significant disagreements arose between the reviewers that 

required discussion. 

Data extraction 

Quantitative data was extracted from papers included in the review using the 

standardised data extraction tool from JBI-MAStARI (Appendix 3). The data 

extracted included specific details about the interventions, populations, study 

methods and outcomes of significance to the review question and specific 

objectives. 

Qualitative data was extracted from papers included in the review using the 

standardised data extraction tool from JBI-QARI (Appendix 3). The data 

extracted included specific details about the interventions, populations, study 

methods and outcomes of significance to the review question and specific 

objectives.  

Data synthesis 

Quantitative papers could not be combined in statistical meta-analysis using 

JBI-MAStARI. The different quantitative study designs included in this review 

were not suited to meta-analysis. Statistical findings are therefore presented in 

narrative form, including tables and figures, to enable data presentation. 

Qualitative research findings were pooled using JBI-QARI. This involved the 

aggregation or synthesis of findings to generate a set of statements that 

represent that aggregation through categorising according to similarity in 

meaning. These categories were then subjected to a synthesis in order to 
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produce a comprehensive set of synthesised findings that may be used as a 

basis for evidence -based practice. 

The Andersen model 

This systematic review thesis has utilised the Andersen behavioural model of 

health service utilisation to arrange obstacles according to the four categories: 

population, environment, health behaviour and health outcomes.18,41,70,71 From 

the literature searched, each obstacle was expanded into a thematic 

explanation of the particular obstacle, utilising understanding gained from the 

literature included. In this way each obstacle was informed by a statement that 

explained why it could be seen as an obstacle to the take-up of mental health 

care by adult rural males. The findings of the research were subsequently 

grouped by collapsing Andersen’s categories into two sets of factors: 

Demand Side Factors: patient-related factors, environmentally relevant 

factors and health behaviours and outcomes. 

Supply Side Factors: systems, provider and environmental factors and 

provider and system relevant health behaviours and outcomes. 

In this way the analysis from the Andersen behavioural model of health service 

utilisation was seen to be very constructive. The division into two complete and 

mutually exclusive set of factors conceptually clarified the understanding of the 

obstacles identified through the systematic review process. In this way, we 

create a new understanding and conceptualisation of adult rural male health 

behaviour. 

The findings from the qualitative and quantitative extraction of data are 

discussed within this framework. Qualitative and quantitative findings revealed 

specific factors that impeded the take-up of mental health services by adult 

rural and remote males, and these findings were transferred to the Andersen 
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model. The findings were then classified as recipient-, provider- or systems-

related factors as obstacles in service use. 

Extraction and explanation of obstacles 

Extraction of relevant outcomes from the original research and data is 

presented (Table 1) as a series of statements of interests to the outcomes of 

the review and research. Data was extracted which was related to participants, 

phenomena of interest, comparators and outcomes of the research. The aim 

was to gain an understanding to facilitate synthesis and explanation of 

obstacles. 

Extraction summarised the outcomes of research literature utilising the 

Andersen model to inform the findings of this research, and to integrate 

important contextual data from the research. The outcomes recorded were 

derived from the research in each selected study. The second phase of this 

process was to review the explanation of obstacles for each of Andersen’s 

categories for appraisal as supply and demand side factors. Each obstacle was 

classified as a supply or demand side factor. 

Demand side factors referred to obstacles which related directly to the AARRM 

themselves and influenced their intention to take up a mental health care 

service. Supply side factors were those which represented obstacles to the 

actual provision of mental health services themselves in rural and remote 

Australia, at the mental health practitioners/provider level and the mental health 

care system level beyond that of an individual provider, and operating or 

functioning as a state, territory of federal government service direct to an 

AARRM. 
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RESULTS 

Context and background 

Appraisal and synthesis of the findings of research evidence concerning the 

take-up of mental health service provision by AARRMs identified 92 titles and 

abstracts through searching (Table 2). All studies were then screened and 

studies were excluded that did not address the obstacles to taking up mental 

health care provision for adult males who lived in rural and remote areas of 

Australia. This resulted in 32 relevant studies identified as key papers found 

through the systematic search, and which could satisfy the inclusion criteria. 

Seven of the articles were selected and reviewed, as shown in Table 2. 

Review questions 

Results show what is known about the type of obstacles discovered in the 

systematic review of the research articles and how these obstacles can be 

categorised in terms of their impact on AARRMs. 

Initial database searches returned 261 published abstracts which were then 

screened, and studies were excluded that did not address obstacles, take-up 

factors, mental health, adult rural and remote dwelling males. This resulted in 

79 potential studies. Additional studies were then sourced through hand 

searching of the reference lists of these studies. An additional 13 studies were 

located.   

Studies were included if the investigated obstacles to accessing mental health 

care in which adult males and rural and remote Australia were identified or 

were relevant to the Australian rural and remote context, or focused on adult 

rural and remote males with mental health problems. Studies which examined 

particular obstacles, such as transport or which were related to particular 

mental health problems like depression were also considered for inclusion if 

they met the conditions relating to adult rural males living in rural and remote 

Australia. Studies from other countries were considered for ‘background’ and 

‘discussion’ if the nature of the article met the criteria of adult rural males and 
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obstacles to the access of mental health care. Studies of other populations, 

such as adolescents were considered where these studies highlighted other 

aspects of the index conditions. 

Altogether, this approach allowed for a bigger pool of studies for appraisal of 

factors within the selected field of review, consideration of studies in broader 

groups and problem areas, and appraisal of similar or different factors to be 

considered across a range of different yet related studies. 

Study selection involved examining each of the 32 relevant studies which met 

the inclusion criteria: 

1. Participants were male and were adults, i.e. over the age of 18 years. 

Participants in studies were accepted where male and female, 

Indigenous and non-Indigenous people were specified and specifically 

described. 

2. The study was a primary research study. Study participants were 

members of a rural and remote community of Australia, and the study 

focussed on help-seeking behaviours in relation to mental health care 

problems. 

3. The study was not a review. 

4. The study contained extractable data on obstacles, and no comparators 

or phenomena of interest. 

5. The study addressed rural and remote mental health conditions. 

Seven studies met the inclusion/exclusion criteria (quantitative n=4 and 

qualitative n=3). The other studies were excluded from further consideration 

and utilised for the Background and Discussion. A list of included studies is 

provided in Appendix 4. 

Preliminary reading had indicated that this may prove to be a complex search 

strategy. Therefore, the strategy to be undertaken was to utilise index terms 
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(e.g. MeSH Terms) with fewer combinations of free text terms for searching the 

databases specified above.  

PubMed MeSH Terms were used: professional practice location; acceptance of 

health-care; patient satisfaction; physician’s practice patterns; physician’s 

practice; public health practice; health facility environment; attitude to health; 

attitude to health personnel; health literacy; health knowledge, attitudes and 

practice; patient acceptance of health care; depression; mood disorders; 

suicide; stress disorders; anxiety; anger; delivery of health care; health care 

services; patient care planning; health status disparities; health plan 

implementation; professional-patient relations; human services needs and 

demands, health service accessibility; public health practices, primary health 

care methods; public health practices; social stigma; social class; stereotyping; 

prejudice; educational status; social values; social distance; social 

identification; social isolation, communication barriers; quality of health care; 

patient care management; clinical competence; religion and medicine; religion 

and psychology; health services indigenous; community mental-health centre; 

community mental health services; consumer satisfaction; consumer 

participation; health-care costs; remote consultation; mental health; mental-

health services; community mental health; community mental health services; 

allied health personnel, physicians; psychology; general practitioners; nurses; 

psychiatric nurse; social work; patient care team, perception, ethnology; 

accessibility; trust; empathy; ethics; confidentiality; adult; male; men’s health; 

rural; rural health; rural population; rural health services; cultural 

characteristics; vulnerable populations; residence characteristics; 

transportation; community networks; humans, Australia; Australia 

epidemiology; rural and remote; medically underserved area; disorders; 

obstacles; barriers; values; masculinity. 

Terms were eliminated until a pattern of search terms was established and a 

cross database list established. 
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The complex nature of the search and the seemingly limited nature of subject 

material indicated that many terms, rather than many combinations, would 

reveal a greater number of results. An initial search resulted in some of these 

terms being eliminated completely making further searches more specific when 

using combinations. 

Studies found and reviewed 

As the following tables illustrate, a total of seven studies were finally included 

once critical appraisal had been completed. The list of included studies is found 

in Appendix 4, while a list of findings specific to the qualitative studies is found 

in Appendix 5. The articles were divided into two groups of studies (quantitative 

studies [n=4] and qualitative studies [n=3]). No combined (mixed methods) 

studies were found for inclusion. Other papers from the grey literature were 

reviewed and informed the Context and Background to the systematic review 

findings but did not meet the inclusion criteria. Tables 2 through to 6 

summarise the analysis of studies identified and their quality scores based on 

the standardised critical appraisal instruments per study design. 

Table 2: Number of studies found and retrieved 

The number of studies selected for systematic review from the number found through searching 

databases.  

Number of studies found Number selected for retrieval 

92 7 

Methodological quality 

QARI 

Table 3: Number of qualitative studies included and excluded 
The number of qualitative studies included from the total number found in Table 2 

Number of studies included Number of studies excluded 

3 0 
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Table 4: Final Assessment of qualitative studies 
Data assessed from selected studies using appraisal instruments: See Appendix 1 

Citation Q1 Q2 Q3 Q4 Q5 Q6 Q7 Q8 Q9 Q10 

Corby, D, 2011 Y Y Y Y Y N U Y Y Y 

Gorman D, Buikstra E, Hegne, D, 

Pearce S, Rogers-Clark C, Weir 

J, McCullah B, 2007 

Y Y Y Y Y Y N Y Y Y 

Pierce D,; Brewer C, 2012 U Y Y Y Y N N Y Y Y 

% 66.67 100.00 100.00 100.00 100.00 33.33 0.00 100.00 100.00 100.00 

MASTARI 

Table 5: Number of quantitative studies included and excluded 
The number of quantitative studies included from the total number found in Table 2  

Number of studies included Number of studies excluded 

4 0 

Table 6: Final assessment of quantitative studies 
Data assessed from selected studies using appraisal instruments: See Appendix 1 

Citation Q1 Q2 Q3 Q4 Q5 Q6 Q7 Q8 Q9 

Findlay R, Sheen M, 2004 N Y N Y N/A N/A U Y Y 

Gunn KM, Kettler LJ, 

Skaczkowski GLA, Turnbull,, D, 

2012 

U Y U Y N/A N/A U Y Y 

Judd F, Jackson H, Komiti A, 

Murray G, Fraser C, Grieve A, 

Rapson G, 2006 

Y Y U Y N/A N/A N/A Y Y 

Sveticic J, Milner A, Diego De 

Leo, 2012 
U U U Y N/A N/A U Y Y 

% 25.00 75.00 0.00 100.00 N/A N/A 0.00 100.00 100.00 
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The review and studies were all conducted in rural and remote areas of 

Australia, with some reference to rural and remote versus urban Australian 

comparison. The reviewed studies focused upon different kinds of mental 

health care in general, and some studies focused on particular aspects of 

mental health care, and also on health and mental health related care. Some 

aspects of papers focused on preventative care and mental health promotion. 

A number of obstacles were identified. The identified mental health care 

obstacles were arranged according to the categories outlined by 

Andersen.41,70,71  The focus areas of the included articles were as follows: 

Findings from the quantitative articles reviewed 

a) Suicidiality among Indigenous and non-Indigenous Australians and help-

seeking for mental health concerns in urban and rural and remote 

contexts. 

 

b) The use of health services by people with symptoms of mental illness 

identifying obstacles to service utilisation in rural and remote areas. 

c) Psychological distress and coping amongst farmers, services available 

to them, stress, attitudes, rates of suicide, and the role of environment 

and context. 

d) Help-seeking by rural residents for mental health problems and the 

obstacles to help-seeking. 

Findings from the qualitative articles reviewed 

a) Mental health help seeking responses in rural Australia which describes 

the characteristics of services and health professionals and government 

health promotion initiatives 
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b) Psychosocial support among men living with cancer in rural areas of 

Australia and the obstacles to support service use among such men. 

 

c) The experiences of men in rural and remote regions of Australia and the 

obstacles to them taking up professional support, as derived from their 

stories about coping with mental health problems and their reflections on 

seeking out professional support. 

Results of take-up factors – quantitative research 

As meta-analysis of the quantitative findings was statistically inappropriate due 

to generality or varied study designs, data synthesis was presented in narrative 

format. Factors which impeded the take-up of mental health care service use 

from quantitative data are presented in Tables 7 to 13.  The tables illustrate 

psychosocial factors relating to AARRMs who under distress, do not seek the 

extra support. 

Sveticic et al. compared the prevalence of contacts with mental health services 

related to help-seeking behaviours between Indigenous and non-Indigenous 

Australians.23 Table 7 demonstrates a greater degree of resource utilisation by 

non-Indigenous persons; however, it also illustrates that men are lower users of 

services than women among the non-Indigenous community.23 

Table 7: Frequency of mental health services contact by gender 

Within last 3 
months 

Non-Indigenous 

%( N=6,655) 

Indigenous 

% (N=471) 

OR (95%CI) P value 

Male 22.9 10.1 2.63 (1.88-3.69) <0.01 

Female 36.8 8.1 6.57 (3.01-14.35) <0.01 

 

Judd et al. focused their research on attitudes as obstacles to help-seeking by 

rural residents.21 The authors applied the logistic regression analysis to 



Page |   
 

26 

investigate attitudes towards seeking professional psychological support.21 The 

data presented in Tables 8 and 9 suggests that AARRMs are statistically less 

likely to seek professional help for mental health problems than their female 

counterparts.21  Help-seeking behaviour by women indicated a higher level of 

service contact when compared with men. 21 This difference was thought to 

reside within the nature of rural and remote male attitudes to help-seeking 

behaviours. 21 

Table 8: Comparative frequency of symptom disability and attitude by gender 

 Men 

M (SD) 

Women 

M (SD) 

P value 

LSS 59.48 (7.9) 51.11(8.97) <0.001 

NGSE 31.64(4.22) 31.08(4.54) >0.05 

PSS 39.57(4.56) 40.54(5.39) >0.05 

ATSPPH 41.16(6.96) 44.42(7.18) <0.001 

 

Table 9: Regression analysis of lifetime help-seeking from a GP for 

psychological problems 

 OR (95%CI) P value 

LSS 0.94 (0.88-1.00) >0.05 

NGSE 0.92 (0.88-0.99) <0.05 

PSS 0.99 (0.93-1.04) >0.05 

ATSPPH 1.03(0.99-1.08) >0.05 
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Gunn et al. investigated psychological distress among adult rural males 

compared with females during seasonal drought. Utilising descriptive statistics 

and analysis of variance (ANOVA) they reported levels of psychological 

distress, finding a statistically significant difference across the age groups for 

adult rural males compared with the general population.20 As Table 10 

illustrates the mean differences indicate no specific variance between genders 

in the degree of psychological distress associated with drought conditions, and 

this effect did not change when the data was stratified by age.20 

Table 10: Summary of the psychological distress measures by gender and age 

group 

Group (n) Mdn MD (95% CI) % Sample 

GENDER    

Male (196) 18 19.28 (18.27 – 20.29) 64.69 

Female (107) 19 20.10 (18.80 – 21.39) 35.31 

Age (years)    

25-44 (80) 20.5 21.05 (19.57-22.53) 28.17 

45-54 (96) 20 21.27 (19.66-22.87) 33.80 

55-64 (75) 16 16.93 (15.68-18.18) 26.41 

65-74 (33) 18 18.94 (16.31-21.57) 11.62 

 

From this baseline, the authors investigated specific coping strategies to 

measure rates of use of specific coping strategies. The median, mean and 95% 

Confidence Interval (CI) for these mechanisms are reported in Table 11.20 
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Table 11: Summary of the frequency of use of coping measures 

Coping strategy (n) Mdn M (95% CI) 

Active coping (300) 11 10.65 (10.25-11.05) 

Planning (302) 12 11.62 (11.26-11.97) 

Seeking instrumental social support (303) 8 8.26 (7.91-8.61) 

Seeking emotional support (301) 8 8.39 (8.04-8.74) 

Suppression of competing activities (300) 9 8.79 (8.49-9.10) 

Turning to religion (303) 5 7.12 (6.67-7.58) 

Positive reinterpretation and growth (301) 10 9.62 (9.30-9.95) 

Restraint (300) 9 9.40 (9.05-9.75) 

Acceptance (302) 12 11.33 (11.02-11.65) 

Venting of Emotions (303) 8 8.10 (7.75-8.45) 

Denial (301) 5 5.38 (5.16-5.59) 

Mental disengagement (304) 7 7.52 (7.28-7.77) 

Behavioural disengagement (301) 5 6.19 (5.90-6.49) 

Alcohol/drug use (303) 4 5.19 (4.93-5.46) 

Humour (302) 6 6.26(5.96-6.55) 

 

The coping strategies reported in Table 11 were then analysed by gender.  

Table 12 reports the breakdown of coping strategy utilisation comparing self-

reported strategies utilised by men and women.20 
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Table 12: Summary of the coping measures by gender 

Coping strategy M (95% CI) 

Male (n=189) Female (n=101) 

Active 10.69(10.14-11.23) 10.60 (10.03-11.18) 

Planning 11.67(11.22-12.12) 11.59 (10.98-12.21) 

Seeking instrumental 
social support 

8.28 (7.84-8.73) 8.24 (7.64-8.84) 

*Seeking emotional  
social support 

8.08 (7.64-8.52) 8.87 (8.29-9.44) 

Suppression of  
competing activities 

8.72(8.35-9.10) 8.91 (8.36-9.46) 

Turning to religion 7.05 (6.46-7.63) 6.73 (6.02-7.44) 

Positive  
reinterpretation  
and growth 

9.71 (9.30-10.12) 9.49 (8.93-10.04) 

Restraint coping 9.52 (9.10-9.94) 9.24 (8.62-9.86) 

Acceptance 11.19 (10.80-11.58) 11.69 (11.12-12.26) 

**Focus on and venting 
 of emotions 

7.38 (6.98-7.78) 9.36 (8.75-9.98) 

Denial 5.48 (5.19-5.77) 5.26 (4.94-5.59) 

Mental disengagement 7.61 (7.28-7.94) 7.45 (7.06-7.84) 

Behavioural  
disengagement 

6.04 (5.70-6.39) 6.60 (6.03-7.18) 

Alcohol/drug use 5.33 (4.97-5.69) 5.08 (4.67-5.49) 

Humour 6.37 (5.98-6.76) 6.20 (5.72-6.68) 

*p<.05, ** p<.001 – Cohen’s D statistic 



Page |   
 

30 

Coping as a predictor of distress was also reported. In particular, the authors 

sought to identify all the participants’ strategies for stress alleviation and 

analysed them for impact on the level of stress experienced.20 

Table 13: Summary of the simultaneous regression analysis for coping 

measures predicting psychological distress (n=294) 

Predictors B SE B Β 

Active -0.22 .13 -.11 

Planning -0.01 .18 -.01 

Seeking instrumental social support 0.18 .15 .08 

Seeking emotional social support -0.28 .15 -.12 

Suppression of competing activities 0.52 .16 .20* 

Turning to religion -0.01 .90 -.00 

Positive reinterpretation and growth -0.23 .15 -.09 

Restraint coping 0.08 .13 .03 

Acceptance -0.18 .14 -.07 

Focus on and venting of emotions 0.41 .13 .18* 

Denial 0.22 .21 .06 

Mental disengagement 0.38 .18 .12* 

Behavioural disengagement 0.77 .17 .28* 

Alcohol/drug use 0.53 .15 .18* 

Humour -0.23 .14 -.09 

B: unstandardised regression coefficient. SE B: standard error for the unstandardised regression  

coefficient (B) *p<.05 
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From Table 13 it can be seen that suppression of competing activities, focusing 

on and venting emotions, mental disengagement and alcohol and drug use 

(although common strategies used to decrease stress) actually resulted in a 

measurable, significant increase in stress.20 Of the named interventions, none 

were found to be of statistically significant benefit.20 

Findlay and Sheehan investigated barriers to service utilisation in rural and 

remote communities through a survey across areas of Queensland. The survey 

sought to establish usage and perceptions of accessibility of health services by 

persons with a mental health problem.19 Table 14 reports the type of service 

utilised by severity of illness.19 

Table 14: Professional health services used for the most serious conditions in 

the four weeks prior to the survey 

 

Type of service 

Serious 
mental health 
problem 

n= 68 (%) 

Physical illness and 
mental health 
problem 

n=160 (%) 

Physical 
illness alone 

n=303 (%) 

Private GP 16 (24) 48 (30) 77 (25) 

Hospital nurse 0 (0) 8 (5) 10 (3) 

Hospital doctor 1 (1) 8 (5) 20 (7) 

Private specialist 3 (4) 8 (5) 7 (2) 

Hospital specialist 0 (0) 4 (3) 4 (1) 

Ambulance 0 (0) 2 (1) 3 (1) 

Pharmacist 2 (3) 23 (14) 44 (15) 

Dentist 0 (0) 0 (0) 2 (1) 

Social worker/counsellor 2 (3) 1 (1) 0 (0) 

Other 0 (0) 8 (5) 16 (5) 

No service 50 (74) 92 (58) 173 (57) 

Note: a person may have used more than one service. 
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The data illustrates that professional services were less likely to be taken up by 

people in rural and remote areas.19 People in rural and remote areas utilised 

health services more for physical compared with psychological or mental health 

problems, and access to psychological and psychiatric services was either 

limited or unavailable.19 

Results of take up factors – qualitative research 

Meta-synthesis of studies included in the review generated one synthesised 

finding. These synthesised findings were derived from 26 study findings that 

were subsequently aggregated into four categories and then one synthesised 

finding. The qualitative study findings are listed in Appendix 5. Note that only 

those syntheses that have had valid categories allocated to them are reported 

in a QARI-view graph. Findings that do not appear to be driven by participant 

data are not included as they represent the author’s interpretations rather than 

a clear description of participant experiences. Meta aggregation relies on clear 

analysis of findings that are grounded in participant experiences rather than the 

primary study author’s unsubstantiated interpretations. This is shown in Table 

15 

Table 15: QARI view displaying the syntheses for the review 

Finding Category Synthesised finding 

      

Access to information. (C) 

 ________________________________________________  
Being needed and taking 

a break. (C) 

 ________________________________________________  
Burden of travel. (C) 

 ________________________________________________  
Enabling resources. (C) 

 ________________________________________________  

 

 ________________________________________________  Environment. 

 

 

 ________________________________________________  

If the obstacles to rural 

men's mental health that 

are ingrained in being 

rural and male, and the 

rural health system and 

environment are 

addressed, men’s mental 

health behaviours and 

outcomes can be 

understood and improved. 
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Life changes and change 

of focus. (C) 

 ________________________________________________  
Predisposing 

characteristics. (C) 

 ________________________________________________  
Quality of information 

available. (C) 

 ________________________________________________  
Readily available. 

information on services 

and access to services 

(C) 
 

Barriers to uptake of 

health services by rural 

males are embedded in 

the identity of what it is to 

be male in rural settings. 

The rural environment, its 

health system, and socio-

cultural context of rural life 

have an equally significant 

impact on the supply of 

services and men's 

responsiveness as 

measured by rural men’s 

help-seeking behaviour. 

 

Felt sufficiently supported 

already. 

(C) 

 ________________________________________________  

Judgment of perceived 

need. (U) 

 ________________________________________________  

Point of delivery health 

care costs. (C) 

 

Positive thinking. (C) 

 ________________________________________________  

Seeking help. (C) 

 ________________________________________________  

Self-awareness. (U) 

 ________________________________________________  

Stoicism. (U) 

 

 ________________________________________________  

 

Health behaviour. 

 

Inconvenience. (C)   _________________________________________________  Health outcomes. 
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 ________________________________________________  

Mental health literacy. (C) 

 ________________________________________________  

Reliance on gatekeepers. 

(C) 

 

Supportive clinician 

attitudes and health 

service structures. (C) 

 ________________________________________________  

Targeted mental health 

initiatives. (C) 

 

Appreciation and hope. (C) 

 ________________________________________________  

Continuity of care. (U) 

 ________________________________________________  

Seeking meaning in life and 

religion. (C) 

 ________________________________________________  

Taking control. (C) 

 ________________________________________________  

Treatment, talking about it, 

and support of family. (C) 

 ________________________________________________  

Treatment. (C) 

 

 ________________________________________________  

 

Population characteristics. 

 

 

 ________________________________________________   
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Results of qualitative and quantitative findings – take-up factors  

The following table (Table 16) lists the findings from the three qualitative studies 

and four quantitative studies included in the systematic review. Each of the 

obstacles listed are placed in the corresponding Andersen’s category and the 

type of research indicated.41,70,71 

 

The table represents a method for conceptualising identified obstacles to the 

take-up of mental health service provisions by AARRMs in rural and remote 

Australia. Existing patterns of research are shown by category, obstacles, or 

design. This same framework could form the basis of a gap analysis in order to 

develop future research possibilities. 

Table 16: Current research findings matrix 

Andersen’s 
categories 

Findings related to category of obstacle 
Research type 

qualitative/ 
quantitative 

Population 

 Appreciation and hope  

 Continuity of care  

 Seeking meaning in life and religion  

 Taking control  

 Treatment, talking about it and support of family 

 Treatment attitudes affect seeking psychological support  

 Indigenous Australians statistically less likely to seek professional 
help for mental health problems  

 Female Indigenous Australians have a higher level of mental health 
service contact than men  
 

 
Qualitative 
Qualitative 
Qualitative 
Qualitative 
Qualitative 
Qualitative 
Quantitative 
 
Quantitative 
 

Environment 

 

 Access to Information  

 Being needed and taking a break  

 Burden of travel  

 Enabling resources  

 Life changes and change of focus  

 Predisposing characteristics  

 Quality of Information available  

 Readily available information on services and access to services  

 Particular rural circumstances such as drought affect traditional 
responses regardless of experience of success  

 Access to psychological and psychiatric services was either limited 
or unavailable  

 
Qualitative 
Qualitative 
Qualitative 
Qualitative 
Qualitative 
Qualitative 
Qualitative 
Qualitative 
 
Quantitative 
 
Quantitative 
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Health 
Behaviour 

 

 Felt sufficiently supported already  

 Judgement of perceived need  

 Point of delivery health costs  

 Positive thinking  

 Seeking help  

 Self-awareness  

 Stoicism 

 Adult males resort to a range of self-selected coping mechanisms 
during periods of distress which rarely include seeking professional 
help  

 Male coping strategies do not markedly differ from female strategies  
 

 
Qualitative 
Qualitative 
Qualitative 
Qualitative 
Qualitative 
Qualitative 
Qualitative 
Quantitative 
 
 
Quantitative 
 

Health 
Outcomes 

 

 Inconvenience  

 Mental health literacy  

 Reliance on gatekeepers  

 Supportive clinician attitudes and health service structures  

 Targeted mental health initiatives  

 Self-generated coping strategies are rarely completely successful 
but repeatedly sought out  

 Professional services are less likely to be taken up by people in rural 
and remote areas  

 People in rural and remote areas utilised health services more for 
physical than mental health problems  

 

 
Qualitative 
Qualitative 
Qualitative 
Qualitative 
Qualitative 
Quantitative 
 
Quantitative 
 
Quantitative 
 

 

Table 17: Identified barriers to mental health take-up in rural and remote 

Australia according to category and design 

 

Andersen’s 
categories 

Qualitative designs  Quantitative designs 

Population 

 Appreciation and hope  

 Continuity of care  

 Seeking meaning in life and religion  

 Taking control  

 Treatment, talking about it and support 
of family 

 Treatment attitudes affect seeking 
psychological support  
 

 

 Indigenous Australians statistically less 
likely to seek professional help for mental 
health problems  

 Female Indigenous Australians have a 
higher level of mental health service 
contact than men  
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Environment 

 

 Access to information  

 Being needed and taking a break  

 Burden of travel  

 Enabling resources  

 Life changes and change of focus  

 Predisposing characteristics  

 Quality of information available  

 Readily available information on 
services and access to services  
 

 

 Particular rural circumstances such as 
drought condition traditional responses 
regardless of experience of success  

 Access to psychological and psychiatric 
services was either limited or unavailable  

 
 

Health 
Behaviour 

 

 Felt sufficiently supported already  

 Judgement of perceived need  

 Point of delivery health costs  

 Positive thinking  

 Seeking help  

 Self-awareness  

 Stoicism 
 

 

 Adult males resort to a range of self-
selected coping mechanisms during 
periods of distress which rarely include 
seeking professional help  

 Male coping strategies do not markedly 
differ from female strategies  

 

Health 
Outcomes 

 

 Inconvenience  

 Mental health literacy  

 Reliance on gatekeepers  

 Supportive clinician attitudes and 
health service structures  

 Targeted mental health initiatives  
 

 

 Self-generated coping strategies are rarely 
completely successful but repeatedly 
sought out  

 Professional services are less likely to be 
taken up by people in rural and remote 
areas  

 People in rural and remote areas utilised 
health services for physical more than 
mental health problems  

 

 

Table 17 presents an inventory of findings relating to the obstacles to the take-

up of mental health care service provisions by adult rural males in Australia. 

Findings are grouped by Andersen’s category and the type of research 

undertaken. 41,70,71 

Theoretical modelling 

This systematic review makes use of the Andersen behavioural model of health 

service utilisation, as a structured framework to display the obstacles which act 

as interference in the take-up of mental health services. The Andersen model is 

a conceptual framework for helping to identify the complex interacting variables 

involved in the obstacles to mental health care usage:   
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Population characteristics 

Refers to:  

a) Predisposing factors – demographics, social structures, health beliefs. 

b) Enabling factors – personal resources, family resources, community 

resources. 

c) Need related factors – perceived individual need, professional evaluative 

need. 

Environment 

Refers to the physical, social, political and economic envelope external to 

and around the health care system, its policies, resources and structure, 

function and organisation. 

Health behaviour 

Refers to:  

a) Use of health services, their type, location, purpose, and time frames 

around accessibility and delivery.  

b) Personal health care practices including self-judgements and related 

treatments. 

Health outcomes 

Refers to:  

a) The satisfaction of consumers of health care services with particular 

services, their convenience, availability, provision, and quality.  

b) The individual’s own health status and perceived health status. 

The Andersen model was used to help arrange the obstacles to mental health 

care services as they are taken-up by AARRMs. The Andersen model structure 

has been further adapted to see if its four groups can be divided into: 
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 Demand side factors affecting take-up 

 Supply side factors affecting take-up 

It was anticipated that obstacles to AARRMs use of psychosocial mental health 

care services would be related to participating factors like population, health 

behaviour and factors enabling demand to access services. It was also thought 

that provision characteristics would be influenced by environment, health 

outcomes and systematically structured notions of supply. Consequently what 

might be thought of as obstacles in a psychosocial mental health care service 

might be perceived as factors which determine the demand and supply of those 

services. In this way, the challenge of thinking about social, individual, 

economic and situational obstacles, which vary from person to person, place to 

place, and time to time, could be considered from the point of view of intentions 

and expectations in relation to AARRMs behaviour. 

In the current study, demand and supply side explanation of obstacles allows 

for grouping of shared perception of obstacles by AARRMs to the take-up of 

mental health care services. Demand side factors represent take-up factors and 

supply side factors represent service provision. Under these categories use of 

health services is considered to be a function of Andersen’s model as they are 

grouped into demand and supply side factors.  Understanding the factors that 

influence help-seeking among AARRMs in this way is crucial in developing 

service use and improving outcomes for AARRMs. 

Table 18 shows the results from the systematic review outlining the nature and 

significance of obstacles utilising Andersen’s categories as a structural 

framework. The further categorisation of findings as demand or supply side 

factors is also provided. 
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Table18: *Theoretical model – extraction and explanation of obstacles 

*(s) indicates supply side factor categorisation 

(d) indicates demand side categorisation 

 

Category Obstacle 

1. Population  Adult rural males will utilise a variety of personal resources based on 

appreciation and appraisal of their situation, and hope about 

remediation based on past experience, and they do this more than 

they utilise mental health services.(d) 

 

 Perceptions of continuity of care and that mental health services will 

be more than just ‘start-up’ services will influence the initial take-up of 

a service.(s) 

 

 Cultural factors such as rurality can mean that perceptions and 

attitudes towards mental health services are secondary to health 

behaviours based on the meaning of rural life and religious beliefs in 

rural and remote areas of Australia.(s) 

 

 Traditional beliefs and values about taking control can lead to a lack of 

awareness of services and can create an obstacle to the take-up of 

these services.(d) 

 

 Family support in rural and remote communities is critical to ideas 

about what constitutes mental health, and family support and talking 

with family members can contribute to treatment, as family strongly 

influences decision-making.(d) 

 

 Attitudes emerging from a traditional rural background can influence 

preferred and non-preferred treatments, and traditional attitudes in 

relation to perceptions of symptoms and their severity can act as 

factors that influence take-up behaviour.(s)  

 

 Indigenous Australians in general, and indigenous adult rural males in 

particular, as examples of rural disadvantaged groups, can act as an 

obstacle, as disadvantage can be reflected in fewer services in rural 

and remote communities for disadvantaged groups.(d) 

 

 Female Indigenous Australians demonstrate more health-seeking 

behaviours as these behaviours emerge from general health practices 

of Indigenous people and their living conditions. Particular rural and 

remote backgrounds act as obstacles.(d) 
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2. Environment 

 Access to information about mental health and mental health services in 

rural and remote Australia often leads to greater contact with non-

professional advice as adult rural male values and belief systems, and 

those of family and tribe, influencing decision-making and the take-up of 

services.(s) 

 

 Traditional adult rural male beliefs and values of being needed as a 

provider often means being stoic in the face of mental health issues, and 

not taking a break to seek treatment. (d) 

 

 Transport, travel and travelling times represent a burden for those 

needing to access mental health services due to the location of these 

services in rural and remote Australia, for those with and without a motor 

vehicle.(s) 

 

 Cost of services, income levels, rural economic structures and practices 

can act as obstacles as they affect the lives of rural and remote adult 

males and their ability to access mental health care.(s) 

 

 Life changes and changes in focus on lifestyle both affect health beliefs, 

and perceptions and attitudes towards mental health services. Being an 

adult rural male in a rural and remote community generally acts as a 

predisposing factor in the take-up of mental health care.(d) 

 

 The quality of information available to adult males in rural and remote 

areas of Australia affects their understanding of the operation of the mind 

and body. and can influence health-seeking beliefs and the take-up of 

services.(s) 

 

 Availability of service information can affect the adoption to up-to-date 

methods of mental health care, which can act as an obstacle to the take-

up of services by adult rural males.(s) 

 

 Rurality itself, agricultural practices, and the cycles of drought, flood and 

other catastrophes and their relationship to climate change create stoic 

attitudes and beliefs about independence and coping, which readily lead 

to the non-recognition of both health and mental health issues, which 

cause both illness and treatment to be both overlooked.(s) 

 

 Access to services, their location and distribution in relation to 

agricultural practices and rurality and being an adult rural male often 

influence local knowledge of, and experience with, mental health 

services and could lead to family, community and religious practices 

becoming obstacles hindering perceptions of the beneficial nature of 

mental health services.(s) 
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3. Health 

behaviour 

 

 Strong rural and remote traditional family structures and local 
community influences can often mean adult rural males already 
feel sufficiently supported alongside the mental health care 
available to them.(s) 

 

 Beliefs and practices of adult rural males embedded in family 
and community structures can influence take-up behaviour in 
terms of the value of its benefits.(s) 

 

 Fear of costs of mental health services at the point of delivery 
affects their take-up by adult rural males who weigh up the 
practical costs and benefits of mental health care services to 
them.(s) 

 

 Positive thinking needs recognition and consideration in health 
promotion and intervention because stereotyping and 
discrimination act as obstacles and worsen mental health 
outcomes particularly amongst Indigenous Australians.(d) 

 

 Seeking help as a belief is not ingrained in adult rural males and 
so perceptions of symptoms and their severity can often be 
overlooked.(d) 

 

 Lack of development of self-awareness can lead to a lack of 
recognition of mental health issues in adult rural male thinking 
about issues, causing them to be overlooked and may lead to 
suicidiality potentials.(d) 

 

 Stoic attitudes and perceptions often lead to the take-up of 
traditional ways of dealing with mental health issues rather than 
appropriate mental health services.(d) 

 

 Adult rural males exist in a culture in which a variety of coping 
strategies and adaptive behaviours are resorted to in times of 
distress but which rarely include accessing mental health 
services as a solution to problems being faced.(d) 

 

 Male and female coping strategies in rural and remote Australia 
are culture bound and remarkably similar, and are often based 
around traditional values and beliefs which hinder take-up or 
services or the encouragement  of one gender to another to 
take up services.(d) 
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4. Health 
Outcomes 

 Limitations to the take-up of mental health care relate to 
convenience, against a background of necessary agricultural 
practices and organisational considerations based around referral 
systems, access to services, making appointments, waiting times, 
and follow-up appointment. Rural and remote males seem more 
influenced by these factors, particularly Indigenous people.  
Often, due to fewer services being available and difficulties at the 
interface of rural time and service time, appropriate mental health 
care is not always taken up.(s) 

 

 Mental health literacy in rural and remote Australia among adult 
males, and among Indigenous adult males can often lead to 
sensitivity to mental health processes and understanding, 
particularly in regards to fear of assessment and possible 
embarrassment, which acts as an obstacle.(s) 

 

 Rural and remote providers who act as gate keepers to mental 
health services can easily transgress rural concepts of time, place 
and trust, all of which are important in rural and remote male 
concepts of the pragmatic nature of treatment.(s) 

 

 Supportive attitudes by mental health care clinicians and mental 
health services structures in rural and remote areas are critical 
factors as there is an expectation by rural and remote male users 
of mental health services that service providers are warm,  
sympathetic, personable and professional.(s) 

 

 Targeted mental health care initiatives in rural and remote 
Australia work best where the adult rural male patient is matched 
closely to the skills set of the care-giver and the skills of the 
practitioners are practical and readily evident.(s) 

 

 Adult rural male self-generated coping strategies are repeatedly 
utilised, regardless of measured success as individual orientation 
to values and beliefs about mental health care act as an obstacle.  
Seeking treatment for a headache means exactly that in adult 
rural male thinking. Fear of mental health services and providers 
and systems act as an obstacle, creating a form of apprehension 
about mental health care take-up.(d) 

 

 Professional mental health care services will be less likely to be 
taken up in rural and remote areas where a lack of care and 
empathy is implicated, especially in cases of high suicidal 
potential, and also in the case of Indigenous Australians’ refusal 
to take up mental health care services. A lack of local, cultural, 
rural and remote knowledge and experience can hinder the take-
up of professional services.(s) 

 

 People in rural and remote areas utilise services for mainly for 
physical health. Mental and emotional health problems are very 
much tied to the individual’s orientation to values and beliefs 
about mental and emotional health. Rural and remote adult male 
mental health care patients do not always represent the assertive 
personality required by the mental health care system as being 
necessary for survival in the system. In ability to case manage 
one’s own mental health care can act as an obstacle to the on-
going take-up of services.(d) 
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The data revealed that there was good theoretical fit between Andersen’s 

categories of Population and Health Behaviour and the demand for and usage 

of mental health services by AARRMs. The data also revealed a degree of fit 

between Environment and Health Outcomes categories and the supply of and 

usage of these services by this population. Andersen’s categories do not 

however fit into a neat categorisation of supply-side and demand-side obstacles 

to take-up. Nonetheless, results tend to show that take-up does involve both 

demand and supply side factors. The model has been useful in conceptualising 

take-up factors in this way.   

Table 19 and 20 show the numerical distribution of obstacles from qualitative 

and quantitative data. The data shows Andersen’s categories, demand and 

supply side factors, the various percentages and obstacles within each category 

(where reported). 

Table19: Supply side factors and quantitative and qualitative studies 

Andersen’s 

categories 

Supply side 

factors 
Qualitative Quantitative 

Population 3 3 (16.66%) - 

Environment 6 4 (22.22%) 2 (11.11%) 

Health behaviours 3 3 (16.66%) - 

Health outcomes 6 5 (27.78%) 1 (5.55%) 

TOTALS 18 15 (83.33%) 3 (16.67%) 

 

Table 20: Demand and factors and quantitative and qualitative studies 

Andersen’s 

categories 

Demand side 

factors 
Qualitative Quantitative 

Population 5 3 (20%) 2 (13.33%) 

Environment 2 2 (13.33%) - 

Health behaviours 6 4 (26.67%) 2 (13.33%) 

Health outcomes 2 1 (6.67%) 1 (6.67%) 

TOTALS 15 10 (66.67%) 5 (33.33%) 
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There were 33 obstacles determined as influencing the take-up of mental health 

care provision by AARRMs. Of these, 18 obstacles were identified on the supply 

side and 15 on the supply side of the take-up equation. Demand-side factors 

represent patient-related factors which influence the use or take-up of mental 

health care services and supply-side factors represent systems and provider-

related factors which influence the availability of a mental health care service. 

Table 21 illustrates the fit between the findings aligned to the Andersen model 

and the dual categories of demand and supply side factors.  

Table 21: Demand and supply side factors according to Andersen’s categories 

Andersen’s 

categories 

Demand side 

factors 

Supply side 

factors 
Total in category 

Population 5 (15.15%) 3 (9.09%) 8 (24.24%) 

Environment 2 (6.06%) 6(18.18%) 8 (24.24%) 

Health behaviours 6 (18.18%) 3 (9.09%) 9 (27.27%) 

Health outcomes 2 (6.06%) 6 (18.18%) 8 (24.24%) 

TOTALS 15 (45.45%) 18 (54.55%) 33 
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DISCUSSION  

Context and background 

Understanding the obstacles to help-seeking is an essential step towards 

improving the mental health of rural communities in Australia. A variety of 

obstacles have been found which may be categorised by the demand for 

services and the supply of those services. This dichotomy shows the true nature 

and extent of these obstacles. 

Results indicate that some obstacles contributing to the failure to take up mental 

health care services by AARRMs can exist as service supply factors, 

particularly non-involvement by rural male populations. Indigenous males were 

found to be even less involved in participation.23 Females in rural Australia 

reportedly sought more help than men.23 Research shows that there are 

numerous obstacles that impede help-seeking behaviours by AARRMs and the 

Andersen Model has assisted with the categorisation of these obstacles.18 In 

the unique rural and remote context, data extracted through the systematic 

review process concerning AARRMs indicates that there are many and varied 

numbers of supply side obstacles. Supply side obstacles may actively prevent 

these men from seeking assistance. 9,12,18,19,20,22,23,33,36,44,58,59,69,72,73,75,78 

Obstacles also exist because mental health promotion and prevention do not 

always take account of the interaction of demand side factors and the nature of 

adult rural and remote males themselves. This includes factors like self-reliance 

and independence, and the failure to convince males in rural and remote 

Australia to seek mental health assistance.  

The study of both supply and demand side obstacles opens up a possible focus 

on the mental health attitudes, beliefs and behaviours of recipients of services, 

as well as on suppliers and systems delivery networks. Mental health promotion 

and prevention both need to be more prominently on the psychological agenda 

in assessing the whole gamut of obstacles to adult rural male mental health and 

models associated with the general mental health situation. 
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The Andersen model proposed that categorisation of obstacles is useful in 

determining a predisposition towards take-up of mental health care 

services.41,70,71 Using the Andersen model, the inequalities in the take-up of 

mental health care services in rural and remote Australia by AARRMs became 

readily apparent. Self-recognition of mental health care needs for take-up by 

AARRMs was found to be related to a wide range of factors that emerged as 

obstacles in this study. These demand and supply side factors were spread 

equally across Andersen’s four categories. 

Perceptions of mental illness 

Rural and remote Australian male perceptions of the nature, symptoms and 

severity of mental health conditions have been shown to act as obstacles due to 

personal beliefs about perceived symptoms and illness.19,21,36,39,43,44,69,72,73,74  

Taking up a mental health care service requires AARRMs to initially consider 

the problem as being serious enough for them to act and seek treatment. Not 

seeing the matter as warranting attention is a characteristic of an AARRM’s 

approach which leads to mental health self-care.  Compared to urban dwellers, 

rural and remote males are less concerned about symptoms and are more 

prone to seek a ready-made, tried and tested treatment solution to what they 

perceive to be the problem.19,21,36,39,43,44,69,72,73,74  Rural males are also more 

likely to seek care for others in their family to whom they see themselves as 

care givers, rather than seeking help for themselves.19,21,36,39,43,44,69,72,73,74 These 

perceptions drive conceptions among AARRMs of the negative effects of people 

with mental illness and fear of the social consequences of mental illness which 

affect their engagement with services.  

Rural and remote male health practices 

The ‘wait until it is absolutely necessary to seek treatment’ model and traditional 

rural male practices for dealing with mental health issues may also act as an 

obstacle.10,13,18,20,21,22,23,36,44,75 Traditional male health beliefs and practices may 

influence the take-up and use of a preventative mental health care 

service.10,13,18,20,21,22,23,36,44,75 Life conditions in rural and remote communities 

have been shown to correlate with a high incidence of take-up 
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refusal.10,13,18,20,21,22,23,36,44,75 Experiences of rural and remote acculturation pose 

as impediments to the take-up of mental health services.10,13,18,20,21,22,23,36,44,75 

Obstacles 

Obstacles are problems that can restrict the take-up of mental health services in 

all individuals.5,11,18,24,39,56,62 Obstacles may only affect an individual in specific 

situations, and obstacles will only ever influence some individuals some of the 

time, or all of the time, depending on particular circumstances.5,11,18,24,39,56,62  

Rural and remote adult males, as a result of their health behaviours, their 

environment, their family and community background and the mental health 

resources available to them, find themselves experiencing obstacles to their 

ability to take up mental health services.10,18,20,21,22,23,36,44,75,76 Characterised by 

life conditions in rural and remote Australia, problems of acculturation and lack 

of familiarity and trust of mental health care services, AARRMs show a higher 

incidence of not taking up available services. 

Obstacles to the take-up of mental health services can create a significant 

negative impact on the wellbeing of rural and remote males in Australia 

because of the ‘rurality’ of the males themselves, and the lack of ‘rurality’ of the 

services supplied to them.7,19,26,33,37,38,42,43,45,46,47,59,63 This difference in 

perspective has negative consequences for the demand for and eventual 

availability of mental health care services.7,19,26,33,37,38,42,43,45,46,47,59,63 In contrast, 

in urban areas, this difference is relatively inconsequential. 

7,19,26,33,37,38,42,43,45,46,47,59,63 In addition, the rural and remote environment can be 

particularly severe for men who are not acculturated to a system that is there to 

assist them but which is not structured in a manner perceived to be acceptable 

to them.9,18,20,21,23,35,37,44,55,57,69,72 Instead, lack of acculturation results in needed 

services not providing the necessary benefits to AARRMs. 

9,18,20,21,23,35,37,44,55,57,69,72   

Some obstacles will only affect adult rural males as they relate specifically to 

the attributes of this population. Masculine attitudes about mental health and 

use are particular to rural and remote Australia in relation to cultural norms, 
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values, beliefs and ideologies which prevail in these regions.  In rural and 

remote Australia a hegemonic masculinity has developed, which has been 

shown to be detrimental to mental health seeking.9,10,28,31,34,37,55,59,77 There 

seems to exist a provider-patient gap in identification and understanding, a type 

of clinical reality of rural and remote male perceptions of mental health, and a 

professional nomenclature of service and evaluation, which is on the one hand 

subjective, yet on the other hand definitive.19,22,26,46,53,58,63,73,78 The gap in health 

beliefs and values between rural and remote males and the provision of mental 

health services is said to be greater in rural and remote Australia than in other 

places in Australia which share the same relationship.9,12,16,28,29,31,35,39,63,73,75 

Obstacles can be understood in relation to the rural and remote environment in 

which adult males exist find themselves existing. The reviewed studies were of 

research carried out within this context, but the contexts themselves varied 

considerably. In some papers, a general concept of rural areas was identified as 

the context, in others the context was limited to rural regions of a particular state 

of Australia. Other studies focused on a particular community in rural Australia 

and others, on particular socio-economic groups such as farmers or cancer 

patients, or they focused on an issue such as suicidiality or a particular racial 

divide, such as Indigenous and non-Indigenous 

people.8,10,13,17,20,23,42,44,45,47,58,67,74,80 Research also drew comparisons regarding 

obstacles in terms of gender differences and rural-urban 

characteristics.9,10,21,23,38,65,68,75,82 From these outcomes, the importance of 

context when considering obstacles to the take-up of mental health services 

became readily apparent. A pivotal factor in these perspectives involves the 

importance of demand and supply factors. From a research perspective, the 

nature of demand and supply represented a core aspect of the problem of lack 

of take-up of services. 

Analysing the contextual factors that influence the take-up of mental health care 

services by AARRMs is an important part of understanding the use and 

development of appropriate services and service 

delivery.12,19,21,23,26,47,52,60,72,75,83,84 Attitudes towards health and health behaviour 
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influence mental health service use.12,19,21,23,26,47,52,60,72,75,83,84  Differences are 

documented in the literature between rural and urban males, and attitudes and 

behaviours towards seeking professional help.12,19,21,23,26,47,52,60,72,75,83,84 The 

findings of this systematic review indicated that AARRMs display negative 

attitudes and behaviours towards help-seeking and these men are much less 

committed to seeking help for mental health problems.12,19,21,23,26,47,52,60,72,75,83,84 

These men prefer to rely on themselves and their networks of family and 

community rather than moving out of this pattern towards seeking professional 

help.12,19,21,23,26,47,52,60,72,75,83,84 A person in a rural and remote community 

seeking mental health care help sets in motion a variety of socio-cultural 

stereotypes and reactions about mental illness that are applied to the person by 

others and to the person by themselves. 

Outcomes from the review question   

The review findings indicate that obstacles represent a broad church of factors 

influencing AARRMs in mental health service availability take-up. These 

obstacles are embedded in both what it is to be male and the nature of rural life 

itself, and the nature, values, beliefs and expectations of its inhabitants. What is 

known of these obstacles is presented and classified in this thesis and 

discussed in terms of the sources of these obstacles and the nature and 

significance of their outcomes. No study has tested or recorded the relative 

influences of obstacles. The systematic review discussed the importance of 

obstacles and perceived obstacles versus the availability of services and the 

demand for those services in rural and remote Australia. Results show that both 

supply and demand factors are associated with failure to take up mental health 

care services, but in different ways. 

Frequency of help-seeking behaviour: quantitative findings 

Sveticic J et al. compared the prevalence of contact with mental health services 

related to help seeking behaviours by indigenous and non–Indigenous 

Australians.23 Sveticic et al. concluded that Indigenous Australians die from 

suicide at twice the rate of non-Indigenous Australians, yet they are statistically 

less likely to seek professional help for mental health problems.23  The help-
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seeking behaviour of Indigenous Australians was thought to relate to western-

based biomedical models of treatment as an obstacle because this model failed 

to take account of Indigenous community based experiences of hopelessness, 

cultural disconnectedness and grief.23  Sveticic et al. concluded that increased 

accessibility of culturally relevant services would allow for more timely 

identification and addressing of Indigenous suicide risks through:23 

 Promotion of contact with general practitioners. 

 Adequate Indigenous mental health worker involvement. 

 Culturally safe mental health clinical environments. 

 Strengthened mental health services and general practitioners to help 

with  Indigenous culturally based mental distress. 

 Intensive after care management of suicide attempts. 

Attitudes 

Judd et al. examined attitudes as barriers to help seeking.21 These authors 

concluded that many AARRMs do not conceive their symptoms as being illness 

related and therefore these individuals often delay seeking help until symptoms 

are severe and disabling.21 This research showed that AARRMs were also 

reluctant to admit to illness and therefore a need for treatment. In both cases, 

male agrarian attitudes were found to be dominant.21 These attitudes are as 

follows: 

(i) Self-efficacy: AARRMs assume greater self-responsibility for 

mental health compared with urban males.21  While this appears 

as a positive finding, self-efficacy actually promotes unhealthy 

self-reliant attitudes and failure to seek help when it was needed.21 

This research indicated there was not necessarily confidence 

among AARRMs that they could always take the health promoting 

action required. 21 

(ii) Stoicism: AARRMs tended to avoid discussion of personal 

mental health issues.21 This behaviour created attitudes about not 
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what is said but how an individual AARRM behaves, seeing virtue 

in a strong will, which was in accordance with the environment in 

which these men lived.21 

(iii) Stigma: Judd et al. found that mental health literacy did not 

reduce stigma and such literacy enhancement was not a 

sufficiently adequate strategy to reduce stigma.21 These authors 

concluded that stigma was a very relevant factor for rural males in 

determining help-seeking behaviour.21 Stigma was seen by 

AARRMs as a mark of disgrace that set the individual apart from 

others in an agrarian culture where conformity was important.21 

Attitudes are important determinants of help-seeking behaviour.21 Attitudes led 

to the expression of disfavour towards mental health service availability and 

were formed from past and present agrarian experience.21 Attitudes were found 

to mitigate against help-seeking and also made it difficult for the mental health 

service providers to isolate problems and to pinpoint rural dwelling males who 

needed help.21 Further research is needed to determine ways to quantify these 

attitudinal factors, variables and interactions; to establish the rural and remote 

nature of these variables and concepts; and to develop ways in which attitudes 

do not diminish help-seeking behaviours.21  Attitudes were seen as influencing 

AARRMs’ emotion and behaviour. 21  Attitudes determined mood and were 

synonymous with AARRMs’ take-up of mental health services. 21 

Coping with distress 

Gunn et al. found a statistically significant difference for psychological distress 

across AARRMs from all age groups.20 Distress occurred when AARRMs could 

not adapt to stress and incurred suffering.20 In normal situations, distress results 

in establishing a means for help-seeking behaviour. However, these authors did 

not find that this recognised connection existed consistently among AARRMs. 20 

Distress represented an aversive state in many AARRMs who were unable to 

produce adequate adaptive functioning, and the resultant stressors often 
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created maladaptive patterns of adjustment.20 It was evident that the presence 

of rurality was an influence on motivation to engage in positive help-seeking 

behaviours.20 Dealing with distress in traditional ways led to complicated rural 

and remote social interaction patterns which created increased distress.20 

Increased mental health literacy was not necessarily a factor found to reduce 

stress in AARRMs.27 Other research also suggests that coping strategies may 

be age related.19 This research indicates that AARRMs find more traditional and 

culturally appropriate ways of dealing with distress.19,20,27 

Service utilisation 

Findlay and Sheehan identified obstacles to mental health utilisation in rural and 

remote communities by AARRMs as being related directly to the scarcity of 

appropriate services, their distance from potential users, and the stigma 

associated with using these services.19  An interesting finding by these authors 

was that AARRMs considered it inappropriate that medical practitioners used 

traditional medical skills for mental health problems.19 These men were astute 

enough to realise that psychological skills were necessary, but were unsure 

how to access them.19 As a result, professional services were variably taken up 

by AARRMs.19 These authors also found that AARRMs utilised health services 

more for physical than psychological problems.19 

This research highlights a lack of clarity of health service use by AARRMs. 

Rates of help-seeking can be seen to fall into characteristics of the users of 

services and characteristics of the suppliers of services. Geographic obstacles 

of location and distribution were linked on the one hand with personal services 

need factors and on the other hand with perception of service adequacy.19 

These authors considered farming communities as a whole, and found that 

during times of distress, such as drought, males experienced greater mental 

health distress than females.19 Their research found that those AARRMs with 

estimated high service needs had little or no contact with professional mental 

health services.19  Higher levels of adversity seemed to influence women more 

than men in rural and remote Australia in terms of seeking help.19 Men on the 
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whole preferred non-professional sources of relief from distress, such as 

behavioural disengagement, suppression of competing attitudes, venting, 

alcohol and drug use, and mental disengagement.19 

Meaning and experience of help-seeking behaviour: qualitative 

findings 

Data and synthesis 

Data extraction using the JBI-QARI helped establish the evidence base about 

the prevalence of mental health issues, disorders, symptoms and service 

utilisation by AARRMs. Evidence indicates no causative link between the 

prevalence of mental problems and rurality, but mental health problems differ 

between rural and remote residents and their urban counterparts, and these 

problems are identified and explained in this systematic 

review.10,18,19,20,21,22,23,36,44 

However, evidence about the nature and prevalence of mental problems in rural 

and remote regions of Australia is not in abundant supply and is not particularly 

well categorised. The meaning, significance and experience of mental health 

problems among AARRMs were found to need a nomenclature, and the 

Andersen model was utilised as a framework for identifying and categorising the 

findings of the systematic review. 

The research findings of the systematic review indicate that AARRMs are less 

likely to access mental health services. Doctors are key health providers in rural 

and remote regions of Australia and remain the first option for AARRMs seeking 

help for a mental health problem.19 The systematic review findings indicate 

services used by AARRMs for mental health problems are less than 

optimal.10,18,19,20,21,22,23,36,44 The extent of under-use of mental health services is 

not clear but the socio-cultural context of rural life means that there is 

widespread use of non-professional methods and self-management strategies. 

There is a finding in the research of attitudes of lack of confidence in 

professional treatment.21  
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Help-seeking 

Corby et al. found that specific impediments (obstacles) to taking up mental 

health services centred around perceived needs and perceived informal support 

and subjective judgements by AARRMs.18 Availability as a factor in taking up 

mental health care services was not commonly raised by AARRMs; however 

health professionals reported this as a factor themselves.18 These authors 

considered that help--seeking behaviour was a critical factor in service 

utilisation and developing outcomes for AARRMs.18,40 Negative attitudes 

towards help-seeking, and stigma, self-reliance and stoicism were concerns 

AARRMs experienced in making help-seeking decisions. Negative attributes 

reduced help-seeking, particularly where rurality factors amounting to 

hegemonic masculinity and emotional control were present.18 While these 

attitudes and behaviours were variable across AARRM populations, they were 

nonetheless found to act as obstacles to the take-up of mental health care 

services across the AARRM spectrum.18 

These authors further concluded that costs, expenses, accessibility, availability 

and social support were factors which could act as obstacles, or could in fact 

act as a motivator for service take-up.18 Obstacles were seen in this qualitative 

research to be variable according to the AARRM’s individual perceptions.18 

Resilience factors 

Gorman et al., found a theme around AARRMs’ self-evaluation of need in 

making judgements about seeking mental health care.36 Collective community 

culture created a positive realisation of mental health care which in turn 

promoted recovery.36 Therefore, if need for care is positively evaluated, take-up 

is not impeded.36 These authors also found that resilience acted as an obstacle 

to taking up this professional care.36 Emerging from this review were findings 

that positive thinking, self-awareness, self-control, meaning, appreciation and 

hope were all coping factors used by AARRMs in difficult times. However the 

individual experiences did not amount to professional intervention-seeking 

attitudes and behaviours by AARRMs.36 These abilities allowed AARRMs to 

adapt to adversity and to rise above stressors. Having developed these abilities 
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and utilised them to cope in crises, AARRMs tended to use resilience as an 

excuse to resist professional mental health services.36 

Stigma, confidentiality and cost 

Pierce et al. utilised focus groups and individual interviews with AARRMs who 

had personally experienced mental ill health.22 These researchers reported on 

common factors such as stigma, confidentiality, expense and negative prior 

experience of mental health care professionals and systems.    

Stigma contributed to major distress and was seen as being as distressing as 

the mental health condition itself.22 Stigma has the effect of creating prejudiced 

perceptions which lead to a reluctance to seek available mental health 

services.22 

Confidentiality of conversations between mental health service providers and 

AARRMs was seen to weigh heavily on the minds of those accessing 

services.22  AARRMs were described as private individuals who required the 

safest route to confidence that practice would allow.22 This also applied to 

making enquiries.22 Perceptions of possible breaches of privacy were 

detrimental to help seeking by AARRMs in general. 

Costs of services were measured not only in financial terms but in the 

productive capacity that is lost in accessing a service.22 Costs were variable and 

related to personal income and asset levels, but were often measured in rural 

and remote communities in the broadest sense.22 Expenses also involved costs 

of transport and mileage in accessing a service. 22 

Negative prior experiences of mental health care, professionals and systems 

left lasting impressions on AARRMs who had relied on the expertise of a 

professional with trust and uncertainty but did not receive a valuable outcome.22 

The experience is projected into the future.22 Developing and evaluating 

expectations involves considerable risks to AARRMs who, once let down, 

succumb to irrational reasoning based on their thwarted reality.22 
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Mental health literacy, targeted mental health care schemes, accessible 

information, affordability and continuity of care, when addressed and made 

available, do not always promote help-seeking behaviour.22 Other research also 

indicates that absence of these factors can contribute to this trajectory, where 

each factor on its own can become an obstacle to the take up of mental health 

care by AARRMs.9,12,18,19,20,33,58 

Mental health care services to adult males in rural and remote Australia need to 

acknowledge the beliefs and values of life and lifestyle practices in the various 

regions which make up non-urban Australia.59 AARRMs use their values and 

beliefs to guide the health-seeking behaviours and to form attitudes about help-

seeking.59 Any other way of addressing mental health care provision will 

discourage adult rural males from seeking to learn more about the services 

which are available and to engage with those services, providers and 

systems.18,19,20,21,22,23 AARRMs make assumptions about the mental health 

professional network and they react based on what they see, hear, experience 

and think, and they apply this value and belief system to how they perceive the 

mental health system.59   

Concerns about signs and symptoms amongst AARRMs do not necessarily 

translate to this population seeking immediate care for their mental health 

needs. This review found that obstacles are more directly related to feeling safe 

and secure in the approach and feeling a sense of predictability about the 

approach.18,19,21,22,23,36,44 Rural and remote males generally seek to be treated 

and accommodated in the ways in which they are comfortable within their daily 

living community.18,19,21,22,23,36,44 

Health service use 

The Andersen model 

Take-up factors 

The obstacles to the take-up of mental health provisions by adult rural and 

remote males identified through this systematic review were classified under the 

four categories of the Andersen model as described in the Methods section of 
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this review report.40,70,71 This is the best way to present the complex nature of 

the obstacles in a conceptual model.40,70,71 The Andersen behavioural model of 

health service utilisation is a theoretical framework used to reveal obstacles and 

conditions, which affect the utilisation of health services.40,70,71  The Model was 

seen as a valuable tool for selection, identification and categorisation of 

obstacles in the take-up of mental health care services in the following four 

categories: 

 Population – patient characteristics 

 Environment – organisational factors 

 Health behaviour – personal practices 

 Health outcomes – provider characteristics.  

 

Population factors 

The findings of this systematic review indicate that in rural and remote 

environments, the age of male users of services may represent an 

issue.25,34,39,56,73  Adult rural males may be influenced by different perceptions of 

risk factors.9,18,19,21,36,43,44 Traditional health beliefs and practices are likely to 

influence the adult rural male’s access to and utilisation of mental health care 

services, and the use of preventative mental health care practices, compared to 

adolescent male access and female access.18,19,21,22,23,59 

Being a farmer may also influence the take-up of mental health care services as 

opposed to other rural and remote inhabitants, where differential usage of 

mental health care professional usage exists.20,49,50,54 Differences between 

indigenous Australians and other Australian rural and remote dwellers also help 

to explain the take-up of mental health care systems.10,17,23,50 Beliefs are used 

to make decisions and keep individuals fixed in particular positions. Beliefs are 

often made on the basis of assumptions which come from differing world 

views.20,49,50,54 Differing assumptions about mental health services have not 

always been empowering for each of these groups.20,49,50,54 Lack of empowering 

beliefs negatively influences decision-making.20,49,50,54 Living conditions among 
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all remote dwellers may act as an obstacle as it reflects different access to 

transport and point-of-access costs of services.17,19,22,37,46,49,50,54,59   

The habits of adult rural males can act as an obstacle as they influence non-

traditional mental health care practices.9,12,23,29,36,44,76,79 Individual AARRMs 

have different habits.9,12,23,29,36,44,76,79 Habits require AARRMs to be coaxed into 

health -seeking behaviours, to be assisted with the routines and to experience 

immediate and pragmatic reward.9,12,23,29,36,44,76,79 Family and community 

support factors affect the quality and quantity of relationships and resources, 

and may also influence the take-up of mental health care services in rural and 

remote Australia.23,27,28,29,30,35,37 

Rural cultural factors impact on perceptions of mental health and mental health 

care.18,19,68  Rural kinship and community may be an obstacle to the take-up of 

mental health care in rural areas among those who need it.18,19,20,21,22,36,37,44,63 

While kinship and community are positive concepts, this  does not mean they 

always have a positive outcome. These concepts may bind a community but 

over time and space, they can contribute to the retention of negative habits and 

influences.18,19,20,21,22,36,37,44,63 Cultural values, beliefs and perceptions about 

mental health, its signs,  symptoms and treatment may influence the individual 

who may initially be seeking professional treatment outcomes.18 Those outside 

this community can feel vulnerable and may have difficulty accessing existing 

community support.18,19,20,21,22,23,36,44,49 The familiarity with rural and remote 

working and living practices can create a form of group perception about these 

practices which leads the mental health care seeker to seek more traditional 

methods and approaches to their mental health care.10,18,19,20,21,22,23,36,44 

Traditional knowledge systems, belief systems and understandings form 

habitual ways of solving problems for the patient. This may create a gulf 

between the patient, and the provider and system of mental health care 

services.10,18,19,21,22,23,36,37,44,50  Communities in rural and remote areas use 

localised methods of self-expression that act at the interface of supply of 

services and demand for those services.10,18,19,21,22,23,36,37,44,50  AARRMs may 
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experience misgivings and confusion when having to communicate outside their 

traditional ways of operating, and may not seek out mental health care services 

when they feel disconnected by a community gap or a delivery/response style 

different from their own.9,10,18,19,21,22,23,26,30,36,44,69,74 

A certain amount of distress accompanies attendance at a mental health care 

consultation and this can affect the confidence of the AARRMs 

involved.10,18,19,21,22,23,36,44,52 Professional nomenclature, understandings and 

assumptions can interfere in the communication between the provider/system 

and the recipient.10,18,19,21,22,23,36,44,52,73 Understanding the mental health care 

assessment, examination and treatment profile can be quite a daunting process 

for patients. 10,18,19,21,22,23,36,44,52,73 This distress may be heightened in rural and 

remote Australia where cultural differences between the system/provider and 

the recipient may be more pronounced.10,18,19,21,22,23,36,44,52,73   

Furthermore, communication factors may promote additional differences in rural 

and remote areas.2,10,18,19,21,22,23,36,44,72 The professional/system-recipient 

relationship may be more top-down in rural and remote communities due to 

education and communication differentials.2,10,18,19,21,22,23,36,44,72 Adult rural 

males in these situations may detach themselves from a process they see as 

being unfamiliar and alienating.2,10,18,19,21,22,23,36,44,72 

The process of acceptance of a mental health care practitioner/system or 

service by a rural and remote community seeking adult male participation has 

as an obstacle the additional factor of the individual professional involved often 

being known to the community.9,12,18,20,21,22,23,26,31,35,37,63 Potential recipients of 

non-physical health services often feel embarrassment or conflict in utilising the 

services of this professional.9,12,18,20,21,22,23,26,31,35,37,63 On the other hand, 

outsiders providing non-physical mental health services who seem foreign in 

their approach to local communities may find their services 

shunned.9,12,18,20,21,22,23,26,31,35,37,63 In both cases of familiar and unfamiliar 

practitioners, adult rural males are faced with confidentiality issues in sharing 

personal information.9,12,18,20,21,22,23,26,31,35,37,63 
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Environment 

The environment in rural and remote Australia determines practices which 

influence the way social and economic life is conducted. The rural and remote 

environment and its issues of time and distance, and the creation of economic 

life built around rural industry and business affect income levels and the overall 

distribution of income and wealth.13,19,23,26,28,37,38,46,63 Rural life is predicated on 

waiting for economic returns. As such, AARRMs experience differences in 

financial flows and income streams.13,19,23,26,28,37,38,46,63   

Living in rural and remote areas of Australia means putting up with fewer mental 

health care services.13,19,23,26,28,37,38,46,63 Distance and remoteness affect the 

availability of mental health care systems and the availability of mental health 

care professionals.13,19,23,26,28,37,38,46,63 In these communities high treatment 

costs for mental health care services can affect the take-up of services among 

rural and remote people experiencing the effect of rurality 

itself.13,19,23,26,28,37,38,46,63   

Rural and remote Indigenous people often find themselves on lower income 

levels. Low income level is a factor influencing the demand for mental health 

care service. Where such areas of need exist an overburdened public mental 

health care system remains the only option for many of these individuals. 

Income levels in general are a powerful factor in the access to and make-up of 

mental health care services.13,19,23,26,28,37,38,46,63 Mental health care service costs 

help determine accessibility and availability of services for AARRMs which in 

turn act as obstacles to demand for these types of services.13,19,23,26,28,37,38,46,63   

Low availability of public transport and its cost can affect rural and remote 

males in their access to mental health care services in their local 

communities.13,19,23,26,28,37,38,63     

Income variability however means that many AARRMs are prepared to make 

the journey to a regional centre or capital city to avail themselves of these 

services, but for other users of mental health care services, this is not 
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possible.13,19,23,26,28,37,38,46,58,63 Those who can and are prepared to travel to 

obtain services achieve more satisfactory mental health 

outcomes.13,19,23,26,28,37,38,46,58,63 In rural and remote areas of Australia, adult 

males are reliant on motor vehicles, or friends with motor vehicles, for access to 

services.13,19,23,26,28,37,38,46,58,63  Higher level costs and greater mileage in rural 

and remote areas of Australia mitigate against seeking adequate mental health 

care treatment.13,19,23,26,28,37,38,46,58,63     

Health behaviour 

Urban mental health treatment concepts transplanted into rural and remote 

areas may fail to take account of rural and socio-cultural 

differences.12,22,23,33,35,36,37,44,56,76,80 In urban communities family and community 

are secondary to the needs of the individual. In rural and remote communities 

the individual is secondary to the needs of the family and 

community.12,22,23,33,35,36,37,44,56,76,80 Urban oriented mental health care schemes 

can also fail to take account of rural and remote values and beliefs about mental 

health and mental health treatments.12,22,23,33,35,36,37,44,56,76,80   

Different rural and remote health beliefs reflect the differences within these 

communities themselves. Concepts of mental illness and its causes and 

treatment, and the socio-cultural dimension of rural and remote beliefs and 

taboos prevent individual AARRMs from taking up mental health care 

services.12,22,23,33,35,36,37,44,56,76,80   

Perceptions and attitudes of adult rural and remote males about themselves 

lead to dubious feelings about services which they do not trust.16,21,22,23,54,55,57 

Such beliefs are rooted in the need for the benefits of mental health care 

services to be obvious.16,21,22,23,54,55,57  The rural adult male’s perceptions and 

attitudes about the likely benefits of a service are critical.16,21,22,23,54,55,57 If no 

benefit is obvious to them, they will be unlikely to use or access a mental health 

care service. 16,21,22,23,54,55,57   
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The findings of the systematic review show that AARRMs are individuals with 

particular attitudes and beliefs. These attitudes and beliefs explain health 

behaviours within this population.16,21,22,23,54,55,57 AARRMs do not necessarily 

take a health-related action to avoid a negative mental health condition and they 

do not necessarily have the expectation that by taking a particular course of 

action a negative mental health condition will be alleviated.16,21,22,23,54,55,57    

Furthermore, the systematic review indicates that many AARRMs do not feel 

confident in successfully undertaking a particular course of action 

recommended by the mental health team.16,21,22,23,54,55,57    

Demand side factors in mental health care services are influenced by the 

preferences of patients.10,20,21,28,36,44,76 Rural adult males see mental health 

services and service providers as a detached group of individuals, separate 

from their own socio-cultural group, and they think carefully before developing a 

personal health relationship with such a group.10,20,21,28,36,44,76 As a result the 

take-up of mental health services may be affected by this form of thinking by 

adult rural males.10,20,21,28,36,44,76 

Different understanding and knowledge about the operation of the mind and 

body, mental health medicine and its recognition as a relevant rural health 

practice is a critical factor in the take-up of mental health care services by adult 

rural males.2,6,19,25,34,73 This group displays attitudes and belief systems which 

suggest that mental health care is really only required in cases of serious 

mental illness or incapacity.2,6,19,25,34,73 This is particularly true when such 

attitudes and beliefs lead to the reality of mental health problems in individuals 

being suppressed and overlooked in preference to traditional and non-

professional practices.2,6,19,25,34,73 

The systematic review shows that AARRMs display a consistency in the 

attitudes they hold and the behaviours they display. AARRMs reflect attitudes 

based on direct experience which are strongly held and influence 

behaviour.2,6,10,16,19,20,21,25,26,36,44,55,57,73 However, this does not always result in 
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rational behaviour. AARRMs have been shown in the systematic review to 

behave in quite illogical and maladaptive ways. 2,6,10,16,19,20,21,25,26,36,44,55,57,73 

As can be seen from the review discussion in this section, attitudes do not 

necessarily guide or coincide with behaviour. In terms of AARRMs however the 

strength with which particular attitudes of rurality are held can often impact on 

behaviour.2,6,10,16,19,20,21,25,26,36,44,55,57,73 The importance and personal relevance 

of attitudes, in particular social identification, affects behaviour, where AARRMs 

are reflecting attitudes of a social group of which they are a 

member.2,6,10,16,19,20,21,25,26,36,44,55,57,73 

Health outcomes 

Systemic issues are rarely understood by the recipients of mental health 

care.19,22,26,27,38,49,52,59,82 System issues about the conditions of use and 

availability of services simply lead to scepticism amongst the adult rural male 

population who will not trust or use the service.26 Rural and remote male, 

particularly Indigenous people, may be suspicious of links between mental 

health service provision and other services like the justice system, the police, or 

other government agencies.19,22,26,27,38,49,52,59,82 These males may in fact fear 

any involvement with services where links are not clear.19,22,26,27,38,49,52,59,82 

Financial resources are required to maintain ongoing mental and emotional 

health.13,20,28,29,46,47,50,65,68,82  Rural and remote males are affected differently by 

changes in economic circumstances because of their close links to an agrarian 

related commercial economy.7,19,20,26,28,29,46,47,50,65,68,82 Changes in import and 

export prices and conditions, the value of the Australian dollar and natural 

disasters severely influence rural incomes and therefore the ability of adult rural 

men to pay for access to mental health care.7,19,20,26,28,29,46,47,50,65,68,82 Many 

economic problems are unique to the rural areas and drought, flood, farm 

produce prices and other particular rural-based disasters create unique 

vulnerabilities experienced by adult rural male 

populations.7,19,20,26,28,29,46,47,50,65,68,82 
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The ability to find initial and ongoing access to mental health care is crucial to 

the take-up of care services.7,10,18,19,22,26,27,38,46,48,82 Lack of familiarity with 

Medicare provisions as a means of accessing treatment can create its own 

unique set of obstacles.7,10,18,19,22,26,27,38,46,48,82 Inability to afford gap payments 

between professional fees and Medicare rebates and inability to find ongoing 

private health insurance directly affect access to care and ongoing connection 

to care services.7,10,18,19,22,26,27,38,46,48,82 Vulnerability to mental health care 

service costs is a very different obstacle to the take-up of 

services.7,10,18,19,22,26,27,38,46,48,82 Among Indigenous people, levels of personal 

mental health care coverage and personal eligibility may not be clearly 

understood and may not be easy to access.7,10,18,19,22,26,27,38,46,48,82 

The availability of mental health care services is often found to be restricted in 

rural and remote regions of Australia.22,23,26,37,45,46,47,50,63,65,68,82 This forms a 

direct obstacle to the take-up of services by adult males living in these areas 

because direct access, particularly at busy times in the rural calendar, can be 

critical.22,23,26,37,45,46,47,50,63,65,68,82 Rural and remote adult males, and especially 

adult Indigenous males, are often strongly influenced by their respective 

communities, family and friends about the issues surrounding the 

appropriateness of accessing mental health care 

services.22,23,26,37,45,46,47,50,63,65,68,82 These patterns of social influences can result 

in adult rural men adjusting their attitudes and perceptions away from services 

which may be influenced by misinformation and poor mental health literacy and 

understanding.22,23,26,37,45,46,47,50,63,65,68,82 

Health services need to be understood in order to be accessed and mental 

health care services are no exception.18,19,22,36,38,44,59,74 Knowledge of these 

services and relevant information are not always available in male friendly 

domains.18,19,22,36,38,44,59,74  Lack of knowledge of a service will disable its utility.  

Adult rural males and their Indigenous counterparts have very different 

understandings of mental health concepts compared with urban 

males.18,19,22,36,38,44,59,74 
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Time is a vital concept in rural and remote communities in terms of the 

sequence of farming practices during the agrarian year.19,20,26,53,54,58,59 Rural and 

remote agricultural work commitments dominate rural communities and the 

adult males who drive agricultural practices in these 

communities.19,20,22,23,26,53,54,58,59,75  Local unwritten codes and practices about 

work, work ethics, providing for family and community, all contribute to men 

taking risks with their mental health because of the need to meet agrarian work 

expectations and this creates stress, more so in difficult economic and climatic 

times. Adult rural males will handle the health risks associated with these 

stresses in their own time honoured way, which does not include the take-up of 

available mental health care services.19,20,22,23,26,53,54,58,59,75  

When the home grown systems of dealing with mental health crises do not 

work, they are simply applied with more rigour.4,19,20,29,52,57,59,79 Seeking help is 

often a last option or not considered at all.4,19,20,29,52,57,59,79 Self-denial and 

rumination increase the risk of suicidiality.4,19,20,29,52,57,59,79 Not being able to 

stoically find a way out, and being unable to save face in the light of ongoing 

hardship and failure, adult rural males can take matters into their own 

hands.4,19,20,29,52,57,59,79 

Current study 

The four categories of the Andersen model were thought initially to represent 

demand and supply side factors in terms of the findings of the systematic 

review. The relationship between demand and supply side factors were thought 

to underlie the allocation of AARRMs’ preferences for allocation of their 

resources to treatment of mental health problems. Supply factors were thought 

to represent what the mental health care system can offer. Demand factors 

refer to services described by mental health care consumers. Environment and 

health outcomes were Andersen’s categories related to supply and population 

and health behaviours were categories thought to relate to demand. 

The Andersen model however did not readily lend itself to sublimation from its 

four categories into two sets of factors, Demand and Supply.41,70,71  When 
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reviewing the categories, Demand and Supply factors readily found their way 

equally across all of the four categories. While the four categories proved very 

useful in arranging obstacles, they could not be collapsed into the Demand side 

and Supply side obstacle framework that was hypothesised. 

This does not mean that Andersen’s model or the Demand side/Supply side 

analysis is invalid or unreliable. What it does mean is that we have two sets of 

findings for the data about obstacles. This outcome clearly needs evaluation in 

future research. 

The Andersen model however was found to have some limitations in terms of its 

use in this study.41,70,71 The adult rural male decision-making process is shown 

in its outcomes but not in the actual dynamics that lead to an actual take-up 

decision being made. Perceptions by adult rural males about mental health care 

services available to them are also not delineated in the Andersen model. The 

Demand side processing factors are therefore not well explained by the model 

because we do not get an understanding of why the adult rural male behaves 

as he does; however, the provider and system processes are much better 

expounded because the model allows researchers to observe these sectors 

more closely. On the whole, the model presented a set of findings in useful 

categories for the synthesis of mental health service use and avoidance by 

adult rural males, and this was in line with the aim of this systematic review 

thesis. 

The synthesis of results led to findings which could be incorporated 

satisfactorily under demand side and supply side obstacles to the take-up of 

mental health care provision by adult rural and remote males. In this way the 

adult male was the obvious subject of research investigation but not the only 

factor to be represented when thinking of take-up obstacles. Health care system 

factors and provider resources also constitute a component set of factors as 

obstacles. The capacity of mental health care systems to deliver effectively to 

adult rural males, and the capability of mental health professionals and facilities 

at their disposal are vital components of any consideration of obstacles.18 
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The mental health care system is clearly a consumerist system. It is not a 

source of direct comfort to adult rural males seeking mental health care, and so 

it falls to the provider of mental health care services to be the compassionate 

‘face’ of the supply side sector.18,19,21,22,23,36,44 This may not always be the case 

and so the attitudes of the providers of mental health care services are critical to 

take-up by adult rural male.18,19,21,22,23,36,44 Here, provider and system interact, 

and a consumerist approach, where fees for service must be paid, can build 

obstacles to the take-up of service provision. As has been indicated, some 

obstacles affect adult rural males directly as recipients of services or as users of 

services, and other obstacles affect providers and systems, but both supply and 

demand side obstacles relate to the socio-cultural attributes and decision-

making models of both sectors of the take-up equation.2,18,22,26,45,52,59 

Between the two sectors there are clinical realities of subjectivity and perception 

about the adult rural male, services required, and this population’s subjective 

perception of system and provider. The realities of the provider and system are 

about professional assessment and service provision, and those of the recipient 

or user are about expectation and intention. Values and beliefs, needs and 

wants differ completely, and so a clinical difference in realties emerges between 

supply side and demand side within the whole understanding of obstacles, their 

meaning, how they are experienced, and how significant they are on both sides. 

Supply and demand factors 

Supply side and Demand side factors were seen as being equal in the way they 

each presented as obstacles. There were few between group differences.  

There were however variations across Andersen’s categories. Environment and 

health outcomes were strong Supply side influences, while population and 

health behaviour were stronger Demand side influences. Overall each of the 

four categories contributed variably to the distribution of obstacles over the four 

categories themselves. In terms of qualitative and quantitative outcomes there 

was considerable variation in the numbers and percentages of obstacles in 

each category. 
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These findings represent a future productive source of research to determine 

the exact distribution of factors. There may be some arbitrary aspects to the 

nature of placing obstacles within certain categories on the Demand or Supply 

side, which could also warrant more precise determination.  Nonetheless, the 

categorisation is important and influential for practice and policy making. 

 

Qualitative and quantitative studies were equally represented in the 

categorisation of obstacles and between supply and demand side factors, 

suggesting that both forms of primary research are relevant to the pursuit of 

evidence-based knowledge and outcomes in the field of obstacles to the take-

up of mental health services by AARRMs. 

A crisis seems to exist in the health field involving adult rural males. Many of 

these men are vulnerable to a number of mental health care issues at all ages 

of the adult lifespan, and the way these men engage in mental health behaviour 

may compound the issue that they are less help-seeking, and this situation can 

be said to exist despite supportive social networks. The health behaviours of 

AARRMs have been shown to be shaped by hegemonic masculinity in the way 

that a value system shapes help-seeking behaviour. Adult rural and remote 

males may shy away from taking an interest in their mental health and they may 

fail to utilise mental health services and display positive mental health 

behaviours. 

These challenges need to be recognised and appreciated in order for more 

effective mental health outcomes for adult rural and remote males. The 

research evidence shows that the mental health system responds to direct, not 

potential, crises which may exist in the hearts and minds of adult rural and 

remote males. Research also shows that obstacles lie not just in the nature of 

adult males in rural Australia, but also in the providers and the systems and 

structure of health services.  

Mental health needs in rural and remote areas need to be recognised, but the 

community also needs to be cognizant of the provider and systems view of 
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mental health as well as the adult rural male functional view of mental health, 

each of which has their own prevailing orthodoxy. Even when problems emerge, 

adult rural and remote males feel that they can take care of business 

themselves without the need of mental health professionals. This systematic 

review thesis proposes that both demand side and supply side factors are 

crucial. 

Implications for practice 

If the obstacles to rural and remote adult male mental health are addressed 

then the mental health take-up behaviours of adult males may be better 

understood and improved. Obstacles to the take-up of mental health services by 

rural and remote males are part of the identity of what it is to be an adult male in 

rural and remote settings. The rural environment and its related mental health 

system and socio-political-cultural context impact upon the supply of services as 

well as male demands for those services in terms of mental health availability 

as indicated by adult male take-up behaviours. 

The results of this study indicate that obstacles to the take-up of mental health 

care by AARRMs are broad in nature. Obstacles are significant to rural men 

themselves and significant to perceptions of mental health care professionals 

and services. There are definite supply and demand side factors.  Supply side 

factors represent implications for professional practice in terms of: where policy 

and practice needs to clearly manifest as valued service delivery; where 

services need to be clearly available and not supplied with unreliable or limited 

resources or accessibility; and, where services are defined for, target, and 

service rural male populations. Demand side factors represent implications for 

practice because services need to recognise, and be recognised by, male 

gendered rural beliefs, values and practices. 

It is evident from this study that health professionals and health systems have a 

role to play.  This needs to translate into an understanding and appreciation of 

appropriate service provision. 
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Implications for research 

The current study also has found that significant research is carried out in 

relation to rural female issues and child and adolescent issues; however, adult 

rural males’ interests are not as well represented in the research literature.  

Little research has investigated the broad formal obstructions to help seeking in 

mental health among AARRMs. 

Suicidiality is a major entry point into research involving adult rural males. 

However, adult men’s issues in rural and remote communities goes beyond 

issues relating to self-harm.  Research studies use death by suicide as a 

particular line of injury into the nature and significance of meaning and 

experience of AARRMs contacts with mental health-care services. 

The research is quite inconclusive concerning the role of mental health in 

suicidal ideation and behaviour. It was a finding however that most people who 

suicide rarely seek help from mental health care service. Unique, general rural 

male characteristics in the take-up of mental health care services may provide 

opportunities for more evidence based inquiry in this field. Traditional mental 

health care models and their relationships to models of the understanding of the 

broad nature of obstacles, may better focus on community and contextual 

experiences of AARRMs. 

Indigenous peoples are another entry point into research involving adult rural 

males. Rural communities are heterogeneous in nature. The development of 

culturally relevant and accessible mental health care services are critical factors 

in the appropriate treatment of “at risk” rural and remote indigenous populations. 

The nature of contacts by all AARRMs, regardless of race or ethnicity is 

influenced by the broad obstacles to the take-up of available services. Research 

identifying the role of demand and supply side factors in the take-up of services 

can provides insights into treatment of mental health problems among all 

AARRM populations. 

Research which focuses on adult rural and remote males of all cultural 
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backgrounds in terms of mental health behaviours needs to be a more 

significant feature of primary research. Research to establish help-seeking by 

all rural males, regardless of race or ethnicity, can better focus on broad 

obstacles and on understanding these obstacles by addressing demand and 

supply side factors. 

The search process of the systematic review indicated that research in other 

countries tended to reflect a greater focus on adult rural male health behaviours 

compared to Australia. Awareness of the scope and direction of research in 

these countries is relevant to the whole question of take-up factors. 

There is an emphasis on mental health care promotion and prevention in the 

literature over the past decade which indicates an increase in research on 

promotion of health-seeking behaviour among males of all ages. Emphasis on 

the promotion of health-seeking among males and developing more trusting 

relationships with mental health care professionals and systems will assist in 

reducing the burden of mental illness among males. 

The results obtained from this research confirm previous research findings and 

extend previous research. This research has identified broad obstacles to the 

take-up of mental health care in rural Australia and indicates where expertise in 

managed care needs to focus.  

Assumptions, limitations, delimitations 

There are limitations to this study. The papers included in the systematic review 

did not differentiate categories of adult rural males by age, race or occupation. 

Therefore, Indigenous, non-Indigenous and other racial groups were not 

considered separately, and there is a need for future research to consider this 

separation. Also, adult rural males were not differentiated by age group, such as 

20 to 30 year old males, 30 to 40 year old males, and so on. There is a need to 

consider adult rural males by age. Another limitation was that adult rural males 

were not differentiated by the work they do, such as farming, working in 

commerce in a country town, and so on. Occupational differences may 
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contribute as a key factor when examining obstacles, and this may also be a 

good subject for future research. Research has found that the mental health 

behaviour of farmers differ from that of other rural dwellers.20,36,44   

The author of this study is an adult male who works part-time in a rural 

medicinal centre, while residing in a capital city. His not belonging to a rural and 

remote community may have affected the interpretation of findings. This 

systematic review thesis has not focused on the particular issues of suicidiality 

but this issue may well emerge in relation to obstacles and problems when 

examining events and consequences linked to these obstacles.7,32,35,58,74,85  

Suicidiality may result in failure to take up available mental health care 

provision.7,32,35,58,74,85 It can be an outcome related to particular sets of mental 

health behaviours.7,32,35,58,74,85   This paper had, as its focus, the presentation of 

evidence of the everyday obstacles behind the failure to take up an available 

service. Risk factors for suicide include being male. Men commit suicide more 

than four times as often as women.7,32,35,58,74,85 And most suicides now occur 

among older males.7,32,35,58,74,85 A drop in social status and mental health issues 

are also pertinent risk factors.7,32,35,58,74,85 Illness and mental illness stressors 

are often found to be risk factors for suicidality in older males.7,32,35,58,74,85     

This systematic review thesis illustrates the nature of obstacles relating to adult 

rural males, so that generalisations outside this population cannot be assumed 

to be applicable.  

The writer works in a part-time capacity in a rural mental health setting, but lives 

in a very highly urbanised environment, and this seems to also apply to most of 

the researchers themselves. Having an urban background leads to thinking 

about and conceptualising from an urban perspective.5,9,22,35,67 Rural-based 

writers and researchers may express different viewpoints. From an urban 

perspective it is possible to frame particular concepts of mental health provision 

and care, and the system of gate keeping and referral can be seen as an asset, 

whereas in a rural and remote setting it may be present as an obstacle. Such 
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differences between rural and urban cultures may influence the interpretation of 

findings.    

Conclusion 

This research has identified and categorised previous findings concerning 

obstacles and a way of conceptualising and processing these obstacles to 

support better outcomes in help-seeking behaviour in AARRMs. The identified 

obstacles are classified as population, environment, health behaviour and 

health outcomes, as well as factors that influence the availability and provision 

of mental health care services. The obstacles identified are further classified as 

demand and supply side factors to help conceptualize the nature and impact of 

help seeking behaviour by AARRMs.  
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Appendix 1: Appraisal instruments 

QARI appraisal instrument 
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MAStARI appraisal instrument 
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Appendix 2: Data extraction instruments 

QARI data extraction instrument 
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MAStARI data extraction instrument 
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Appendix 3: Detailed Search Strategy - PubMed 
 

PubMed 

Search appearance example: 

(old male [tiab] OR older male*[tiab] OR aging male [tiab] OR aged male*[tiab]) 

AND 

(rural [mh] OR remote [mh] OR rural and remote*[tiab] OR rurality [mh] OR country 

[mh] OR countryside*[tiab] OR support groups [mh] OR social groups [mh]) 

AND 

(emotional health [mh] OR mental health [tiab] OR health*[tiab] OR health-care [tiab] 

OR mental health problems [tiab] OR depression [mh] OR anxiety [mh] OR support 

programmes [mh] OR models of care [mh]) 

AND 

(barriers [tw] OR facilitators [tw] OR impediments [tw] OR hindrances [tw] OR 

expectations [tw] OR indicators [tw] OR obstacles [tw]) 

AND 

(take-up [tw] OR help seeking [tiab] OR access [mh] OR accessibility [tiab] OR help-

negation [tw] OR social-inclusion [mh] OR social isolation [mh] OR health-risk 

behaviours [tw] OR self-monitoring [mh]) 

 

 

 



Page | 91 
 

Appendix 4: Included studies 

QARI 

Study Methods Participants Intervention Outcomes Notes 

[0], Corby D, 2011 Semi structured interviews 

Adult males across the adult 

age spectrum with an average 

age of 69 and standard 

deviation for age of 9.31 

Men in rural Australia 

accessing psychosocial 

support services 

There are specific factors 

which impede participation in 

psychosocial support services 

Identifies factors which impede 

or facilitate service use among 

adult rural men 

[2], Gorman D, Buikstra E, 

Hegney D, Pearce S, Rogers-

Clark C, Weir J, McCullah B, 

2007 

Face to face interviews 
Men from Queensland 18 

years and over 

Experiences of adult rural 

males seeking out 

professional help for mental 

health issues 

Utilising mental health 

services was both a conscious 

decision and a process about 

the perception of the 

helpfulness of a mental health 

intervention which utilised the 

concept of resilience 

Focus on barriers to the 

access and take-up of 

professional support for 

mental health issues by rural 

men 

[0], Pierce D, Brewer C, 2012 Focus group and individual 

interviews 

Seventeen voluntary 

participants over the age of 18 

80% of which were male who 

all resided in rural and remote 

Australia 

Help-seeking responses by 

adult rural males in Australia 

Barriers and enablers in 

relation to help-seeking 

behaviours for mental health 

issues were identified 

Focuses upon the factors 

relating to the take-up of 

mental health services by 

adult rural males which can 

exist as barriers. 

MAStARI 

Study Methods Participants Intervention A Intervention B Notes 
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[0], Findlay R, Sheen M, 2004 Survey 
531 people, 63% male, 

interviewed in their home, 50% 

under 50 years of age 

Utilisation of mental health 

services by people in rural and 

remote Australian 

communities surveyed on 

mental health use 

 
Commonly identified barriers 

established 

[0], Gunn KM, Kettler LJ, 

Skaczkowski GLA, Turnbull D, 

2012 
Survey Farmers 

Questionnaires which included 

measures of distress and 

coping 
 

Specific rural factors affect the 

take-up of mental health 

services in farming 

communities in rural and 

remote Australia 

[0], Judd F, Jackson H, Komiti, 

A; Murray, G; Fraser, C; 

Grieve, A; Rapson, G, 2006 
Survey 

Adults selected from electoral 

role by random selection living 

on farms or in small towns in 

Victoria and New South 

Wales, Australia 

Measurement of attitudes  Attitudes act as barriers 

[0], Sveticic J, Milner A, Diego 

De Leo, 2012 Data search of suicides 

Indigenous and non-

Indigenous Australian suicide 

cases obtained from the 

Queensland Suicide Register 

since 1990 

Comparisons of prevalence of 

contacts with mental health 

services 
 Unique barriers outlined 
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Appendix 5: List of findings related to qualitative components with illustrations 

Finding1 Felt sufficiently supported already. 

Illustration I can cope on my own.Pg9 

Finding2 Quality of information available. 

Illustration I had to do something, so I researched it and found a most useful source, the internet, it was more useful 
than the Urologist, who was always pushed for time, he was a scarce resource.Pg6 

Finding3 Predisposing characteristics. 

Illustration Other men noted that access to information and services was easier if you knew someone in the health 
system. Luckily, my daughter works in the hospital and she was able to access a lot of information for me.  

Finding4 Enabling resources. 

Illustration Lots of our families travel long distances, and we can get travel reimbursements for them but it's not an 
adequate recompense for the travel that's involved in the care.Pg7 

Finding5 Judgment of perceived need. 

Illustration No, I don't have to use support services, and I am not going to use them until I have to.Pg9 

Finding6 Reliance on gatekeepers. 

Illustration There is a stigma attached but seeking help for medical problems was accepted, but not referral for 
psychological reasons, that sense of what is wrong with me, I have to speak to a social worker?Pg6 

Finding7 Burden of travel. 

Illustration Access in rural areas is a problem and there is a lack of access to support services in the area.Pg8 

Finding8 Inconvenience. 

Illustration Well I haven't sourced any emotional support services from people in my town of residence, it's always 
been on the telephone, oh you can handle going to major cities for services, it wasn't a major problem.Pg9 

Finding9 Stoicism. 

Illustration Look lots of guys, once they get to know you, are the same as women, they do like to talk, but they've got 
to feel safe, they've got to feel you're not judging them, that they're weak because they get emotional.Pg7 

Finding1 Positive thinking. 

Illustration Whenever I was in trouble I retreated to my photography.Pg4 

Finding2 Appreciation and hope. 

Illustration Being thankful for the things around you.Pg6 

Finding3 Self-awareness. 

Illustration I was in a deep depression and didn't realize it.Pg6 

Finding4 Taking control. 

Illustration It is so strange, but when you can take control of your own life, you're actually helping other people as 
well, rather than the other way around.Pg6 
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Finding5 Seeking meaning in life and religion. 

Illustration The church has helped me out, yeah the church, just people that are Christians have helped me.Pg7 

Finding6 Access to information. 

Illustration A turning point was when I read in a magazine the symptoms of men who've got really bad depression and 
I fitted the bill perfectly.Pg7 

Finding7 Seeking help. 

Illustration The most difficult part was to overcome the initial uneasiness with making contact.Pg7 

Finding8 Treatment. 

Illustration I started feeling better straight away because I talked to my wife a bit more.Pg8 

Finding9 Treatment, talking about it, and support of family. 

Illustration I felt I started getting better straight away because I talked to my wife a bit more...there was always the 
support of my wife.Pg8 

Finding10 Being needed and taking a break. 

Illustration I knew my parents needed me to keep going... I feel you can't live in the same environment all the time 
because the walls close in and you just need to get away and have a different outlook for a while.Pg9 

Finding11 Life changes and change of focus. 

Illustration I started to move into a different church group, I got different friends, I got more support... that helps you 
because you get out and then you're talking to others and you come home and you just feel different.Pg10 

Finding1 Supportive clinician attitudes and health service structures. 

Illustration It was as if they were working out of a textbook, and that practitioner just talked about her own problems, I 
might as well have been there talking to them. Pg4 

Finding2 Mental health literacy. 

Illustration The push to education and de-stigmatize, particular for the men on the land. Ppg2 

Finding3 Targeted mental health initiatives. 

Illustration By being available and staying in contact and using the strength of engagement and having the flexibility 
to do so I was able to gently engage with that man. Pg3 

Finding4 Readily available information on services and access to services. 

Illustration I didn't realise at the time that the hotlines were out there, but I think that I would have definitely given that 
a try had I known. Pg3 

Finding5 Continuity of care. 

Illustration A person in great distress finds it very difficult to continue to answer lots of questions.Pg4 

Finding6 Point of delivery health care costs. 

Illustration Clinics that do not charge the patient directly were seen to greatly support help-seeking responses. 

 


	TITLE: Obstacles to the take-up of mental health care provision by adult males in rural and remote areas of Australia: A Systematic Review Thesis
	TABLE OF CONTENTS
	LIST OF TABLES
	AUTHOR’S DECLARATION
	ABSTRACT
	ACKNOWLEDMENTS

	INTRODUCTION
	THE SYSTEMATIC REVIEW PROTOCOL
	RESULTS
	DISCUSSION
	REFERENCES
	Appendix 1: Appraisal instruments
	Appendix 2: Data extraction instruments
	Appendix 3: Detailed Search Strategy - PubMed
	Appendix 4: Included studies
	Appendix 5: List of findings related to qualitative components with illustrations

