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Abstract
Objective: Perinatal emotional well- being is more than the presence or absence 
of depressive and anxiety disorders; it encompasses a wide range of factors that 
contribute to emotional well- being. This study compares perinatal well- being be-
tween women living in metropolitan and rural regions.
Design: Prospective, longitudinal cohort.
Participants/setting: Eight hundred and six women from Victoria and Western 
Australia recruited before 20 weeks of pregnancy and followed up to 12 months 
postpartum.
Main outcome measures: Rurality was assessed using the Modified Monash 
Model (MM Model) with 578 in metropolitan cities MM1, 185 in regional and large 
rural towns MM2- MM3 and 43 in rural to remote MM4- MM7. The Structured 
Clinical Interview for DSM- IV (SCID- IV) was administered at recruitment to as-
sess depression, and symptoms of depression and anxiety were measured using 
the Edinburgh Post- natal Depression Scale and the State and Trait Anxiety Scale, 
respectively. Other measures included stressful events, diet, exercise, partner 
support, parenting and sleep.
Results: The prevalence of depressive disorders did not differ across rurality. 
There was also no difference in breastfeeding cessation, exercise, sleep or partner 
support. Women living in rural communities and who also had depression re-
ported significantly higher parenting stress than metropolitan women and lower 
access to parenting activities.
Conclusions: Our study suggests while many of the challenges of the perinatal 
period were shared between women in all areas, there were important differences 
in parenting stress and access to activities. Furthermore, these findings suggest 
that guidelines and interventions designed for perinatal mental health should 
consider rurality.
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1  |  INTRODUCTION

It is increasingly accepted that emotional well- being in the 
perinatal period should consider more than merely the 
presence or absence of depressive and anxiety disorders.1 
Rather, it encompasses a wide range of factors that con-
tribute to emotional well- being and are impacted by preg-
nancy and early parenting including lifestyle factors, such 
as diet, exercise and sleep, as well as stressful life events, 
partner and family support, breastfeeding and parenting 
stress.2– 5 Many of these factors are also amenable to inter-
ventions that may improve emotional well- being and may 
reduce either the likelihood or the severity of perinatal de-
pression. Equally, factors such as breastfeeding and sleep 
are frequently impacted by emerging perinatal depression, 
and these interactions are important to understand.6– 8 
While examining the impact of perinatal clinical depres-
sive and anxiety disorders is critical, many women have 
levels of symptomatology that do not meet DSM criteria 
for diagnosis of a psychological disorder. While there is 
research that is focused on exploring the interaction of 
these varied factors potentially associated with perinatal 
emotional well- being, such studies are primarily focused 
on women who reside in metropolitan areas.9 Including 
women who live in rural communities is important to fur-
ther our understanding of perinatal depression and the 
factors associated with emotional well- being.

In Australia, women in rural areas represent ap-
proximately 27% of births, and in many countries, rural 
populations may represent an even higher proportion 
of births.10,11 The current policy and strategic direction 
for service delivery across Australia, such as outlined in 
Women- centred care: Strategic Directions for Australian 
Maternity Services, articulates the principles of providing 
maternity care close to where a woman lives.12,13 However, 
in a rural setting, access to expert care in perinatal mental 
health can be limited and sometimes is non- existent.14 To 
inform policy and practice, there is a need for quality data 
to increase our understanding of how to improve perina-
tal mental health across our whole community, including 
women living rurally.

Research outside of the perinatal period has shown 
women living rurally during the child- bearing years are 
significantly less likely to access treatment for depression 
and anxiety.15 Research also suggests there are more bar-
riers in rural communities for women with mental rather 
than physical health concerns.16 The limited data avail-
able on prevalence are restricted to the postpartum period. 

This has found that post- natal depression is higher in 
women living in rural communities; although when socio- 
economic differences are adjusted for this, difference may 
become less pronounced.17– 19 Beyond prevalence, there 
is little consideration of the context or differences be-
tween rural communities. In the only systematic review 
of perinatal depression and rurality we can find, only one 
longitudinal study was identified, and this had been un-
dertaken in Pakistan.17

There are a number of potential differences experi-
enced by women living rurally compared with metro-
politan areas in the identification, access and treatment 

K E Y W O R D S
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What is already known on this subject:
• Rurality is associated with more limited access 

to mental health care particularly in specialist 
areas, such as perinatal mental health

• While there are limited cross- sectional stud-
ies examining perinatal mental health in rural 
communities, our understanding of any po-
tential differences for rurality in factors which 
contribute to perinatal mental health is very 
limited

• Longitudinal studies examining rurality and 
depression in women across pregnancy and 
the postpartum for depression are limited, yet 
given many who live in rural communities have 
increased risk factors and limited services for 
perinatal mental health, this research is needed

What this paper adds:
• Across many of the associated factors that con-

tribute to emotional well- being, there was no 
difference in rural and metropolitan women 
across pregnancy and the postpartum, includ-
ing in depression

• However, women from rural communities with 
depression were found to have higher parent-
ing stress and also reported lower access to 
parent– infant activities. This suggests there are 
differences in access and impacts of perinatal 
depression in rural areas that should be consid-
ered in perinatal mental health recommenda-
tions and care
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for mental health in pregnancy and the postpartum peri-
od.20– 22 These may include access to specialist treatment 
and geographical distances associated with isolation. 
Possible differences in health promoting lifestyle factors 
(e.g. diet, exercise, smoking, sleep and alcohol use), social 
support, stressful life events (including family domestic 
violence and financial hardship) and the impact of natural 
environment are all critical to perinatal mental health and 
emotional well- being. The implications of living in a rural 
environment will also differ according to the varied con-
texts and ecological heterogeneity of rural communities. 
For example, living in a remote mining area is likely to be 
a considerably different environment than living within a 
farming community, a coastal regional centre or a remote 
township.

Given the paucity of robust evidence found in the lit-
erature regarding perinatal mental health and emotional 
well- being in women living rurally, we decided to explore 
this field broadly to see where further specific studies may 
bring additional value. In this study, we examine trajec-
tories of women's mental health, emotional well- being, 
lifestyle and early parenting outcomes during the perina-
tal period. We aimed at assessing whether these trajecto-
ries differ by Australian geographic region, and whether 
region- specific trajectories impacted by rural adversity 
further differ by the presence or absence of depression.

2  |  METHODS

2.1 | Sample

This study uses data from 806 perinatal women from a 
prospective pregnancy cohort, the Mercy Pregnancy and 
Emotional Well- being Study (MPEWS): 578 of whom were 
recruited from two capital cities in Australia (Melbourne, 
Victoria and Perth, Western Australia) and 228 of whom 
were recruited from rural regions mostly in Western 
Australia. The majority of these 228 women were recruited 
from a targeted selection of three WA regions to ensure 
rural diversity in the sample. Specifically, these were the 
South West, Midwest and Goldfields regions of WA; each 
region is demographically diverse due to the differences 
in both current and historical primary industries in each 
of the regions. Women were recruited before the 20th 
week of pregnancy (i.e. early pregnancy) and followed up 
during third trimester, birth, and 6-  and 12- month post-
partum. Women were recruited into one of three groups: 
women taking antidepressant medication in pregnancy 
(AD exposed; n = 146), non- medicated women who met 
diagnostic criteria for a depressive disorder at recruit-
ment (depressed; n = 86) and control women (n = 574). 
Further details of the study are described in the published 

study protocol.23 Mercy Health Human Research Ethics 
Committee and the WA South Metropolitan Health 
Human Research Ethics Committee both approved this 
study, and all participants provided informed, written 
consent.

2.2 | Measures

2.2.1 | Mental health outcomes

At recruitment, the Structured Clinical Interview for 
DSM- IV (SCID- IV) Mood disorders schedule24 was ad-
ministered. In addition, self- report symptom measures of 
depression, anxiety and stressful life events were assessed 
at recruitment, third trimester, and 6-  and 12- month post-
partum. Depressive symptoms were measured using the 
Edinburgh Post- natal Depression Scale (EPDS).25 This has 
been validated for use with Australian women during the 
perinatal period.26 State anxiety symptoms were meas-
ured using the state subscale of the State– Trait Anxiety 
Inventory (STAI).27 This has also been validated for use 
in Australian women in pregnancy.28 Stressful life events 
were assessed using a perinatally adapted Stressful Life 
Events Scale, which includes 24 common stressful life 
events.29 The sum of the number of life events at each time 
point was used in this study.

2.2.2 | Maternal lifestyle outcomes

Sleep quality was measured using the Pittsburgh Sleep 
Quality Index at early pregnancy, third trimester, and 
6-  and 12- month postpartum. The PSQI consists of 19 
items and is a self- report measure of sleep, which can 
produce a global sleep quality score. Higher scores in-
dicate poorer sleep quality, and a score greater than 
five has been used to indicate poor sleep.30 The PSQI 
has been validated for use during pregnancy.31 Weekly 
exercise frequency was assessed at early pregnancy 
and third trimester, and at 6-  and 12- month postpar-
tum. Specifically, women are asked to self- report the 
number of days per week they exercised in response to 
‘Over the last month, how many days per week would 
you do at least 30 minutes of vigorous physical activ-
ity (including activities such as walking briskly, riding 
a bike, gardening, tennis, swimming, running, etc.?)’. 
Weekly serves of fruit and vegetables and the number of 
monthly take- away meals were assessed at third trimes-
ter, and 6-  and 12- month postpartum using items from 
the Australian Bureau of Statistics National Nutrition 
Survey.32 Social support from a partner was measured 
using the Social Support Effectiveness Scale, which is 
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a 10- item self- report scale assessing the usefulness and 
timeliness of both emotional and task and responsibil-
ity support provided by a partner specifically during the 
perinatal period.33 The items are summed, with higher 
scores indicating higher levels of perceived effectiveness 
of support.

2.2.3 | Post- partum parenting outcomes

Breastfeeding cessation data were collected at 6-  and 12- 
month postpartum. Breastfeeding was the provision of 
the mother's milk to the baby and could be via expressed 
milk or directly from the mother. At 6-  and 12- month 
postpartum, stress experienced due to the role of parent-
ing was assessed using the fourth edition Parenting Stress 
Index- Short Form (PSI- 4- SF),34 which is a 36- item index 
yielding a total score of overall parenting stress and three 
subscales (Difficult Child, Parent Distress and Parent– 
child Dysfunctional Interactions). Percentile scores can be 
derived from raw scores. Internal consistency of the total 
score on the PSI is strong.35 In this study, we utilise the 
percentile score for the total PSI.

2.2.4 | Region remoteness

We used the Modified Monash Model (MM Model)36 
to classify remoteness. This Model categorises rela-
tive access to health resources and services indicated 
by both the geographical region (Australian Statistical 
Geographic Standard- Remoteness Area),37 and road 
distance and population size of reference cities, towns 
and communities. The MM Model classifies regions of 
Australia as metropolitan areas (MM1, 71.33% of the 
Australian population), regional centres (MM2, 8.99%), 
large rural towns (MM3, 6.50%), medium rural towns 
(MM4, 3.97%), small rural towns (MM5, 7.27%), remote 
communities (MM6, 1.17%) and very remote communi-
ties (MM7, 0.77%).38 Due to smaller numbers in some 
regions and similarities with respect to access to mental 
health and perinatal mental health services, we combine 
MM2 and MM3 (MM2- MM3) where there is access to 
specialist mental health but not perinatal mental health, 
and, separately, MM4 through MM7 (MM4- MM7) where 
local mental health care is predominantly delivered in 
primary care. We compare these groups to MM1 where 
there is access close by to specialist perinatal mental 
health care, such as public mother baby units. Similar 
differences in access to specialist maternity and paedi-
atric/child health exist across these three groups within 
our sample areas.

2.2.5 | Covariates

Maternal age, ethnicity, parity, education and em-
ployment were collected at recruitment in early preg-
nancy. Responses for ethnicity were then coded into the 
broad ethnicity categories of the Australian Standard 
Classification of Cultural and Ethnic Groups.39 
Antidepressant type, usage, dosage and timing dur-
ing pregnancy was self- reported by women, as well as 
obtained from hospital records at delivery. Perinatal 
community support was assessed using items from the 
Communities That Care Youth Survey, modified for the 
perinatal context.40 These items assessed mothers' per-
ceptions of accessibility to six common community peri-
natal resources and services (1— Very difficult to access, 
5— Very easy to access).

2.3 | Statistical analyses

We first provide sociodemographic characteristics for the 
women by grouped MM region (i.e. MM1, MM2- MM3 
and MM4- MM7) and compare the groups using χ2 and 
ANOVA tests at each time point. Sociodemographic char-
acteristics that differed between regions were added to 
models as covariates. We also describe the community 
and social support characteristics of the regions.

To address the aim of this study, repeat measurement 
outcomes for maternal mental health, lifestyle and post- 
partum parenting were modelled using mixed- effects 
linear models for continuous outcomes and generalised 
estimating equations for binary (binomial, logit link) and 
count (negative binomial, log link) outcomes. Time was 
modelled continuously using follow- up counts (i.e. 1, 2, 
4 and 5) as an index for time, and quadratic effects were 
also modelled (i.e. Time2) for outcomes with more than 
two follow- up points of data. For each outcome, two mod-
els were tested as follows: an initial model that most ac-
curately described the pattern of change in the outcome 
during the perinatal period by MM region (i.e. change by 
region models), which included an interaction term be-
tween the highest order polynomial of Time with MM 
region, and a final adjusted model, which included fixed 
effects of rurality and depression, and adjustment for co-
variates. In all models, MM2- MM3 and M4- MM7 were 
each compared with MM1 as the reference group. Non- 
significant interactions terms were omitted prior to report-
ing and interpreting all initial and final models. In mixed 
linear models, random effects for intercept and slope were 
estimated and correlated using an unstructured error co-
variance assumption. All analyses were conducted using 
Stata 16.
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3  |  RESULTS

3.1 | Sociodemographic characteristics

Across the seven MM regions, 578 (71.7%) were living in 
metropolitan areas (MM1), 71 (8.8%) in regional centres 
(MM2), 114 (14.1%) in large rural towns (MM3), 9 (1.1%) 
in medium rural towns (MM4), 24 (3.0%) in small rural 
towns (MM5), 3 (0.4%) in remote communities (MM6) 
and 7 (0.9%) in very remote communities (MM7). Table 1 
displays the sociodemographic characteristics of the sam-
ple across the three MM region groups. The age of women 
in the sample ranged between 18 and 48, with an average 
of 32.06 (SD = 4.67), which did not vary between MM1, 
MM2- MM3 and MM4- MM7. The overall prevalence of 
a diagnosed depressive disorder was 17.9%, which also 
did not vary between the regions. The sample were pre-
dominantly from Oceanic and European backgrounds, 

with significantly more diversity observed in the MM1 
compared with MM2- MM3. More women in the MM1 
compared with MM2- MM3 were nulliparous, and more 
women from MM1 reported a university education 
when compared with both MM2- MM3 and MM4- MM7. 
Overall, rates of smoking and alcohol consumption were 
low and did not differ significantly across the regions. 
Although the proportion of depression was similar across 
the groups, the proportion of women taking antidepres-
sants in MM4- MM7 (7.0%) was less than half that reported 
by women in the MM1 (19.7%) and MM2- MM3 (15.7%) 
groups; however, this apparent difference in proportions 
did not reach statistical significance (p = 0.069).

In terms of perinatal community support, women in all 
groups reported relatively easy access to mothers' groups 
and maternal and child health centres. However, on aver-
age, women living in MM4- MM7 regions reported less ease 
of access to early learning activities, such as parent– infant 

T A B L E  1  Early pregnancy demographic characteristics of the MPEWS cohort by MMM Region (N = 806)

Characteristic at recruitment 
(% missing)

MM1 (n = 578)
MM2- MM3 
(n = 185) MM4- MM7 (n = 43)

χ2 p- valuen %* n %* n %*

Oceanic/European backgrounds (3.6%) 481 85.4a 165 94.8b 37 92.5a,b 0.001†

Nulliparous 423 73.2a 81 43.8b 27 62.8a,b <0.001

Married, de facto or otherwise committed 
relationship (7.9%)

517 96.8 169 100 39 100 0.028†

University education (4.1%) 375 66.8a 87 50.6b 16 40.0b <0.001†

Depressive disorder 98 17.0 38 20.5 8 18.6 0.537

Antidepressant use 114 19.7 29 15.7 3 7.0 0.069

Smoking (5.6%)

None 503 91.0 163 97.0 37 92.5 0.164†

<1 cigarette per day 7 1.3 1 0.6 0 0.0

1– 5 cigarettes per day 23 4.2 1 0.6 1 2.5

More than 5 cigarettes per day 20 3.6 3 1.8 2 5.0

Alcohol (4.7%)

None 403 72.6 146 83.9 34 87.2 0.092†

1 standard drink or less per month 103 18.6 16 9.2 4 10.3

2– 3 standard drinks per month 24 4.3 6 3.4 1 2.6

1 standard drink per week 9 1.6 1 0.6 0 0.0

2 or more standard drinks per week 16 2.9 5 2.9 0 0.0

Characteristic 
(% missing) M (SD) Min- Max M (SD) Min- Max M (SD) Min- Max F p- value

Maternal age at 
recruitment (0%)

32.21 (4.66) 19– 48 31.82 (4.52) 20– 46 31.04 (5.33) 19– 44 0.207

Note: Superscript letters that differ between cells denote significant pairwise differences at p < 0.05 in between- group column proportions.
Abbreviations: MM1, metropolitan areas; MM2- MM3, regional centres and large rural towns; MM4- MM7, medium and small rural towns, and remote and very 
remote communities.
*Valid percentages are presented; missing data handled case- wise.
†Significance of Fisher's exact test reported due to expected cell counts <5.
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dance, parent– infant swimming and baby- gym, compared 
with women in MM1 and MM2- MM3 regions. In terms of 
perceived adequacy of social support, there were no dif-
ferences in reported support from parents and parents- in- 
law. Overall, 56.5% of the sample reported having a parent 
or parent- in- law living close by. However, more women in 
MM4- MM7 reported having parents or parents- in- law liv-
ing within the same state, but not nearby, compared with 
more women in both MM1 and MM2- MM3 regions who 
reported having parents and parents- in- law living inter-
state or overseas.

3.2 | Comparison of perinatal outcomes 
between women across MM region groups

Figure 1 displays estimated means of the maternal mental 
health, lifestyle and post- partum parenting outcomes for 
the MM region groups, derived from the initial change by 
region regression models with the best- fitting modelling 
for time (i.e. linear or quadratic).

3.2.1 | Mental health outcomes

Figures 1a– c display region- average trajectories of depres-
sive symptoms, state anxiety symptoms and the number of 
stressful life events, respectively, and the model estimates 
are reported in Table  2. There were no significant quad-
ratic effects of Time detected in the mental health outcome 
models. Although average state anxiety symptoms were 
reducing by a small amount at each subsequent follow- up 
for women in all groups, depressive symptoms were stable 
across the perinatal period. In Figure 1a, average depres-
sive symptoms (EPDS) were significantly lower in women 
from MM2- MM3 than MM1. These patterns of mental 
health were not different after adding covariates in the 
final adjusted model. Compared with the steadily reducing 
number of stressful life events reported by women in MM1 
across the perinatal period, women in MM2- MM3 reported 
a significantly stronger reduction in stressful events at 
each subsequent follow- up. In the final adjusted model for 
stressful life events, depression was associated with more 
stressful life events for women in all groups; however, this 
effect was significantly stronger in women with depression 

living in MM2- MM3 than MM1. There were no three- way 
interactions between time point, region and depressive 
disorder, suggesting that MM region- average trajectories 
of mental health were not significantly different between 
women with and without a depressive disorder.

3.2.2 | Lifestyle outcomes

Figures 1d– h display region- average trajectories of life-
style outcomes, specifically global sleep quality, days per 
week of moderate exercise, weekly fruit and vegetable 
intake, monthly take- away meal intake and perceived 
adequacy of partner support, respectively, with model-
ling estimates reported in Table 3. Global sleep quality 
became poorer between early pregnancy and 12- month 
postpartum, inclusive, for women in all groups; however, 
the rate at which sleep quality became poorer slowed, 
and improved between 6-  and 12- month postpartum. 
These patterns of change in sleep quality did not dif-
fer by MM region; however, depression was associated 
with significantly poorer sleep quality. The number of 
days spent exercising was steady for women in all groups 
during the perinatal period. In the final adjusted model, 
for all groups, depression was associated with 15% av-
erage reduction in the weekly rate of exercising across 
the perinatal period. Weekly fruit and vegetable intake 
reduced significantly from the third trimester to the 6- 
month postpartum, but the reduction weakened signifi-
cantly to 12- month postpartum. This pattern remained 
in the final adjusted model; however, there was a signifi-
cant time * MM region interaction, such that fruit and 
vegetable intake between third trimester and 6- month 
postpartum did not reduce as strongly for women in 
both MM2- MM3 and MM4- MM7 when compared with 
women in MM1. The number of take- away meals per 
month increased by 95% from the baseline rate between 
third trimester and the postpartum for women in both 
the MM1 and MM2- MM3, but the initial increase slowed 
by 22% between 6-  and 12- month postpartum. Compared 
with MM1 and MM2- MM3 regions, monthly take- away 
meal intake did not increase between third trimester and 
6- month postpartum for women in the MM4- MM7 but 
did increase between 6-  and 12- month postpartum. This 
pattern of monthly take- away meals did not change in 

F I G U R E  1  Estimated Marginal Means derived from the Change by MM Region models for maternal mental health outcomes ((a), 
Depressive symptoms; (b), State anxiety symptoms; (c), Stressful life events) maternal lifestyle outcomes ((d), global sleep quality; (e), Number 
of days per week of moderate- intensity exercise; (f), Number of serves of fruit and vegetable per week; (g), Number of take- away meals 
per month; (h), Perceived partner support), and post- partum parenting outcomes ((i), Breastfeeding cessation; (j), Parenting stress)). X- axis 
scale legend: 1— Early Pregnancy; 2— Third Trimester; 4— 6- month Postpartum; 5— 12- month Postpartum. EPDS, Edinburgh Post- natal 
Depression Scale; PSI, Parenting Stress Scale; PSQI, Pittsburgh Sleep Quality Index; SLES, Stressful Life Events Scale; SSE, Social Support 
Effectiveness Scale; STAI- S, State Trait Anxiety Inventory- State Scale.
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the final adjusted model, with no significant differences 
in region- specific trajectories due to depression.

Perceived social support effectiveness received from a 
partner decreased significantly between third trimester in 
to the postpartum for women in all groups, but this re-
duction slowed significantly in the postpartum across the 
sample. Following addition of covariates, these patterns 
in social support effectiveness did not differ in the final 
adjusted model, and the average trajectory did not differ 
significantly by MM region and depression.

3.2.3 | Post- partum parenting outcomes

Figure  1i,j display region- average trajectories of breast-
feeding cessation and parenting stress, respectively, and 

the model estimates reported in Table  4. The odds of 
breastfeeding cessation increased significantly between 
6-  and 12- month postpartum for women in all groups, 
remaining significant in the final adjusted models. There 
were no differences in these significantly higher odds by 
MM region and depression. For parenting stress, the ini-
tial change model by region showed no significantly dif-
ferent trajectories between MM regions. In fact, parenting 
stress increased significantly, on average, for women in all 
groups. In the final adjusted model, the sample- average 
increase in parenting stress between 6 and 12 months 
remained, and depression was a significant predictor of 
higher parenting stress across the sample. In addition, av-
erage parenting stress across the postpartum was signifi-
cantly higher for women in the MM2- MM3 region than 
in the MM1 region. Overall, parenting stress trajectory 

T A B L E  2  Estimates for initial change by MMM region and final adjusted maternal mental health mixed regression and generalised 
estimating equation models (N = 806)

Initial change by region model Final adjusted model

b/IRR Robust SE 95% CI b/IRR Robust SE 95% CI

Depressive symptoms

Intercept 6.58 0.19 6.20, 6.95 7.64 1.01 5.66, 9.63

Time (follow- up) −0.02 0.06 −0.14, 0.11 −0.01 0.07 −0.14, 0.12

Depression – – – 3.28*** 0.37 2.56, 4.01

MM2- MM3 c.f. MM1 −1.19** 0.35 −1.86, −0.51 −1.25*** 0.34 −1.92, −0.59

MM4- MM7 c.f. MM1 −0.95 0.64 −2.21, 0.31 −0.75 0.61 −1.95, 0.44

State anxiety symptoms

Intercept 34.99 0.43 34.16, 35.83 37.00 2.22 32.65, 41.35

Time (follow- up) −0.59*** 0.14 −0.86, −0.31 −0.53*** 0.14 −0.81, −0.26

Depression – – – 7.07*** 0.81 5.48, 8.67

MM2- MM3 c.f. MM1 −0.85 0.74 −2.31, 0.61 −1.07 0.74 −2.53, 0.37

MM4- MM7 c.f. MM1 −1.95 1.38 −4.66, 0.76 −1.46 1.32 −4.05, 1.14

Stressful life events (IRR)

Intercept (baseline rate) 1.46 0.07 1.32, 1.61 1.84 0.5 1.09, 3.12

Time (follow- up) 0.96* 0.02 0.91, 0.99 0.95* 0.02 0.91, 0.99

Depression – – – 1.25* 0.13 1.02, 1.54

MM2- MM3 c.f. MM1 0.85 0.09 0.68, 1.05 0.78 0.1 0.61, 1.01

MM4- MM7 c.f. MM1 0.7 0.16 0.45, 1.10 0.86 0.21 0.53, 1.40

Depression * MM Region

MM2- MM3 c.f. MM1 – – – 1.50* 0.28 1.03, 2.16

MM4- MM7 c.f. MM1 – – – 0.69 0.28 0.30, 1.54

Time * MM Region

MM2- MM3 c.f. MM1 0.88* 0.05 0.79, 0.98 0.88* 0.05 0.78, 0.98

MM4- MM7 c.f. MM1 0.99 0.11 0.81, 1.22 0.99 0.10 0.81, 1.20

Note: All models include the following covariates: ethnicity, maternal age (centred at 32 years of age), parity, relationship status, university education and 
antidepressant use in pregnancy. Depressive symptoms, anxious symptoms and stressful life events models include data across early pregnancy (recruitment), 
third trimester, and 6-  and 12- month postpartum.
Abbreviations: b, regression coefficient; CI, confidence interval; IRR, incidence rate ratio; MM1, metropolitan areas; MM2- MM3, regional centres and large 
rural towns; MM4- MM7, medium and small rural towns, and remote and very remote communities; SE, standard error.
*p < 0.05, **p < 0.01, ***p < 0.001.
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T A B L E  3  Estimates for initial change by region and final adjusted maternal lifestyle mixed regression and generalised estimating 
equation models (N = 806)

Initial change by region model Final adjusted model

b/IRR Robust SE 95% CI b/IRR Robust SE 95% CI

Sleep quality

Intercept 6.14 0.14 5.86, 6.42 6.34 0.77 5.12, 8.15

Time (follow- up) 1.51*** 0.15 1.21, 1.82 1.54*** 0.16 1.24, 1.85

Time2 −0.42*** 0.05 −0.52, −0.32 −0.43*** 0.05 −0.53, −0.33

Depression – – – 1.79*** 0.28 1.24, 2.33

MM2- MM3 c.f. MM1 0.14 0.25 −0.34, 0.62 0.10 0.26 −0.40, 0.60

MM4- MM7 c.f. MM1 −0.24 0.46 −1.13, 0.66 −0.16 0.46 −1.06, 0.75

Days Exercising per Week (IRR)

Intercept (baseline rate) 2.6 0.07 2.46, 2.75 1.59 0.24 1.19, 2.14

Time (follow- up) 1.01 0.01 0.99, 1.03 1.01 0.01 0.99, 1.03

Depression – – – 0.85** 0.04 0.77, 0.94

MM2- MM3 c.f. MM1 1.07 0.05 0.98, 1.17 1.07 0.05 0.97, 1.17

MM4- MM7 c.f. MM1 1.04 0.10 0.86, 1.25 1.05 0.10 0.87, 1.26

Fruit and Vegetable Intake per Week (IRR)

Intercept (baseline rate) 30.57 0.53 29.54, 31.64 22.38 2.33 18.25, 27.46

Time (follow- up) 0.69*** 0.03 0.63, 0.74 0.69*** 0.03 0.63, 0.75

Time2 1.13*** 0.02 1.08, 1.18 1.13*** 0.02 1.08, 1.17

Depression – – – 0.97 0.04 0.91, 1.06

MM2- MM3 c.f. MM1 0.99 0.04 0.92, 1.05 0.98 0.04 0.91, 1.06

MM4- MM7 c.f. MM1 1.00 0.08 0.85, 1.17 1.02 0.09 0.87, 1.21

Time * MM Region

MM2- MM3 c.f. MM1 1.05 0.02 1.00, 1.10 1.05* 0.03 1.01, 1.11

MM4- MM7 c.f. MM1 1.09* 0.05 1.01, 1.19 1.11* 0.05 1.01, 1.21

Take- away food intake per month (IRR)

Intercept (baseline rate) 2.01 0.09 1.93, 2.28 2.68 0.48 1.88, 3.82

Time (follow- up) 1.95*** 0.15 1.68, 2.25 2.01*** 0.15 1.74, 2.33

Time2 0.78*** 0.03 0.72, 0.85 0.77*** 0.03 0.71, 0.84

Depression – – – 1.18* 0.10 1.01, 1.39

MM2- MM3 c.f. MM1 1.04 0.08 0.90, 1.20 1.03 0.09 0.88, 1.21

MM4- MM7 c.f. MM1 1.06 0.20 0.74, 1.52 0.93 0.17 0.65, 1.35

Time * MM Region

MM2- MM3 c.f. MM1 0.92 0.1 0.74, 1.15 0.89 0.10 0.71, 1.11

MM4- MM7 c.f. MM1 0.47*** 0.10 0.31, 0.71 0.47** 0.11 0.30, 0.74

Time2 * MM Region

MM2- MM3 c.f. MM1 1.09 0.07 0.96, 1.23 1.10 0.07 0.96, 1.25

MM4- MM7 c.f. MM1 1.48** 0.19 1.15, 1.90 1.52** 0.20 1.16, 1.97

Perceived partner support

Intercept 14.39 0.15 14.09, 14.69 14.24 0.84 12.59, 15.90

Time (follow- up) −1.53*** 0.30 −2.13, −0.94 −1.55*** 0.31 −2.16, −0.94

Time2 0.36* 0.15 0.07, 0.65 0.34* 0.15 0.04, 0.64

Depression – – – −1.15*** 0.30 −1.74, −0.56

(Continues)
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between 6-  and 12- month postpartum did not vary by de-
pression diagnosis.

4  |  DISCUSSION

This study compared women from metropolitan areas (i.e. 
MM1) with women from two distinct rural regions (i.e. 
MM2- MM3: Regional Centres and large rural towns and 
MM4- MM7: Medium and small rural towns, and remote 
and very remote communities) within a pregnancy cohort 
study using the same protocol including measures of men-
tal health, lifestyle and parenting. Comparing these three 
groups showed that at recruitment, there was no difference 
in the prevalence of those with current depressive disor-
ders measured using a diagnostic clinical interview. While 
depressive disorders did not differ between these groups of 
women, those who resided in rural areas had trajectories 
of lower symptoms of both depression and anxiety over 
the perinatal period and reported fewer stressful events 
than women residing in metropolitan regions. However, 
women in rural communities with depression reported 
significantly higher parenting stress than metropolitan 
women with depression or non- depressed women across 
all jurisdictions. Furthermore, it was those in MM2- MM3 
regional centres who were more significantly impacted 
than those from more isolated communities.

There was no difference across the perinatal period 
in timing of breastfeeding cessation or partner and fam-
ily support in rural compared with metropolitan women 
whether depressed or not. There was no difference for 
maternal reported sleep or exercise across pregnancy 
and the postpartum for rural and metropolitan women. 
Women living in rural communities did have higher fruit 
and vegetable intake in the perinatal period. Women in 
MM4- MM7 reported less access to parenting activities and 
supports. Parenting activities and supports, such as joint 
music activities, supported group play activities, and other 
supports have been associated with improving bonding 

and mental health in new parents and this gap in access 
for rural families is concerning.41

There are very few longitudinal pregnancy cohort stud-
ies conducted in women in rural communities and even 
fewer with a metropolitan comparison sample and with a 
focus on depression. Only one longitudinal study was iden-
tified in a systematic review of perinatal depression and 
rurality, and since that review, while additional rural lon-
gitudinal cohort studies have been identified, none have 
a metropolitan comparison group or robust measurement 
of depression.17,42,43 These studies have also been under-
taken in the context of low-  and middle- income countries 
making comparison with rural communities within a 
high- income country, such as Australia, problematic.

As previously identified, there is a paucity of previous 
research to add understanding to our findings. One study 
explored the experience of women in rural communities 
and perinatal mental health and identified frequent expe-
riences of delays in recognition and access to treatment 
for perinatal mental health disorders, lack of access to 
psychological support and lack of continuity of care from 
services across the perinatal period.44 This 2015 study also 
identified themes for women living in rural communities 
of isolation, stoicism and identifying the importance of 
chores competing with self- care. Similar to our findings, 
this study also highlighted the importance of informal 
care networks.44 Another study also supported the impor-
tance of extended family as critical in rural areas for the 
care of women with mental health issues in the perinatal 
period.44,45

There have been a number of innovative programs 
trialled to address the frequent gap in access to specialist 
perinatal mental health interventions in rural areas, and 
these include services embedded within the community,46 
within the local delivery of maternity care47 and online.48 
What is frequently cited as important is services that are 
acceptable to women and their families, link with local 
resources and importantly enhanced informal networks 
of support to reduce isolation.44,47 In addition to the areas 

Initial change by region model Final adjusted model

b/IRR Robust SE 95% CI b/IRR Robust SE 95% CI

MM2- MM3 c.f. MM1 −0.002 0.26 −0.51, 0.51 0.07 0.28 −0.47, 0.62

MM4- MM7 c.f. MM1 0.30 0.49 −0.66, 1.26 0.36 0.5 −0.62, 1.34

Note: All models include the following covariates: ethnicity, maternal age (centred at 32 years of age), parity, relationship status, university education and 
antidepressant use in pregnancy. Sleep quality and days exercising per week models include data across early pregnancy (recruitment), third trimester, and 
6-  and 12- month postpartum; fruit and vegetable intake, take- away meals and perceived partner support models include data from third trimester and 6-  and 
12- month postpartum.
Abbreviations: b, regression coefficient; IRR, incidence rate ratio; MM1, metropolitan areas; MM2- MM3, regional centres and large rural towns; MM4- MM7, 
medium and small rural towns, and remote and very remote communities; SE, standard error; CI, confidence interval.
*p < 0.05, **p < 0.01, ***p < 0.001.

T A B L E  3  (Continued)
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addressed by these programs, our findings suggest that 
women living rurally may have increased parenting stress. 
These findings suggest that future support and interven-
tions need to be tailored to not only reducing mental health 
symptoms but also increasing support for parenting.

In general, the relationship between maternal depres-
sion and parenting stress has been identified across a 
number of studies, but these have drawn predominantly 
on metropolitan samples.49 Our findings suggest this is of 
even greater importance for women living in rural com-
munities, and it is notable that those in more isolated 
areas found it more difficult to access a range of parent– 
infant activities although they reported feeling supported 
by partners and family. Likewise, our findings of a stron-
ger relationship between stressful life events and depres-
sion in women living rurally are important to note. This 
may suggest the future development of targeted perinatal 
mental health support for these women that includes a 
focus on parenting and identifies those impacted by stress-
ful events and isolation from supports for parenting. As 
our study sample was relatively homogeneous, future re-
search exploring these issues should include more cultur-
ally and linguistically diverse women, women from first 
nations and single parents in rural contexts.

There are a number of limitations with this study. We 
did not include measurement of access to mental health 
services and interventions and had no measure of the 
women's perceived isolation. In addition, due to the low 
numbers in our cohort, only limited analysis was able to 

be undertaken comparing these women across different 
rural and remote contexts. Although the common mea-
sures used, such as stressful life events scale, State and 
Trait Anxiety Inventory and the Edinburgh Post- natal 
Depression Scale, have been validated in Australian preg-
nant women, this validation has not necessarily included 
a sample with women from rural communities. The di-
versity in the sample from an education, marital status 
and ethnicity perspective was small, and as such, we are 
unable to comment on how our findings may relate to 
specific groups of women in rural communities, such as 
single parents or different ethnic groups. Finally, exercise 
measured was self- reported recreational exercise, and 
this tool may miss incidental exercise for women living in 
rural communities, such working on farms.

5  |  CONCLUSION

Our study found that many of the previous findings 
around perinatal mental well- being in metropolitan sam-
ples are similar for rural samples. This included an asso-
ciation between depression and poorer sleep, a decline in 
exercise and stressful life events. For all women across the 
perinatal period, we demonstrated declining fruit and veg-
etable intake, perceived partner support, and similar rates 
and timing of breastfeeding cessation. However, parent-
ing stress was higher in those outside metropolitan cities, 
and access to parenting activities and supports was lowest 

T A B L E  4  Estimates for initial change by region and final adjusted post- partum parenting mixed regression and generalised estimating 
equation models (N = 806)

Initial change by region model Final adjusted model

b/OR Robust SE 95% CI b/OR Robust SE 95% CI

Breastfeeding cessation (OR)

Intercept (baseline odds) 0.36 0.04 0.29, 0.44 0.46 0.3 0.13, 1.63

Time (follow- up) 7.65*** 1.00 5.92, 9.87 8.33*** 1.16 6.33, 10.95

Depression – – – 1.04 0.22 0.68, 1.58

MM2- MM3 c.f. MM1 0.99 0.18 0.69, 1.41 0.87 0.17 0.59, 1.28

MM4- MM7 c.f. MM1 1.40 0.45 0.74, 2.65 0.95 0.33 0.48, 1.86

Perceived parenting stress

Intercept 34.35 1.08 32.22, 36.48 39.28 6.82 25.91, 52.65

Time (follow- up) 1.99* 0.86 0.31, 3.68 2.44** 1.23 −0.62, 4.21

Depression – – – 8.17*** 2.31 3.65, 12.70

MM2- MM3 c.f. MM1 2.79 2.00 −1.13, 6.71 4.04* 2.04 0.08, 8.07

MM4- MM7 c.f. MM1 2.01 3.71 −5.26, 9.27 1.7 3.56 −5.28, 8.68

Note: All models include the following covariates: ethnicity, maternal age, parity, relationship status, university education and antidepressant use in pregnancy. 
Time- varying EPDS was also added to the final adjusted parenting stress model. Models include data from 6-  and 12- month postpartum only.
Abbreviations: b, regression coefficient; MM1, metropolitan areas; MM2- MM3, regional centres and large rural towns; MM4- MM7, medium and small rural 
towns, and remote and very remote communities; OR, odds ratio; SE, standard error; CI, confidence interval.
*p < 0.05, **p < 0.01, ***p < 0.001.
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in those furthest from cities. The findings in our explora-
tory study suggest further research into perinatal mental 
health and emotional well- being must include considera-
tion of the impact of rurality. In addition, policy- makers, 
researchers and service delivery should continue to con-
sider key differences for rural families including within 
future policies.

Supporting perinatal emotional well- being and mental 
health is critical for women living rurally, their families 
and their children. Investment in further research is re-
quired to address the current knowledge gaps including 
understanding how factors associated with women's peri-
natal mental health and well- being when living in rural 
communities may be interrelated and what interventions 
may be helpful. Ensuring models of care are appropriate 
and tailored for different communities is essential for eq-
uitable outcomes. While access to specialist care is critical, 
this needs to be delivered in a way that is cognisant and 
tailored to the needs of different communities rather a one 
size fits all approach.

AUTHOR CONTRIBUTIONS
MG was involved in conceptualization, resources, super-
vision, project administration, methodology, funding ac-
quisition and writing— original draft. SW was involved 
in formal analysis, project administration and writing— 
original draft. MC was involved in conceptualization and 
writing— review and editing. PW was involved in concep-
tualization and writing— review and editing. LV was in-
volved in resources and writing— review and editing. PV 
was involved in resources and writing— review and edit-
ing. AL was involved in resources, funding acquisition, 
supervision and writing— review and editing.

ACKNOWLEDGEMENTS
The authors would like to thank those who have sup-
ported the development of MPEWS, including Michael 
Permezel and Marinus van IJzendoorn. Thank you also 
to Susan Walker for her advice and support for this 
study. The authors also thank staff, students and vol-
unteers on the MPEWS study and study coordinators 
for their contribution to MPEWS. We are also sincerely 
grateful to the study participants who have contributed 
a substantial amount of time to participating in this 
study. We would like to also acknowledge the support 
of the Spinnaker Foundation, Telethon Perth Children's 
Foundation and WA Country Health Service in support-
ing this study.

FUNDING INFORMATION
This study is supported through the 2012 National Priority 
Founding Round of Beyondblue in a three- year research 
grant (ID 519240) and a 2015 National Health and Medical 

Research Council (NHMRC) project grant for 5 years 
(APP1106823).

CONFLICT OF INTEREST
The authors declare that they have no conflict of interest.

ETHICAL APPROVAL
This project has ethics approval with Mercy Health Human 
Research Ethics Committee Reference R08/22 and with 
WA South Metropolitan Health Human Research Ethics 
Committee Reference 2016- 192.

ORCID
Megan Galbally   https://orcid.org/0000-0003-3909-1918 

REFERENCES
 1. Wadephul F, Glover L, Jomeen J. Conceptualising women's 

perinatal well- being: a systematic review of theoretical discus-
sions. Midwifery. 2020;81:102598.

 2. Galbally M, Watson SJ, Boyce P, Lewis AJ. The role of trauma 
and partner support in perinatal depression and parent-
ing stress: an Australian pregnancy cohort study. Int J Soc 
Psychiatry. 2019;65:225– 34.

 3. Razurel C, Kaiser B, Antonietti JP, Epiney M, Sellenet C. 
Relationship between perceived perinatal stress and depres-
sive symptoms, anxiety, and parental self- efficacy in primipa-
rous mothers and the role of social support. Women Health. 
2017;57:154– 72.

 4. Sánchez- Polán M, Franco E, Silva- José C, Gil- Ares J, Pérez- 
Tejero J, Barakat R, et al. Exercise during pregnancy and pre-
natal depression: a systematic review and meta- analysis. Front 
Physiol. 2021;12:889.

 5. Baskin R, Hill B, Jacka FN, O'Neil A, Skouteris H. The 
association between diet quality and mental health 
during the perinatal period. A systematic review. Appetite. 
2015;91:41– 7.

 6. Galbally M, Watson SJ, Ball H, Lewis AJ. Breastfeeding, anti-
depressants, and depression in the mercy pregnancy and emo-
tional well- being study. J Hum Lact. 2019;35:127– 36.

 7. Redhead K, Walsh J, Galbally M, Newnham JP, Watson SJ, 
Eastwood P. Obstructive sleep apnea is associated with depres-
sive symptoms in pregnancy. Sleep. 2020;43:zsz270.

 8. Okun ML, Hanusa BH, Hall M, Wisner KL. Sleep complaints in 
late pregnancy and the recurrence of post- partum depression. 
Behav Sleep Med. 2009;7:106– 17.

 9. Schmied V, Johnson M, Naidoo N, Austin M- P, Matthey S, 
Kemp L, et al. Maternal mental health in Australia and New 
Zealand: a review of longitudinal studies. Women Birth. 
2013;26:167– 78.

 10. Australian Bureau of Statisitics. Catalogue No. 3301.0 Births 
Australia 2016. In: 'Table 4: Births: Summary-  Remoteness 
Areas 2006– 2016′, (ed.) data cube: Microsoft Excel. ACT: 
Australian Bureau of Statisitics; 2017.

 11. Bennett HA, Einarson A, Taddio A, Koren G, Einarson TR. 
Prevalence of depression during pregnancy: systematic review. 
Obstet Gynecol. 2004;103:698– 709.

 12. Rolfe MI, Donoghue DA, Longman JM, Pilcher J, Kildea S, 
Kruske S, et al. The distribution of maternity services across 

 14401584, 0, D
ow

nloaded from
 https://onlinelibrary.w

iley.com
/doi/10.1111/ajr.12934 by R

eadcube (L
abtiva Inc.), W

iley O
nline L

ibrary on [24/10/2022]. See the T
erm

s and C
onditions (https://onlinelibrary.w

iley.com
/term

s-and-conditions) on W
iley O

nline L
ibrary for rules of use; O

A
 articles are governed by the applicable C

reative C
om

m
ons L

icense

https://orcid.org/0000-0003-3909-1918
https://orcid.org/0000-0003-3909-1918


   | 13GALBALLY et al.

rural and remote Australia: does it reflect population need? 
BMC Health Serv Res. 2017;17:1– 13.

 13. Longman J, Kornelsen J, Pilcher J, Kildea S, Kruske S, 
Grzybowski S, et al. Maternity services for rural and remote 
Australia: barriers to operationalising national policy. Health 
Policy. 2017;121:1161– 8.

 14. Wakerman J, Humphreys JS. “Better health in the bush”: why 
we urgently need a national rural and remote health strategy. 
Med J Aust. 2019;210:202– 3.

 15. Dolja- Gore X, Loxton DJ, D'Este CA, Byles JE. Mental 
health service use: is there a difference between rural and 
non- rural women in service uptake? Aust J Rural Health. 
2014;22:92– 100.

 16. Fennell KM, Hull M, Jones M, Dollman J. A comparison of 
barriers to accessing services for mental and physical health 
conditions in a sample of rural Australian adults. Rural Remote 
Health. 2018;18:4155.

 17. Villegas L, McKay K, Dennis CL, Ross LE. Post- partum 
depression among rural women from developed and de-
veloping countries: a systematic review. J Rural Health. 
2011;27:278– 88.

 18. Nidey N, Tabb KM, Carter KD, Bao W, Strathearn L, Rohlman 
DS, et al. Rurality and risk of perinatal depression among 
women in the United States. J Rural Health. 2020;36:9– 16.

 19. Ginja S, Jackson K, Newham JJ, Henderson EJ, Smart D, Lingam 
R. Rural- urban differences in the mental health of perinatal 
women: a UK- based cross- sectional study. BMC Pregnancy 
Childbirth. 2020;20:1– 11.

 20. Hull MJ, Fennell KM, Vallury K, Jones M, Dollman J. A com-
parison of barriers to mental health support- seeking among 
farming and non- farming adults in rural South Australia. Aust 
J Rural Health. 2017;25:347– 53.

 21. Edwards B, Gray M, Hunter B. The impact of drought on 
mental health in rural and regional Australia. Soc Indic Res. 
2015;121:177– 94.

 22. Wrigley S, Jackson H, Judd F, Komiti A. Role of stigma and 
attitudes toward help- seeking from a general practitioner for 
mental health problems in a rural town. Aust N Z J Psychiatry. 
2005;39:514– 21.

 23. Galbally M, van IJzendoorn M, Permezel M, Saffery R, Lappas 
M, Ryan J, et al. Mercy Pregnancy and Emotional Well- being 
Study (MPEWS): understanding maternal mental health, fetal 
programming and child development. Study design and cohort 
profile. Int J Methods Psychiatr Res. 2017;26:e1558.

 24. First M, Spitzer R, Gibbon M, Williams J. Stuructured Clinical 
Interview for DSM- IV Axis I Disorders (SCID- I), clinical ver-
sion. Washington, DC; London: American Psychiatric Press, 
Inc.; 1997.

 25. Cox JL, Holden JM, Sagovsky R. Detection of postnatal de-
pression. Development of the 10- item Edinburgh Postnatal 
Depression Scale. Br J Psychiatry. 1987;150:782– 6.

 26. Boyce P, Stubbs J, Todd A. The Edinburgh Postnatal Depression 
Scale: validation for an Australian sample. Australas Psychiatry. 
1993;27:472– 6.

 27. Spielberger CD, Goruch RL, Lushene PR, Vagg PR, Jacobs GA. 
Manual for the state- trait anxiety inventory (form Y). Palo Also, 
CA: Consulting Psychologists Press; 1983.

 28. Grant K- A, McMahon C, Austin M- P. Maternal anxiety during 
the transition to parenthood: a prospective study. J Affect 
Disord. 2008;108:101– 11.

 29. Brown SJ, Yelland JS, Sutherland GA, Baghurst PA, Robinson 
JS. Stressful life events, social health issues and low birth-
weight in an Australian population- based birth cohort: chal-
lenges and opportunities in antenatal care. BMC Public Health. 
2011;11:1– 12.

 30. Buysse DJ, Reynolds CF III, Monk TH, Berman SR, Kupfer DJ. 
The Pittsburgh Sleep Quality Index: a new instrument for psy-
chiatric practice and research. Psychiatry Res. 1989;28:193– 213.

 31. Skouteris H, Wertheim EH, Germano C, Paxton SJ, Milgrom 
J. Assessing sleep during pregnancy: a study across two time 
points examining the Pittsburgh Sleep Quality Index and as-
sociations with depressive symptoms. Womens Health Issues. 
2009;19:45– 51.

 32. McLennan W, Podger A. National Nutrition Survey, 1995: 
selected highlights, Australia. J Home Econ Inst Aust. 
1998;5:43– 8.

 33. Rini C, Schetter CD, Hobel CJ, Glynn LM, Sandman CA. 
Effective social support: antecedents and consequences of part-
ner support during pregnancy. Pers Relatsh. 2006;13:207– 29.

 34. Abidin R. PSI- 4 professional manual. Luts, FL: Psychological 
Assesment Resources; 2012.

 35. Barroso NE, Hungerford GM, Garcia D, Graziano PA, Bagner 
DM. Psychometric Properties of the Parenting Stress Index- 
Short Form (PSI- SF) in a high- risk sample of mothers and their 
infants. Psychol Assess. 2016;28:1331– 5.

 36. Department of Health. Modified Monash Model. Canberra, 
ACT: Australian Government, Department of Health; 2021.

 37. Australian Bureau of Statisitics. Catalogue No. 1270.0.55.005 
Australian Statistical Geography Standard (ASGS): volume 5 
–  remoteness structure. Canberra, ACT: Australian Bureau of 
Statistics; 2016.

 38. Versace VL, Skinner TC, Bourke L, Harvey P, Barnett T. 
National analysis of the Modified Monash Model, population 
distribution and a socio- economic index to inform rural health 
workforce planning. Aust J Rural Health. 2021;29:801– 10.

 39. Australian Bureau of Statisitics. Australian Standard 
Classification of Cultural and Ethnic Groups (ASCCEG). 
Canberra, ACT: Australian Bureau of Statisitics; 2019.

 40. Arthur MW, Hawkins JD, Pollard JA, Catalano RF, Baglioni A 
Jr. Measuring risk and protective factors for use, delinquency, 
and other adolescent problem behaviors: the communities that 
care youth survey. Eval Rev. 2002;26:575– 601.

 41. Fancourt D, Perkins R. Effect of singing interventions on symp-
toms of postnatal depression: three- arm randomised controlled 
trial. Br J Psychiatry. 2018;212:119– 21.

 42. George M, Johnson AR, Sulekha T. Incidence of post- partum 
depression and its association with antenatal psychiatric 
symptoms: a longitudinal study in 25 villages of rural South 
Karnataka. Indian J Psychol Med. 2022;44:37– 44.

 43. Sikander S, Ahmad I, Bates LM, Gallis J, Hagaman A, O'Donnell 
K, et al. Cohort profile: perinatal depression and child socio-
emotional development; the Bachpan cohort study from rural 
Pakistan. BMJ Open. 2019;9:e025644.

 44. Butler- OHalloran B, Guilfoyle AM. The lived experience of 
perinatal mental health for new mothers in a rural area. Int J 
Health Wellness Soc. 2015;5:15– 30.

 45. Jackson H, Judd F, Komiti A, Fraser C, Murray G, Robins G, 
et al. Mental health problems in rural contexts: what are the 
barriers to seeking help from professional providers? Aust 
Psychol. 2007;42:147– 60.

 14401584, 0, D
ow

nloaded from
 https://onlinelibrary.w

iley.com
/doi/10.1111/ajr.12934 by R

eadcube (L
abtiva Inc.), W

iley O
nline L

ibrary on [24/10/2022]. See the T
erm

s and C
onditions (https://onlinelibrary.w

iley.com
/term

s-and-conditions) on W
iley O

nline L
ibrary for rules of use; O

A
 articles are governed by the applicable C

reative C
om

m
ons L

icense



14 |   GALBALLY et al.

 46. Judd F, Stafford L, Gibson P, Ahrens J. The early motherhood 
service: an acceptable and accessible perinatal mental health 
service. Australas Psychiatry. 2011;19:240– 6.

 47. Bhat A, Reed S, Mao J, Vredevoogd M, Russo J, Unger J, et al. 
Delivering perinatal depression care in a rural obstetric setting: 
a mixed methods study of feasibility, acceptability and effec-
tiveness. J Psychosom Obstet Gynecol. 2018;39:273– 80.

 48. Wassef A, Wassef E. Telemedicine in perinatal mental health: 
perspectives. J Psychosom Obstet Gynecol. 2022;43:1– 4.

 49. Galbally M, Lewis AJ. Depression and parenting: the need 
for improved intervention models. Curr Opin Psychol. 2017 
Jun;15:61– 5.

How to cite this article: Galbally M, Watson SJ, 
Coleman M, Worley P, Verrier L, Padmanabhan V, 
et al. Rurality as a predictor of perinatal mental 
health and well- being in an Australian cohort. Aust 
J Rural Health. 2022;00:1–14. doi:10.1111/ajr.12934

 14401584, 0, D
ow

nloaded from
 https://onlinelibrary.w

iley.com
/doi/10.1111/ajr.12934 by R

eadcube (L
abtiva Inc.), W

iley O
nline L

ibrary on [24/10/2022]. See the T
erm

s and C
onditions (https://onlinelibrary.w

iley.com
/term

s-and-conditions) on W
iley O

nline L
ibrary for rules of use; O

A
 articles are governed by the applicable C

reative C
om

m
ons L

icense

https://doi.org/10.1111/ajr.12934

	Rurality as a predictor of perinatal mental health and well-being in an Australian cohort
	Abstract
	1|INTRODUCTION
	2|METHODS
	2.1|Sample
	2.2|Measures
	2.2.1|Mental health outcomes
	2.2.2|Maternal lifestyle outcomes
	2.2.3|Post-partum parenting outcomes
	2.2.4|Region remoteness
	2.2.5|Covariates

	2.3|Statistical analyses

	3|RESULTS
	3.1|Sociodemographic characteristics
	3.2|Comparison of perinatal outcomes between women across MM region groups
	3.2.1|Mental health outcomes
	3.2.2|Lifestyle outcomes
	3.2.3|Post-partum parenting outcomes


	4|DISCUSSION
	5|CONCLUSION
	AUTHOR CONTRIBUTIONS
	ACKNOWLEDGEMENTS
	FUNDING INFORMATION
	CONFLICT OF INTEREST
	ETHICAL APPROVAL
	REFERENCES


