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ABSTRACT
Objectives  People living in less urban areas in the UK 
may have reduced access to mental healthcare compared 
with people in urban areas. Although this was not reported 
in the 2000 Adult Psychiatric Morbidity Survey (APMS) 
data, subsequent changes to mental health provision and 
economic recession may have impacted care inequalities. 
We re-examined this, hypothesising that those living in 
less urban areas of England received less antidepressant 
medication and psychological interventions, compared 
with those living in urban areas, after adjusting for 
covariates including common mental disorders (CMDs) and 
socioeconomic status.
Design  National cross-sectional study.
Setting  Households in England.
Participants  We analysed data from 7455 participants 
aged 16 and above from the 2014 English APMS.
Exposures  Residence in an urban or less urban area.
Primary outcome  Current receipt of any antidepressant 
medication or any psychological intervention.
Results  Participants living in less urban areas were half 
as likely to be in receipt of any psychological intervention 
relative to those living in urban areas (adjusted OR (aOR) 
0.49; 95% CI 0.30 to 0.79; p=0.004). There was no 
association between urbanisation and antidepressant 
receipt (aOR 1.01; 95% CI 0.81 to 1.25; p=0.944).
Conclusion  People living in less urban areas have a lower 
likelihood of being in receipt of psychological treatment 
for CMDs, which may indicate barriers to care access. 
Our findings differ from the results of a study using a 
comparable sample conducted 14 years previously. While 
Improving Access to Psychological Therapies services 
have increased therapy access nationwide, this may have 
had more impact in urban areas, potentially widening 
urban/rural inequalities. Further research is needed to 
understand how to address such geographical inequalities 
in access to mental healthcare.

INTRODUCTION
Common mental disorders (CMDs) including 
depression and anxiety are increasing in the 
prevalence, posing major health, societal 

and economic concerns.1 Several UK-based 
studies have reported a higher prevalence of 
CMDs in less urban, compared with urban 
areas. The suicide rates of men, and rates of 
CMD among perinatal women living in less 
urban areas, are higher than their urban-
based counterparts.2–5 Rates of CMD among 
unemployed adolescents resident in less 
urban areas are higher than their urban 
counterparts.6 7 Discussing how the needs 
of frail and isolated people living in rural 
areas are often unmet, Milne et al comment 
that most policy is rurally blind.8 Several 
reports have highlighted possible reasons for 
these inequalities, including difficulties in 
accessing mental health services in less urban 
areas, such as longer travel times and limited 
transport availability.6 In less urban areas of 
Scotland, limited availability of mental health 
professionals may be a further barrier.9 Such 
reports have prompted the UK parliament to 
hold an inquiry on rural mental health.10

Across England, rates of mental health 
treatment receipt are increasing. The 2014 
Adult Psychiatric Morbidity Survey (APMS)11 
found that one in three adult respondents 

STRENGTHS AND LIMITATIONS OF THIS STUDY
	⇒ The use of data from a nationally representative 
probability sample increases study generalisability.

	⇒ Our analysis adjusted for symptom severity, socio-
economic status and other covariates.

	⇒ The small number of participants living in less urban 
areas who were also in receipt of psychological in-
terventions may have reduced statistical power.

	⇒ The use of cross-sectional data does not allow 
for a temporal relationship between exposure and 
outcome.

	⇒ There may have been residual confounding.
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(34.5%) aged 16–74 living in England with CMD symp-
toms reported psychotropic medication use, a marked 
increase from one in five respondents in 2007 (19.6%) 
and 2000 (19.3%). Correspondingly, Spence et al 
reported a 165% increase in antidepressant prescriptions 
in England between 1998 and 2012.12 Psychological treat-
ment use was found to have risen steadily from 8.6% in 
2000, 10.4% in 2007 and to 12.6% in 2014 among APMS 
respondents aged 16–74 with CMD symptoms. We do not 
know whether these increases have been evenly distrib-
uted across urban and less urban areas. While lower 
mental health service use has been reported in less urban 
compared with urban areas, it is unclear whether this 
reflects lower needs or lower availability of mental health 
services and fewer unmet care needs. Antidepressant 
drug prescription rates are reportedly lower in less urban 
than in urban areas.13–15 Falcaro et al speculated that less 
urban-based participants aged 55 and over with diagnosed 
depression had a lower likelihood of discontinuing anti-
depressants compared with their urban counterparts, due 
to limited access to psychological treatment services.16 A 
lack of other treatment options may have increased the 
duration of antidepressant use, despite a preference for 
psychological treatment over antidepressant prescription 
among this age group.17

Research evidence comparing psychological care receipt 
in less urban compared with urban areas is scant. Paykel 
et al used data from the 2000 APMS to explore whether 
there were urban–rural differences in the receipt of any 
psychotropic medication, or any psychological interven-
tions, after adjusting for CMD symptom severity.18 They 
did not find any such differences, in contrast to previous 
research on antidepressant prescriptions.13–15

Since 2000, there have been notable changes in 
mental health policy and provision in England. In 2008, 
Improving Access to Psychological Therapies (IAPT) 
services were launched, enabling self-referral and greater 
access to psychological interventions.19 However, research 
into whether there are inequalities in how this has bene-
fited less urbanised areas compared with more urbanised 
areas is lacking. Around the same time as IAPT services 
were introduced, the UK experienced a global economic 
recession, leading to increased demand for mental health-
care20 while austerity led to reduced funding for mental 
health services, affecting service availability.21 22 Given the 
history of centralisation23 and increased resource distribu-
tion towards urban mental health services,24 austerity cuts 
may have had a worse impact on mental health services in 
less urban areas.

We, therefore, sought to re-examine the receipt of anti-
depressant medication and psychological interventions in 
urban compared with less urban areas, nearly two decades 
after the initial analysis.18 We explore whether, in 2014, 
there were differences in receipt of mental healthcare for 
CMD between urban and less urbanised areas of England. 
We hypothesised that people living in less urban areas 
would have lower rates of receipt of antidepressants and 
psychological interventions than people living in urban 

areas, after accounting for CMD symptom-level, area-level 
deprivation and sociodemographic covariates.

METHODS
Study design
We followed the Strengthening the Reporting of Obser-
vational Studies in Epidemiology25 cross-sectional study 
statement. We conducted a secondary analysis of the 2014 
APMS data.11

Participants
The APMS is a nationally representative, cross-sectional 
household survey conducted every 7 years to measure 
the prevalence of mental health disorders in the general 
population in England. It quantifies a range of sociode-
mographic, physical health and lifestyle factors associated 
with mental health. The 2014 APMS recruited partici-
pants aged 16 and over, living in private households. To 
recruit a representative sample, the APMS used a strati-
fied random probability sampling method and weighting 
process, described in detail elsewhere.11 Briefly, house-
hold addresses were randomly selected using the Post-
code Address File, covering 97% of private households in 
England. Following this, interviewers randomly selected 
one resident for participation from each eligible private 
household using the Kish grid method, allowing for an 
equal probability of participant selection.26 Interviews 
were conducted by trained interviewers in participants’ 
own homes, with participants self-completing sensitive 
information directly onto a laptop. Survey data were 
weighted to account for selection probability and non-
response bias, increasing the likelihood that results are 
representative of the target population. The weighting 
process is detailed in the APMS report.11

Variables
Outcomes
Our main outcomes were current receipt of (1) any 
antidepressant medication and (2) any counselling or 
therapy.

The APMS measured the current receipt of any psycho-
tropic medications using a show card approach, where 
participants were prompted with the generic name of a 
drug, followed by the brand name. While medications 
were grouped based on primary indication, one type of 
medication could be in more than one category. online 
supplemental appendix A lists medications categorised 
as antidepressants. As our outcome focused on data 
regarding the current receipt of antidepressant medica-
tion, we used data from a derived binary variable in the 
APMS dataset, generated by the APMS team prior to the 
deposit of the data in National Health Service (NHS) 
Digital, which recorded responses as: in receipt/not in 
receipt of any antidepressant medication.

Current receipt of any counselling or therapy was ascer-
tained by asking participants: ‘Are you currently having 
any counselling or therapy listed on this card for a mental, 
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nervous or emotional problem?’. online supplemental 
appendix B gives a full list of psychological interventions. 
We recoded this as a binary variable denoting the current 
receipt or not.

Exposure
The APMS 2014 dataset recorded participant residences, 
classed as an address within a postcode. Residences were 
categorised as either (1) urban, (2) town and fringe or 
(3) village, hamlet and isolated dwellings. This variable 
is based on a small area measure of population density, 
drawing on UK Office of National Statistics census data 
on the number of persons per hectare.27 Using this classi-
fication, the 2014 APMS defined participant residences as 
‘urban’ if they had a population density of 10 000 or more 
persons per hectare. Both ‘town and fringe’, and ‘village, 
hamlet and isolated dwelling’ areas were classed as falling 
outside of settlements with a population density of 10 000 
or more persons per hectare.

As the number of participants in the (2) town and fringe 
and (3) village, hamlet and isolated dwellings categories 
of the original APMS variable was low, we combined them 
to increase statistical power. This created our binary expo-
sure variable, where participant residences were classed 
as either ‘urban’ or ‘less urban’.

Covariates
Covariates were selected based on a review of previous 
research evidence to ensure we included variables likely 
to have had an effect on our study outcomes.

Scores on the Clinical Interview Schedule Revised 
(CIS-R) were used to control for CMD symptom severity. 
The CIS-R is an interviewer-administered structured 
interview schedule which measures non-psychotic depres-
sion and anxiety symptoms in accordance with ICD-10 
criteria. It measures 14 CMD symptom types and provides 
a total score on a continuous scale reflecting overall CMD 
symptom severity. A score of 12 or more indicates likely 
the presence of clinically significant symptoms of depres-
sion and anxiety.11 A more detailed explanation of the 
CIS-R can be found elsewhere.28 Previous research has 
established the reliability and validity of the CIS-R.28 29 We 
included CIS-R score in analyses as a continuous variable.

To control for area-level deprivation, we used Index 
of Multiple Deprivation (IMD) 2010 scores.30 The 2010 
IMD is calculated using the English Indices of Depriva-
tion 2010, a continuous measure of relative deprivation 
at the small area level, which contains 38 indicators across 
seven domains of deprivation, including income, employ-
ment, education, skills and training, health and disability, 
access to housing and services, crime and disorders, and 
overall living environment. The IMD provides an overall 
measure of multiple deprivation for individuals living 
in an area and is calculated for each lower layer super 
output area (LSOA) in England. LSOAs are small areas 
relatively equal in size (approximately 1500 people), of 
which there are 32 482 in England. Further details on the 
2010 IMD can be found elsewhere.31 In our analysis, IMD 

scores were ranked and divided into quintiles ranging 
from least (1) to most (5) deprived.

We also included self-reported age (as a continuous 
variable), sex, ethnicity, highest educational qualification 
achieved, marital status and employment status in our 
analyses. Categories for each of these variables are shown 
in table 1.

Statistical methods
Statistical analyses were conducted by using Stata V.17.32 
We performed a complete-case analysis, meaning that 
participants who had missing data on any variables were 
excluded from the final model. We applied the weights 
provided in the archived APMS 2014 dataset to our anal-
ysis using the Stata svy command and report weighted 
percentages, but unweighted absolute numbers.

We used logistic regression models unadjusted and 
adjusted for covariate variables to test the hypothesis 
that being resident in a less urban area was associated 
with a lower likelihood of being in receipt of any antide-
pressant medication and any psychological intervention, 
compared with being resident in an urban area. Adjusted 
models controlled for (1) total CIS-R scores; (2) total 
CIS-R scores, age and sex; (3) total CIS-R scores, age and 
sex, IMD scores and other sociodemographic covariates.

Patient and public involvement
We did not involve patients or the public in the design, 
conduct, reporting or dissemination plans of our 
secondary analysis of the 2014 APMS data.

RESULTS
Descriptive analysis: sample characteristics
Of the 7546 people who participated in the APMS, 91 
(1.2%) were excluded from analyses due to missing data 
(see online supplemental appendix C for flow chart). 
Table  1 displays the characteristics of the analytical 
sample (n=7455) according to residency in an urban 
(n=5969) or less urban (n=1486) area. Among the analyt-
ical sample, 80.7% (n=5969) were classified as being from 
an urban area, 10.4% (n=775) were from a rural area and 
9.5% (n=711) were from a semirural area in the original 
dataset. In total, 2.9% (n=236) reported receipt of any 
psychological treatment or counselling and 9.6% (n=842) 
receipt of antidepressants. Among people scoring 12+ 
on the CIS-R, these percentages were 12.8% (n=155) and 
34.3% (n=417), respectively.

The proportion of individuals from a white British 
ethnicity was higher in less urban (n=1419, 95.3%) 
than urban (n=4916, 77.5%) areas. People resident in 
urban dwellings were more likely to live in areas classi-
fied as ‘most deprived’ by the IMD (23.6%), compared 
with people resident in less urban dwellings (28.6%). 
People living in less urban areas were also more likely 
to be married (58.1%) than people living in urban areas 
(47.0%). The proportion of males was slightly higher in 
less urban areas (52.2% vs 48.1%).
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Table 1  Analytical sample characteristics according to residency in an urban or less urban dwelling

Demographic/clinical variable Urban (N=5969) Less urban (N=1486) Total analytical sample (N=7455)

In receipt of any antidepressant medication, n (weighted %)

 � Yes 677 (9.6) 165 (9.7) 842 (9.6)

 � No 5292 (90.4) 1321 (90.3) 6613 (90.4)

In receipt of any psychological interventions, n (weighted %)

 � Yes 211 (3.3) 25 (1.3) 236 (2.9)

 � No 5758 (96.7) 1461 (98.7) 7219 (97.1)

Index of Multiple Deprivation scores, n (weighted %)

 � 0.53–8.49 (least deprived) 1117 (17.9) 419 (28.6) 1536 (19.8)

 � 8.49–13.79 1034 (17.3) 502 (33.7) 1536 (20.2)

 � 13.79–21.35 1139 (18.6) 403 (26.7) 1542 (20.0)

 � 21.35–34.17 1323 (22.7) 116 (8.0) 1439 (20.1)

 � 34.17–87.80 (most deprived) 1356 (23.6) 46 (3.1) 1402 (19.9)

 � CIS-R Score, mean (SD) 5.4 (7.5) 4.7 (7.2) 5.3 (7.4)

CIS-R Score of 12 or above/below 12, n (weighted %)

 � Score of 12 or above 1009 (16.2) 206 (13.1) 1215 (15.7)

 � Score below 12 4960 (83.8) 1280 (86.9) 6240 (84.3)

 � Age (years), mean (SD) 46.3 (18.7) 51.4 (20.2) 47.2 (19.1)

Sex, n (weighted %)

 � Male 2350 (48.1) 663 (52.2) 3013 (48.9)

 � Female 3619 (51.9) 823 (47.8) 4442 (51.1)

Marital status, n (weighted %)

 � Single 1825 (36.0) 299 (24.9) 2124 (34.0)

 � Married/civil partnership 2550 (47.3) 793 (58.2) 3343 (49.2)

 � Separated 206 (2.5) 36 (1.8) 242 (2.3)

 � Divorced 712 (8.0) 174 (7.9) 886 (8.0)

 � Widowed 676 (6.3) 184 (7.2) 860 (6.5)

Level of education, n (weighted %)

 � University degree 1414 (25.4) 382 (25.3) 1796 (25.4)

 � UK teaching, HND, nursing diplomas 468 (7.6) 142 (9.1) 610 (7.9)

 � A level (high school/secondary school diploma) 967 (18.7) 225 (17.6) 1192 (18.5)

 � GCSE or equivalent (high school/secondary school 
diploma)

1392 (24.4) 352 (26.5) 1744 (24.7)

 � International qualification (non-UK school qualification)/
other qualifications not listed

210 (3.1) 61 (3.3) 271 (3.1)

 � No qualifications 1518 (20.8) 324 (18.2) 1842 (20.3)

Employment status, n (weighted %)

 � In employment 3203 (59.9) 771 (59.2) 3974 (59.8)

 � Unemployed 178 (3.5) 40 (3.1) 218 (3.4)

 � Economically inactive (eg, retired) 2588 (36.6) 675 (37.7) 3263 (36.8)

Ethnicity, n (weighted %)

 � White British 4916 (77.5) 1419 (95.3) 6335 (80.7)

 � White other 375 (7.4) 43 (3.0) 418 (6.6)

 � Black African/Caribbean 194 (3.7) 3 (0.2) 197 (3.1)

 � Asian/Asian British 342 (8.3) 13 (0.9) 355 (7.0)

 � Mixed/multiple/other ethnicity 142 (3.1) 8 (0.6) 150 (2.6)

SD is the SD accompanying the mean (both weighted).
N, number in group (unweighted); weighted %, percentage of group weighted.
CIS-R, Clinical Interview Schedule-Revised; HND, Higher National Diploma.
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Analytical results
Table  2 displays results from logistic regression anal-
yses. Participants who lived in less urban areas were half 
as likely to be in receipt of any psychological interven-
tions compared with those living in urban areas, before 
and after controlling for levels of deprivation, symptom 
severity and sociodemographic characteristics (adjusted 
OR (aOR) 0.49, 95% CI 0.30 to 0.79, p=0.004 in fully 
adjusted model).

There was no evidence for an association between 
urban/less urban dwelling and receipt of antidepressant 
medication (aOR 1.01; 95% CI 0.81 to 1.25; p=0.944). 
Online supplemental appendix D provides a full break-
down of the individual isolated effects of each covariate 
on the association between urban or less urban dwelling 
(urban as reference category) and both outcomes.

DISCUSSION
Main findings
We found that individuals living in less urban areas 
(ie, town and fringe, village, hamlet and isolated dwell-
ings) were half as likely to be in receipt of counselling 
or therapy, compared with people living in urban areas, 
after controlling for symptom severity and other covari-
ates. There was no evidence of an association between 
urban/less urban dwelling and receipt of antidepressant 
medication.

Interpretation of findings
While the APMS 2014 report found that provision of 
psychological treatment has increased in England since 
2000,11 our findings suggest that use is greater in urban, 
relative to less urban areas. Comparison with the earlier 
APMS analysis by Paykel et al, which found no differences 
in receipt of psychological care between areas18 may indi-
cate that the increase in treatment provision in the period 
between surveys was most significant in urban areas.

These findings could indicate barriers to access to 
psychological treatments for mental health in less urban-
ised areas of England. GPs in less urban areas may have 
sufficient resources to prescribe antidepressants, but less 
capacity to refer to psychological interventions. In areas 

facing resource pressures, GPs may be prescribing antide-
pressants due to non-availability of appropriate psycho-
logical therapy services, rather than patient choice.33 34

In 2008, England saw the introduction of IAPT services 
nationwide, aiming to significantly increase the access to 
evidence-based psychological therapies for individuals 
with CMDs through large-scale training of therapists.35 
IAPT services have successfully increased access to psycho-
logical interventions,19 with nearly one million clients 
seen each year. As Clark36 points out, however, this only 
represents around 16% of community CMD prevalence, 
and access for more vulnerable groups, for example, older 
people, remains an issue. A recent report from the Nuff-
ield Trust mentions that less urban-based IAPT services 
saw the greatest COVID-19 pandemic-related referral 
decline in April 2020, 52% from the year before compared 
with 44% in all other IAPT services.37 This suggests that 
less urban-based IAPT services face increased difficulties 
in response to crises such as the COVID-19 pandemic 
compared with their urban counterparts.

Coinciding with the introduction of IAPT services, 
the UK faced the 2007/2008 global financial recession. 
Research suggests that the economic hardships, higher 
levels of unemployment, cuts to welfare and policies of 
austerity were associated with an increased prevalence 
of mental illnesses20 22 and requirements for care from 
mental health services.21 However, Docherty and Thorni-
croft found that funding for mental health services had 
decreased since the recession21; the British Medical Asso-
ciation also reported that 75% of mental health trusts 
in England cut their budgets between 2013 and 2015.38 
Evans-Lacko et al discussed the projected impact of such 
cuts to funding alongside dwindling resources, with over-
burdened mental health services and lower levels of care 
access.22

Less urban areas may be disproportionately affected 
by funding cuts to mental health services. Historically, 
mental health services have been centralised within urban 
areas of the UK,23 leading to an unequal distribution of 
resources which favoured urban-based services.24 Such 
funding issues could reduce the availability of psycholog-
ical interventions in less urban areas.23 39

Table 2  Odds of treatment receipt for common mental disorder in less urban relative to urban residences (urban as reference 
category)

N Unadjusted OR (95% CI) P value
Model 1
aOR (95% CI) P value

Model 2
aOR (95% CI) P value

Model 3
aOR (95% CI) P value

In receipt of any antidepressant medication

7455 1.01 (0.81 to 1.25) 0.944 1.15 (0.91 to 1.45) 0.233 1.08 (0.86 to 1.36) 0.514 1.06 (0.84 to 1.34) 0.619

In receipt of any counselling or therapy

7455 0.40 (0.26 to 0.62) <0.001 0.44 (0.28 to 0.69) <0.001 0.48 (0.31 to 0.74) 0.001 0.49 (0.30 to 0.79) 0.004

Model 1=adjusted for CIS-R scores; Model 2=adjusted for CIS-R scores, age and sex.
Model 3=Adjusted for CIS-R scores, IMD scores, age, sex, marital status, highest educational qualification achieved, employment status 
and ethnicity.
aOR, adjusted OR; CIS-R, Clinical Interview Schedule Revised; IMD, Index of Multiple Deprivation.
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Care provision costs may be higher in less urbanised 
areas. Mental health services based in areas with greater 
population dispersal24 are required to spend more money 
to provide care equitable to that of urban-based services.40 
Longer commutes to work in more dispersed areas can 
affect staff recruitment and retention,23 41 raising the costs 
of healthcare services in these areas.42 Clients living in less 
urban areas may thus have fewer options for therapy and 
therapists.23 Nicholson23 suggests that working in more 
remote areas leads to ‘professional isolation’, as access 
to training may compare unfavourably with urban areas. 
Due to the lack of specialised staff and training oppor-
tunities, professionals in less urban areas may take on 
‘generalist’ roles, delivering care across a wider range of 
mental health problems.23 24

The use of a health service is likely to decrease as the 
distance of potential users from it increases.6 43 For those 
who are socioeconomically disadvantaged (and less likely 
to have access to a car44), transport is a barrier to service 
access in less urban areas, especially where public trans-
port infrastructure is underdeveloped.

Some literature has suggested that reduced accept-
ability of mental health services may also play a role in 
lowered access to psychological treatments in less urban-
ised areas of the UK. Referring primarily to help-seeking,45 
viewing a service as acceptable depends on a person’s 
beliefs around mental health, their ability to recognise 
distressing symptoms and their knowledge of available 
support services.23 Less urban areas with higher levels of 
isolation have been argued to foster a ‘self-reliant’ and 
‘stoic’ approach towards health problems.23 40 Parr et al46 
speculated that less urban areas may hold cultural beliefs 
of ‘traditions, values and expectations’ alongside a fear of 
‘anything out-of-the-ordinary’, contributing to increased 
levels of stigma against mental health, which may nega-
tively impact help-seeking.23 24 Increased visibility of those 
with mental health problems, epitomised by the ‘glare of 
rural familiarity’,24 may lead to underutilisation of mental 
health services, as some patients living in less urban areas 
fear that undue exposure of their problems may lead to 
stigmatisation and social exclusion.

There are pronounced variations in the population 
profiles (age, sex, ethnicity, etc) of urban and less urban 
areas.47 Given that previous research has extensively 
documented marked ethnic inequalities in mental health 
treatment access, this may have also contributed to the 
difference in care access between urban and less urban 
areas of England.48

Our finding that there was no evidence of an associa-
tion between urban/less urban residence and antidepres-
sant receipt, after controlling for symptom severity, agrees 
with Paykel et al.18 Results from a more recent study13 also 
concur with our findings. Grigoroglou et al conducted 
their study using NHS digital data from England in 
2015/2016 and used an urban/rural classification based 
on data from the 2011 national census.13 Although they 
found differences in prescription levels between urban 
and rural areas, this was likely explained by the variations 

in symptoms, as they found a strong correlation between 
depression recorded in GP notes and antidepressant 
prescription rates. While Shevlin et al’s analysis of total anti-
depressant prescriptions from 2011 to 2015 in Northern 
Ireland did find that rural areas had fewer antidepressant 
prescriptions, their analysis only controlled for self-rated 
health and not depressive symptom severity.15

Strengths and limitations
The use of a nationally representative probability sample 
of the English population helps present a realistic snap-
shot of the state of mental health treatment uptake 
in England in 2014. We controlled for CMD symptom 
severity, area-level deprivation and sociodemographic 
covariates in our analyses.

We note some limitations. First, the small numbers of 
participants living in less urban areas in receipt of any 
counselling or therapy are likely to have reduced analyt-
ical power. The use of cross-sectional data is also a limita-
tion, as a temporal relationship between urban/less urban 
living and receipt of treatment cannot be established, nor 
causation inferred. The association between less urban 
living and reduced receipt of psychological care warrants 
confirmation using longitudinal designs such as cohort 
studies.49

We used self-report data to measure receipt of any 
antidepressant medication and any counselling or 
therapy. Given the subjective nature of this data, it 
may have been influenced by recall and social desir-
ability bias.23 24 Moreover, while the response rate for 
the 2014 APMS was 57%, which is similar to other 
surveys,11 response and selection bias may have been 
an issue. We weighted the data, to account for non-
response. The APMS only records responses from 
people living in private households. Since 2002, the 
age gap between less urban and urban areas has 
increased, such that those living in less urban areas 
were 5.7 years older than those living in urban areas 
in 2020.50 The exclusion of older people living in 
communal settings in less urbanised areas may have, 
therefore, influenced the association between less 
urban living and lower odds of psychological treat-
ment receipt. However, 98% of the UK population are 
living in private households.11

There may have been residual confounding. Our anal-
ysis did not consider spatial variables such as social cohe-
sion, which is particularly relevant given Grigoroglou et 
al’s finding that the prevalence of depression was higher 
in socially cohesive rural, minor urban and small city 
areas, and lower in socially fragmented urban areas.13 
Individual characteristics, such as open-mindedness, 
treatment-seeking and job searching behaviours, and 
other attitudinal differences, may have also confounded 
our results.24 46

Implications and conclusions
Our finding that less urban residence is associated with 
half the odds of receiving counselling or therapy may 
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indicate an inequity in the provision of and/or access 
to psychological interventions in less urbanised areas of 
England. Our findings echo recent research, organisa-
tional and governmental reports outlining the myriad 
problems of access to mental healthcare in less urbanised 
areas.

Since 2014, NHS England has published several 
plans to reform mental health policy. The NHS Five 
Year Forward View 2016 aimed for a ‘genuine parity 
of esteem between mental and physical health by 
2020’, calling for a drastic reduction in waiting times 
for psychological therapies, increased access to IAPT-
based talking therapies for at least 25% of people with 
a CMD, and the recruitment of 3000 new primary 
care-based mental health therapists.51 The UK govern-
ment committed to these recommendations in the 
NHS Long Term Plan 2019, planning for £2.3 billion 
a year to be invested to expand IAPT service access 
to cover 1.9 million adults with CMDs by 2023/2024.52 
The 2022 UK parliamentary inquiry into rural mental 
health10 aside, specific policies to improve access to 
services in less urban areas are lacking.53

Increased use of digital technologies and telemental 
health approaches for psychological therapies within 
IAPT services may alleviate resource strains without 
compromising therapeutic effectiveness.36 The growing 
demand for care during the COVID-19 pandemic saw a 
widespread adoption of remotely delivered telemental 
health interventions in UK-based mental health services.54 
Given that digitally delivered therapies have been found 
to be effective for CMDs,55–57 their use may help increase 
access to psychological care in less urbanised areas.58 
Digital-based mental health support tools have been 
shown to alleviate barriers to help-seeking in UK-based 
less urban samples.59 60

However, digital exclusion is a major issue within less 
urban areas. Not only is there a reduced availability of 
UK mobile phone networks in less urban areas, but as 
rurality and population sparsity increases, broadband 
infrastructure becomes slower, unreliable and in some 
cases absent.6 61 62 Nonetheless, digital approaches, as well 
as services offered by voluntary organisations including 
peer support, befriending, 24-hour telephone helplines, 
etc may also help to bridge the gap in access to mental 
healthcare.63 64

Further research into the mediators of the association 
between urban/less urban residence and mental health 
treatments is needed. Understanding how and why the 
use of psychological treatments is reduced in less urban-
ised areas of England, will inform future policies aimed at 
improving access, acceptability and availability of services, 
ultimately working towards achieving nationwide equity 
of mental healthcare.
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