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Mental Health in Primary Health
Refresher

Workshop aims 

• Build on participant knowledge, confidence and skills in 
working with people with mental illness in general 
practice settings

• Strengthen understandings of communication and 
therapeutic engagement with people with mental health 
problems

• Further develop mental health assessment and care 
planning skills 

Workshop outline 

1. Update: mental health in Australia  

2. Models for mental health care 

3. Therapeutic approaches

4. Mental health assessment, care planning, referral and 
documentation

Mental health in Australia 

• Approximately  20% of the 
population (3.2 million people) 
have experienced a common 
mental disorder in the previous 12 
months 

• The most prevalent mental 
illnesses in Australia are anxiety 
disorders (14.4%), depression 
(6.2%) and substance use 
disorders (5.1%).

• 2–3% of Australians—around 
600,000people—have severe 
disorders 

18-24.
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Source: 18,19. 

The mental health of older Australians

• Rates of mental illness experienced by older 
Australians in a 12-months are lower than in 
adult populations

• Approximately 4% of older aged Australians 
met criteria for anxiety disorder, 2% for 
mood disorder, and 1% for substance use 
disorder

• Substance use disorder (12%) is the most 
prevalent mental illness across the lifetime, 
followed by anxiety disorder (10%) and 
affective (mood) disorder (8%)

8-10.

The mental health of older Australians

• Poor mental health in older Australians is 
significantly associated with having 
limited social support, living alone, using 
antidepressants, 

• Suicidal thinking is common in older 
adults with chronic pain

• The risk for suicide is increased in older 
adults with functional impairment, severe 
(intense and persistent) suicidal ideation, 
substance abuse, and recent stressful life 
events (such as loss of spouse) 8-10.
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The mental health of young Australians

• 12-month prevalence of mental 
disorders in young people aged 11 to 
17 years is 13.9%. This is comparable 
to the worldwide prevalence which 
is estimated to be 13.4%

• The majority of young people in 
Australia experience mild (8.3%) and 
moderate mental disorders (3.5%)

• The number of young people living 
with severe mental disorders is 
(2.1%) 
11-12.

The mental health of Aboriginal and Torres Straight 
Islander peoples
• Aboriginal and Torres Strait Islander mental health is 

significantly worse than the general population.

• The rate of suicide is also more than double 

• The prevalence of alcohol dependence (21.4–55.4%); anxiety 

disorder (17.2–58.6%); and post-traumatic stress disorder 

(14.2–55.2%) more than double the general population 

• Determinants include:  multi-generational trauma, loss of 

cultural, persistent stress, grief and loss, racism, poverty, poor 

housing, and higher rates of chronic disease, disability
13-16.

Perinatal mental health 

• Perinatal period associated with increased risk for 
moderate and severe mental disorders

• Suicide is a leading cause of maternal death 
• Prevalence of antenatal depression in Australia 

6.2%, postnatal depression 3.3%.
• Significant risk factors for maternal depressive 

symptoms during pregnancy include: 
- a lack of partner support
- history of intimate partner violence
- culturally/linguistically diverse (CALD) 

background 
- low socioeconomic status 17-19. 

Suicide in Australia

• In 2017, 3,128 people died from suicide in Australia

• Increase of 9.1% from 2,866 suicides in 2016

• Suicide is the leading cause of death among people 
15-44 years

• Second leading cause of death among 45-54 years

• The median age at death for suicide was 44.5 years

• The median age for males was 44.0, compared to a 
median age of 45.7 for females

20.

Suicide in Australia

20.

• Deaths by suicide in Australia 
occur among males at a rate three 
times greater than that for 
females. 

• In 2017, the standardised death 
rate for males was 19.1 deaths per 
100,000, for females it was 6.2 
deaths per 100,000

• Age-standardised suicide rate for 
females is highest rate in 10 
years.

Suicide in Australia
• In 2017 the highest age-

specific suicide rate was 
highest among males aged 
85 years and older

• The second highest age-
specific suicide rate for 
males was in the 45-49 year 
age group.

• For females, the highest 
age-specific suicide rate is in 
the 45-49 year age group

20.
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Suicide in Australia

Children and youth 

• In 2017, suicide was the leading cause of death of children 
between 5 and 17 years of age

• 98 suicides in 2017, which represents a 10.1% increase in deaths 
from 2016 

• The age-specific rate of suicide in children 5 and 17 years of age 
was 2.4 per 100,000 in 2017 20.

Suicide in Australia

• Approximately 41,400 (2.4%) young 
people will attempt suicide in a 12-
month period

• In addition to male gender, the presence 
of mental disorder (depressive disorder, 
anxiety disorder, conduct disorder) and 
poor family functioning are significantly 
associated with 12-month and lifetime 
prevalence of suicidal behaviour 
21.

Children and youth 

Suicide in Australia

• As the leading cause of death in young 
Australians, youth suicide is a national priority 
area 

• At present only 56% young Australians with a 
mental disorder receive treatment 

• Underscores the importance of prevention, early 
detection and intervention in primary health 
21-23 

Children and youth 

Suicide in Australia

• In every state in Australia, 
the rate of suicide among 
those who live outside 
the greater capital cities 
is higher than that for 
residents that live within 
them, and the rate has 
risen much higher in rural 
areas over the period 
2011-2015. 25.

Rural and remote  

Mental health in primary health 

The General practice 
activity in Australia 
2015–16 identified that 
people with a range of 
mental disorders across 
the severity spectrum 
from mild to severe 
conditions access 
treatment in general 
practice.26.

Activity 1  
Mental health in general practice

1. On a sheet of paper 

2. List your top 3 challenges in working with people 
with mental illness in general practice /primary 
health 
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Mental health in primary health 

• There were 35.7 million 
prescriptions for psychiatric 
medications dispensed in Australia 
during 2016-2017, of which 69.4% 
were prescribed by general 
practitioners, and 7.9% by 
psychiatrists. 27.

Relationships between physical and mental health

• People with mental illnesses experience significantly higher 
rates of comorbid mental and physical illnesses and 
premature mortality than people without mental illness.

• 3.6 million people in Australia have comorbid mental, 
behavioural and physical health conditions; (17.7%)  
females and (13.9%) of males

• Not just people with severe mental illnesses. There are 
significant associations between chronic illnesses, multi-
morbidity, and depression 

28-33.

Relationships between physical and mental health

• Depression is common in people with diabetes and heart 
disease

• People with mental illness are almost twice as likely than the 
general population to have osteoporosis (6.3% compared with 
2.9%)

• People with MI are almost three times as likely to have chronic 
obstructive pulmonary disease (5.7% compared with 2.0%)

• Growing evidence to suggest that cardiovascular events and 
mental disorders share a common epidemiology, and that 
there is a ‘fundamental pathway’ linking these conditions. . 

30-34

Relationships between physical and mental health

• The impact of physical and mental health comorbidities on 
people with severe mental illnesses is profound. 

• Current estimates suggest that the life expectancy of 
people with schizophrenia is typically reduced by between 
15 to 20 years 

• People with severe mental illnesses such as bipolar 
disorder and schizophrenia are especially vulnerable to 
cardiometabolic disorders.. 

• More than 60% of people with schizophrenia and bipolar 
disorder are likely to have at least one cardiometabolic
disorder, and more than 30% have two or more.

28-29, 35-38

Relationships between physical and mental health

• The association between atypical antipsychotics and 
metabolic syndrome is well documented in the literature

• Significant relationship between metabolic syndrome and 
premature death in people treated with antipsychotic 
medications.

• Antipsychotic drugs like olanzapine and clozapine in 
particular are linkedto adverse metabolic events59.

35-39.

Models for mental health care

The recovery model 

• Challenges previously held notions that people cannot 
recover from mental illness 

• Recovery is not just the absence of symptoms or 
disease. Recovery is living a full and productive life in 
spite of the presence of symptoms and illness 

• Personal recovery (vs medical recovery) is an individual 
journal for each person 

• Goals defined by the person

• Collaborative mental health care (advance statements, 
crisis plans, supported decision-making) 

40-44.
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Models for mental health care

Person-centred care

• Person-centred care and recovery  
have shared values and practices

• Guided by patient goal and choices 

• Collaborative decision-making

• Collaborative care planning and 
care delivery  

Respecting 
patient choices

Advance 
care 

planning

Shared 
decision-
making

Partners in care
45-46.

Therapeutic approaches 

Therapeutic relationship – a goal driven therapeutic 
relationship in which the central aim is facilitating 
recovery

• Built on trust and empathy 

• Empathy guides compassionate care and ethical 
decision-making  

• Trust develops other over time as nurse/patient come to 
an understanding of what they can expect from each 
other 

• Consistency over time, attention to detail

• The relationship in itself is an important therapeutic 
intervention  
47-49. 

Therapeutic approaches 

Therapeutic communication

• Good communication is integral to the therapeutic 
relationship. 

• Its important to set the tone for good communication with 
the patient from the outset

• Welcoming, informative and inclusive practices, therapeutic 
optimism

• Communication is not just the verbal interactions. What we 
‘do’ (how we behave) is as important as what we say, as it 
communicates our intentions and values  47-50.

Therapeutic approaches 

Therapeutic communication 

• Communicating your genuine interest in working with 
the person to help them achieve their recovery goals is 
an important engagement strategy 

• Patients want to feel involved in discussions about their 
care and ask questions about their diagnosis and 
treatment. 

• Patients appreciate having decisions about their care 
explained clearly, and the opportunity to discuss their 
options

47-51. 

Therapeutic approaches 

Therapeutic communication:

• Active listening -Listening with ‘intensity’

• Giving your full attention - looking at patient 

• Observant of tone, emotion, content, details 
• Allowing the patient to talk and avoid interrupting 

• Focusing on what the patient is saying rather than thinking 

about what you’ll say next

• Showing you’re interested eg. nodding your head and making 

comments `That sounds hard/great/tricky ...’

48-50.

Therapeutic approaches 
Therapeutic communication:
Congruent communication
• Body language, facial expression, verbal content and tone  

expressing the same thing
Reassurance
• Providing psychological support - encouragement, 

acknowledgment
Clarification
• Probing questions –clarify what the patient is trying to 

say/means 
Confrontation
• Gently challenges a patients behaviour or beliefs 48-50.

. 
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Therapeutic approaches 

Therapeutic communication:

Silence

• Allowing time for the patient to gather thoughts without 
interruption (this can communicate acceptance and concern)

Reflection

• Thinking analytically about what the patient has said, and 
reflecting back your understanding of the problem 
/situation/patient’s meaning

• Being open to other perspectives  
48-50.

Therapeutic approaches 
Therapeutic communication:

Open-ended questions

• Questions structured to encourage the patient to share 
information, thoughts and feelings 

eg. ‘how has your mood been this week?’ ‘What are your 
thoughts about…’  ‘can you tell me a little more about that?’

• Closed-ended questions

• Information gathering that requires only one word or brief 
answer

eg. ‘are you hearing voices at the moment?’ ‘did you take your 
medication this morning?’

48-50.

Therapeutic approaches 

48-50. 

Giving feedback to patients 

• Feedback is a process by which the effect of a person’s 
specific behaviour is brought to the person’s attention

• Feedback must only be given when you intend to be 
helpful to the other person. Can be either positive or 
constructive/remedial.

• Feedback is not evaluation, judgment, criticism or 
venting. 

• Only for the purpose of helping the other person to see 
the result of their actions so they may choose whether or 
not to change to get a different result. 

Therapeutic approaches 

51-53.

Health coaching 

• Health coaching is an effective patient education 
method that can be used to motivate the patient and 
promote home-based self-care

• Collaborative goal setting and monitoring

• Effective intervention for achieving and sustaining 
clinically significant reductions in cardiovascular risk 
for overweight and obese persons with severe mental 
illness

• Support patients in the use of E-Resources (internet 
based mental health interventions) 

Therapeutic approaches 
Communicating with people experiencing psychosis

• Symptoms of psychosis commonly affect 
communication. Auditory hallucinations in particular 
can severely impact attention and concentration

• If the patient has auditory hallucinations and seems 
distressed, confirm you are here to help, but reassure 
that there is no pressure to talk 

• Keep sentences short and use language that is clear 
and unambiguous. Don’t use metaphors or analogies  

• May need to repeat questions at times. Consider 
rephrasing for clarity 50, 54. 

79.

Therapeutic approaches 

Communicating with people experiencing depression

• People experiencing acute depression are often withdrawn, 
may have difficulties engaging in conversation. 

• Patience and consistency is key, keep up your support through 
the acute episodes. Spending time together, even in silence, 
demonstrates your support 

• People with depression can have negative thoughts and are 
easily discouraged. Gently encourage the patient to examine 
negative or distorted thought patterns, while maintaining 
sensitivity and therapeutic rapport and support  
50.
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Therapeutic approaches 

Trauma-informed care
• Complex Trauma arises after exposure to interpersonal 

trauma; torture, exploitation, neglect, maltreatment 
emotional/sexual/physical abuse, family violence, 
parent with a mental illness or severe substance use 
disorder

• Individuals who experience complex trauma are at high 
risk of PTSD and other psychiatric disorders 

• Trauma and PTSD are highly prevalent among people
with severe mental illnesses

55-58

Therapeutic approaches 

55-58

Trauma informed care
• Recognises that coercive 

interventions cause retraumatization
and avoid them

• Do no no harm i.e. do not re-
traumatise or blame victims for their 
efforts to manage their trauma

• Embrace a message of hope and 
optimism that recovery is possible

Therapeutic approaches 

Supporting patients in medication adherence

• Medication is important to the recovery of many 
patients, however, some individuals may have issues 
with medication and become non-adherent. 

• The challenge is in striking a balance between 
respecting patient autonomy and choice and role of as 
a nurse to prevent relapse

• Good communication is essential  - ask questions and 
encourage discussion

Therapeutic approaches 

Reasons for non-adherence
• Lack of choice or involvement in     

decision making about care  
• Side effects -fears about weight gain,          

sexual dysfunction
• Knowledge and insight 
• Lack of support or education  
• Cultural reasons
• Stigma 
• Motivational issues
• Cost 

Risks of non-adherence  
• Relapse – and related risks
• Prognosis – duration of untreated 

illness can lead to poorer 
prognosis /outcomes

• Disengagement from treatment   
• Lack of follow up and care 
• Drug withdrawal (eg

benzodiazapines) 

59-61.

Therapeutic approaches 

Interventions to assist medication adherence
• Psychoeducation –illness and treatment are explained and discussed
• Ongoing opportunities to discuss any problems, concerns about Rx    
• Close monitoring for side effects (including sexual health screening)
• Coaching and feedback about progress  
• Helping patients to stay motivated – encouragement, feedback
• Practical help and tips to manage medicines eg dosette boxes, Apps,
• Regular medical follow-up and medication review 
• Support and encouragement, motivational feedback   
• Advocacy – eg. with pharmacy 

59,62-63. 

Activity 2  
Mental health assessment 

1. On a sheet of paper 

2. List 3 signs that a person may need a 
comprehensive mental health assessment
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Mental health assessment 

The purpose of mental health assessment is to 
determine:
1. Whether whether the person/patient is 
experiencing symptoms of mental illness, and if so,
2. The severity, impacts and risks associated with the 
mental illness
3. The assessment information is then used to guide 
risk assessment, care planning and treatment decisions

Mental health assessment 
• Mental health assessment can be ‘formal’, eg MSE, and 

informal, as in the routine MH assessment that is part 
of everyday management of people with mental illness 

• MH assessment used to determine  a clinical baseline 
that can be used to evaluate effectiveness of 
treatment/ interventions

• Assessment is an ongoing process: 

- mental illness episodic - changes in mental state impact 
risk, and therefore care planning   

- patient circumstances change  – influences risk  

Mental health assessment 
Biopsychosocial assessment domains: 
• Current medical history, medications 

• Physical health status 

• Current mental state (affect, mood, thought, perception, 

behaviour)  

• Psychiatric history, substance use history  

• Current/past risks related to mental illness 

• Capacity to self care, attend ADLs, work, school, usual roles

• Understanding of/response to mental health problems

• Social status – culture/employment/housing/relationship/legal 

• Social functioning – peer group, participation, social activity
64-66

Mental health assessment
Mental status examination

• Formal MSE undertaken using a semi structured 
interview format. Important to use an interview space 
for MSE that is private and safe  

• MSE seeks information about the person’s mood, 
thinking, behaviour, risks; includes consideration of 
medical, psychiatric history and social factors

• Findings of MSE are used to inform diagnosis (main 
presenting problem), risk assessment, care planning, 
interventions  

• Document findings of MSE clearly 64

Risk assessment 

Mental illness is associated with increased number and type 
of risks:

Risks to self

• Self-harm, suicide

• Poor physical health 

• Clinical deterioration /Relapse 

• Reduced quality of life (social 

functioning, financial status)

• Vulnerability (exploitation, abuse)

• Self-neglect      67-77

Risk to others

• Violence –victim and perpertrator

• Neglect or abuse of/by 
dependents

• Reckless behaviour (e.g unsafe 
driving)

• Relationship/social impacts

Risk assessment 
• Individual, person-centered approach

• Risk assessment involves firstly conducting a 
biopsychosocial mental health assessment including 
MSE

• Using the information attained in the MH assessment, 
an appraisal of risk factors noted in the assessment is 
undertaken

• A key aim is positive engagement and collaboration 

• Identify what is most important to the individual at the 
present time 

• Appraise the individual’s strengths, past coping abilities, 
resilience, available social supports 78-81
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Risk assessment

• Knowledge of risk factors associated with mental 
disorders is important for safe and effective care 

• However, current evidence is clear that no current risk 
assessment tools, scales, algorithms, or combination 
of risk factors accurately predict the likelihood of 
suicide  87-93 

• The focus of risk assessment therefore is to evaluate
risks and develop individualised, person-centered care 
plans that focus on modifiable risk factors 78-87

Risk assessment 

•A brief risk formulation is developed (from the 
assessment data) to summarise current risks and 
inform risk management and care planning 
strategies. 
•An overall risk level is usually assigned indicating the 
severity of risk detected (eg. low, moderate, high) 
Note: Stratifying patients into risk groups is of 
limited value in predicting suicide, but is useful 
when considering the allocation and timing of 
resources/interventions
•The final step in risk assessment is documentation 
and reporting /communication of risk 

88-92

Suicide risk assessment 
Suicide in Australia – at risk groups

• People with a previous history of attempted suicide are at 
increased risk of suicide.

• Mental disorders such as major depression, psychotic illnesses 
and eating disorders are associated with an increased risk of 
suicide especially after discharge from hospital or when 
treatment has been reduced

• People with alcohol or drug abuse problems have a higher risk 
of dying by suicide than the general population.

• The suicide rate for Aboriginal and or Torres Strait Islander 
People approximately twice as high as non-indigenous people
93-98

Suicide risk assessment 
Factors significantly associated with suicide 

• male gender

• rural region

• family history of mental illness

• previous attempted suicide 

• severe depression/mood disorder 

• hopelessness 

• comorbidity disorders: anxiety, misuse of alcohol and drugs, personality 
disorder, medical illness  

• Recent hospitalisation for mood disorder 
93-98

Suicide risk assessment 
Patient characteristics that warrant suicide risk screening:         

• Changes in mood/ emotional distress 

• Suicidal thoughts /hopelessness /trapped 

• Anger, irritability, or aggression

• Anxiety or agitation 

• Unpredictable or impulsive behaviour

• Sudden change in life circumstances/ social stressors  

• Increase in alcohol or other drug use 

• Increasing health care use 

• Therapy nonadherence, including medications 

99-104

Suicide risk assessment 
Suicide risk screening includes:

• Screening for current/past suicidal ideation/ behaviours 
(previous attempt, current ideation, plan)

• Identifying potential protective factors

• Identifying modifiable risks

• Developing a risk formulation  

• Developing a care plan in collaboration with the patient 
and any involved supports

• Referral (where required to manage risk)

• Documentation and reporting 

• Monitoring and follow-up 99-105
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Care planning
• A basic principle in care planning for people at risk of 

suicide or violence is to err on the side of risk; the 
most important consideration is patient/community 
safety. Care planning decisions should reflect this basic 
principle. 

• Care planning should specifically address each of the 
risks identified in the assessment – goals/action taken 
to address each risk 

• Care planning, referral and interventions should be 
commensurate with risk level detected  

99, 101

• Safety plans are commonly used for patients at risk in the 
community 

• Develop a safety plan in collaboration with patient and 
family/carer/partner (if appropriate)  that sets out the actions 
to take in case of escalating crisis or risk 

• A realistic safety plan that takes into account the 
person/family/carer/agency capacity to manage the current 
situation

• Identify details in management plan eg. Who will do what when 

• Always provide the number for the regional mental health 
triage service

Care planning 

105-109

Referral

• Referrals are broadly classified into urgent and non-
urgent 

• Decision-making about referral influenced by several 
factors: 

- The type of condition

- The severity and acuity of the condition 

- The risks associated with the patient’s condition

- Availability of services

- Patient wishes and preferences 

- Availability of social supports 

99-100

Referral
When to refer 

• When the health service does not/can not provide the 
intervention/treatment required by the patient

• The patient’s health status changes, with worsening symptoms and 
increased risk level that cannot be managed safely in the 
community  

• When the clinician does not have capacity (knowledge, skill, 
authority) to manage a patient’s health problem safely and 
effectively 

• Second opinion required

• Clinical /medical review 88,99.

Referral to mental health 
Referral information 

• Patient demographics 

• Culture/language 

• The reason for referral – main problems/symptoms (including 
duration) - Mental State Examination, MMSE score where possible 
(older persons) 

• Medical and psychiatric history 

• Current treatment/medication 

• Substance use screen /history 

• Social history/status 

• Risk history, current risks • 88,99,111

Urgent referrals

• Patients requiring immediate 
intervention as per the MHTS should be 
referred  promptly to emergency 
services via 000

• Urgent referrals to mental health 
services are made via telephone to the 
triage service covering each region of 
Australia 



24/05/2019

11

Documentation 

1. Patient demographics 
2. Time and date of the consultation/assessment 
3. Assessment findings of MSE eg.

(affect/mood/thought/behaviour/perception/soc
ial) 

4. Risks (past and present) 
5. Patient /carer/family understanding of the 

problem and level of collaboration 
6. Care plan –write up any referrals and planned 

interventions
7. Outcomes (where known)  88-89, 111-112

Thank you! 




