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ABSTRACT

Introduction: Large numbers of patients see practice nurses (PNs) daily for their health care. Many 
of these patients will have a mental health need. International research suggests that practice nurses are 
undertaking mental health assessment and interventions without the requisite skills and knowledge.

Aim: To describe the needs of PNs in mental health education and to explore any involvement with 
patients with mental health concerns.

Methods: Postal survey of PNs in Hawkes Bay and Tairawhiti regions. Analysis was by descriptive, cor-
relation and inferential statistics and content analysis for open questions.

Results: Fifty-two respondents completed the survey (response rate 36%) and the results demonstrate 
that these PNs are caring for patients with an extensive range of mental health concerns daily. Most 
common are people with depression and anxiety. The nurses perform a variety of mental health interven-
tions such as counselling and advice on medication and have minimal confidence in their skill level. Their 
expressed learning needs included education on many mental health conditions including suicidal idea-
tion, all types of depression and bipolar disorder, and of therapies such as cognitive behavioural therapy 
and family therapy.

Discussion: PNs require education and support specifically designed to meet their identified needs in 
mental health to help improve care to patients. This will require collaboration between secondary mental 
health services, primary mental health nurses and tertiary institutions. With targeted education these 
nurses should become more confident and competent in their dealings with people who present to their 
practice with a mental health concern.
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Introduction 

Internationally, a review of primary mental 
health policy has occurred which has led a shift 
in responsibility of care for patients with mild to 
moderate mental health concerns to the primary 
health sector.1–5 In New Zealand (NZ), it is rec-
ognised that 80% of patients will visit their gen-
eral practice at least once a year and 35% of the 
patients will have a mental illness.6 However, in 
up to 50% of these patients, the existence of their 
mental illness goes undiagnosed and treated. 

Practice nurses (PNs) are the largest group of 
primary health care nurses who work in general 

practice and an increasing number of patients 
visiting surgeries may only see a PN for care and 
treatment.7 Given the number of patients who 
may experience a mental illness at some time in 
their lives, it is important that PNs can recognise 
and address patients’ mental health concerns. 
Without knowing the basic mental health knowl-
edge, skill level and educational needs of the PN 
it is difficult to know how prepared PNs are to 
implement the policy changes. 

In recent years there has been a plethora of 
research which has looked at the provision of 
mental health services in the community and 
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WHAT GAP THIS FILLS 

What we already know: Practice nurses (PNs) provide patient care 
across a broad spectrum and have a role in primary mental health care. In 
New Zealand, primary health care has an expanded role in mental health care 
assessment and treatment. Practice nurses who are skilled and knowledge-
able in primary mental health will be essential for improving mental health 
outcomes.  

What this study adds: This study provides information about the extent 
of primary mental health activities undertaken by practice nurses and how 
confident the PNs are in providing mental health care. It identifies areas 
which deserve particular attention for education for practice nurses to 
enhance the service they provide and to ensure that patients and nurses are 
safe in their practice. 

education of GPs;6,8–10 yet there has been limited 
research that has examined the skill level of PNs 
caring for patients with a mental health concern. 
It is clear from international research that PNs 
encounter patients with mental health needs.11–12 
However, there is debate over the role PNs 
should take in the delivery of primary mental 
health care in relation to assessment, gatekeep-
ing, management of care and liaison with GP and 
community psychiatric teams, therefore research 
in this topic is timely.13–14 

Exact figures on the types of mental illness in 
primary health vary internationally and with 
age. In childhood anxiety disorders (16%), op-
positional/conduct disorder (15%), substance 
abuse (12%) and depression (10%) dominate.15 At 
adolescence one of the most significant mental 
health problems is drug and alcohol abuse.16–17 In 
adults depression (20–40%) and anxiety (11–20%) 
are problematic.6,18–20 Lastly, one-fifth of people 
aged 65 and older experience mental illness, with 
the most common conditions being dementia and 
depression.21–22 Some people have comorbidity 
of simultaneous mental health problems or with 
physical problems.9,18,23–25

Therefore, it is important that patients from 
across the lifespan can be appropriately assessed 
and helped or referred to other health profession-
als in primary health. To date it is not known 
what part the PN plays in this process, which age 
groups of patients and mental health concerns 
they regularly deal with, what interventions 
the nurses perform or how prepared they are to 
deliver these interventions.

The aim of this research was to describe the 
involvement practice nurses have with patients 
with mental health issue and to identify the 
needs of PNs in mental health education.

Methods 

In August 2008, a survey was carried out of 
PNs in the Tairawhiti District Health Board and 
Hawkes Bay regions. This method was chosen as 
it fits well with descriptive exploratory research, 
is relatively low cost and has the potential to 
obtain information from a large sample. Ethi-
cal approval for the study was granted by the 

Victoria University of Wellington Human Ethics 
Committee. 

Study population

The target population included PNs in the 
Tairawhiti and Hawkes Bay region between 
Te Araroa to Taradale. In the absence of a master 
list of PNs in the region a list of general practices 
employing practice nurses across the region was 
collated and each practice phoned to establish the 
number of nurses working there and to identify 
the senior nurse as a contact person for mailing 
the surveys. A named contact nurse was used to 
help increase the response rate.26

The survey and its administration

Each practice was sent the number of packages 
that the senior nurse indicated were required. 
Packages consisted of a participant letter explain-
ing the research, the survey tool, a participant 
sheet for a prize draw and a pre-addressed, 
stamped envelope. Surveys were numbered by 
practice. Practice nurses were given two weeks 
to return their survey. One postal reminder was 
sent to all practices where fewer than 50% of 
returns were received. 

The survey consisted of 33 questions of which 
15 were closed, 11 open, five rating scales and 
two Likert scales. Before its distribution, the 
survey was reviewed for content validity by 
community mental health nurses, mental health 
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management teams, community and mental 
health nurse educators, PNs and public health 
nurses. It was also pre-tested on a convenience 
sample of four PNs to ensure clarity and ease 
of administration. The survey included three 
sections: practice nurse qualifications, education 
in mental health and educational needs related 
to mental health (11 items); self-rated confidence 
and competence in primary mental health nurs-
ing generally and of particular mental health 
disorders, screening and referral processes (14 
items); and demographic and general practice 
characteristics (7 items). 

An incentive to win a $100 restaurant voucher 
was offered to all respondents. To be eligible the 
nurses needed to attach the detachable prize draw 
sheet to their returned survey. This sheet was 
removed by a third party and a draw taken.  
Analysis of numeric data was undertaken us-

ing the Statistical Package for Social Sciences 
Research (SPSS) version 16, and for open-ended 
questions using content analysis techniques.27–29 
Determining the representativeness of the sample 
was undertaken by comparing respondents’ 
characteristics with those of the Primary Health 
Care and Community Nursing Workforce Sur-
vey—200114 and the National Primary Medical 
Care Survey (NatMedCa) 2001/02.30

Results 

Of the 44 practices that employed practice 
nurses, three practices declined to participate 
in the research and five could not be contacted 
to establish the number of nurses who worked 
there. The remaining 36 practices employed 143 
practice nurses, almost 10% of the New Zealand 
PN population.14 The practices surveyed were 
from urban and rural areas, ranged in size with 
one or more GPs and employed between one and 
18 nurses. 

The sample

Of the 143 nurses surveyed, 52 nurses took part; 
a return rate of 36%—a common response rate for 
surveys as a whole and this particular group of 
respondents.14,30–32 All 52 returns were utilised in 
the analysis, but as not all respondents completed 
all questions in the reporting of the findings, the 
denominator sometimes varies. 

The characteristics of the respondents varied 
only slightly from the 200314 and 200532 MoH 
reports on community nurses. All respondents 
were female, 87% were European and 13% Maori, 
most were aged between 40 and 59 years, and 
respondents worked on average 27 hours per 
week in independent private GP practices. There 
was an even spread of comprehensive and hos-
pital trained nurses and 46% had a postgraduate 
qualification. 

Practice nurse work in mental health

The PNs regularly cared for all ages of patients 
who were experiencing a variety of mental health 
problems (Tables 1 and 2). Adults were seen the 
most frequently with almost 50% of nurses seeing 
adult patients weekly followed very closely by 

Table 1. Frequency of practice nurse encounters with patients with a mental health need 
by age

Age Groups
Daily
n (%)

Weekly
n (%)

Monthly
n (%)

Annually
n (%)

Never
n (%)

Missing
n (%)

Child
<15 years

3 (6) 4 (8) 7 (14) 16 (31) 12 (23) 9 (18)

Younger adult
15–20 years

4 (8) 8 (16) 19 (37) 19 (20) 4 (8) 6 (12)

Adult
20–64 years 

5 (16) 16 (31) 20 (39) 5 (10) 1 (2) 1 (2)

Older adult 
65+ years 

5 (10) 16 (31) 12 (23) 8 (16) 5 (10) 5 (10)

Table 2. Frequency of practice nurse encounters with patients by diagnosis 

Condition Frequency seen by PNs (mode)

Anxiety Daily – Weekly

Depression Daily – Weekly

Alcohol/addictions Monthly

Anger issues Monthly

Bipolar disorder Monthly

Dementia Monthly

Eating disorders Monthly

Grief Monthly

Panic disorders Monthly

Personality disorders Monthly

Suicidal ideation Monthly – Annually
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older adult. Conditions seen on a daily to weekly 
basis were anxiety and depression. Children with 
mental health issues were seen least. 

Nurses undertook a comprehensive number of 
interventions, with 82% of respondents indi-
cating they performed more than two types 
of intervention (Table 2). Their self-assessed 
confidence in performing these interventions 
indicates they had little confidence and this did 
not vary by level of education or practice setting. 
The only exception to this was giving treatment 
advice to patients where there was a statistically 
significant finding. Those with degrees were 
more confident in giving treatment advice than 
non-degree respondents (p=0.05). Screening tools 
were used by 37% of nurses, but only one nurse 
was totally confident in their use. Confidence 
in caring generally for mental health patients 
was average (mean 2.8 ± SD 0.90, range 1–4). 
However, one-fifth (21%) reported they had no 
confidence and no respondents stated they were 
totally confident.

Practice nurses liaised with a wide range of 
mental health services on behalf of their patients 
(Table 4) and 78% of nurses knew how to access 
specialist services, but only 24% knew of a proc-
ess to follow when accessing services. Many nurs-
es made comments about the process and there 
appears to be no standardisation of this process. 
Written responses centred on what the nurse 
considered was the right thing to do:

“Sometimes our work is intuitive—gut feeling tells 
you something is not right.” 

Table 3. Frequency and confidence of mental health interventions undertaken by practice nurses

Intervention
No. performing 

intervention
n (%)

No 
confidence

n (%)

Little 
confidence

n (%)

Confident

n (%)

Reasonably 
confident

n (%)

Totally 
confident

n (%)

Not 
known
n (%)

Mean 
±SD

Depot injections 35 (67) 3 (6) 1 (2) 12 (23) 11 (21) 20 (39) 5 (10) 3.94 (1.17)

Counselling 31 (61) 12 (23) 27 (52) 8 (15) 4 (8) 0 (0) 1 (2) 2.04 (0.81)

Medication advice 28 (54) 1 (17) 14 (27) 15 (29) 11 (21) 0 (0) 3 (6) 2.54 (1.04)

Problem solving 25 (48) 11 (21) 20 (39) 12 (23) 5 (10) 0 (0) 4 (8) 2.19 (0.90)

Anxiety management 23 (44) 11 (21) 22 (42) 11 (21) 4 (7) 1 (2) 3 (6) 2.19 (0.94)

Grief management 17 (33) 9 (17) 19 (37) 14 (27) 5 (10) 0 (0) 4 (8) 2.34 (0.96)

Education 11 (21) 18 (35) 21 (40) 4 (8) 1 (2) 0 (0) 8 (15) 1.73 (0.73)

Treatment advice 6 (11) 16 (31) 22 (42) 5 (10) 2 (4) 0 (0) 7 (13) 1.84 (0.80)

Table 4. Liaison between practice nurses and mental health services 

Team referred to No.

Crisis 38

Community mental health 20

Child and adolescent services 10

Inpatient/hospital services 6

Counsellor/psychologist 4

Psychiatrist 3

Maori mental health service 3

Link nurse/mental health liaison service 2

Other service 9

Nil/no service 2

One nurse added: 

“I think people know me well and come in to discuss 
with me what they can’t discuss with family and 
friends and sometimes initially with the GP.” 

Another stated: 

“If I feel it’s serious I will discuss with the patients 
that I may need to speak with their GP.” 

And a third commented on communication be-
tween services stating: 

“Interdisciplinary services communication can let 
people with mental health issues down.” 

Only 82% of nurses would inform the GP if 
concerned about a patient. One nurse stated she 
would listen to the patient and described how she 

MIXED METHOD research

ORIGINAL SCIENTIFIC PAPErS



146	 VOLUME 3 • NUMBER 2 • JUNE 2011  J OURNAL OF PRIMARY HEALTH CARE

would collaborate with the doctor before making 
an appointment. In contrast, another nurse would 
just leave “a note for the GP”.

Education needs

The mental health topics nurses prioritised as 
wanting education sessions on and the subjects 
nurses were least knowledgeable about are listed 
in Table 5. The most common issue with the 
highest priority for education was suicidal issues, 
with 28 (54%) of respondents listing this and 14 
(50%) of these respondents listed this as their 
highest priority. Schizophrenia with 21% was the 
number one condition most PNs felt they had the 
least knowledge about with a third of respond-
ents expressing this. Suicide and bipolar disorder 
were also indicated frequently. The responses 
indicate the PNs have limited knowledge of 
comorbid conditions around mental health, with 
44% mentioning coexisting physical diseases with 
mental illness, where coexisting mental health 
issues were asked for.

Barriers to providing education were similar to the 
MoH survey of 200314 and included finance, staff-
ing and time. Comments here included having to 
attend study outside work hours, no locum to cov-
er when on leave and difficulty in accessing study 
from rural locations. Access to education was also 
of concern, with 55% of respondents reporting 

they had no access to any education. Finance was 
only mentioned by one nurse who stated: 

“Who pays for it? Have attended outside of work 
hours. Outside the DHB you are outside the loop of 
continuing education information.” 

This nurse further commented that she thought 
with the new PHO structure this should be ad-
dressed. Practice nurses indicated that they would 
prefer a targeted short course (58%) in mental 
health, preferably delivered by the community 
mental health team (71%).

Discussion 

It is clear from the results of this study that PNs 
are encountering patients across the age span 
with a mental illness almost every day. It is ap-
parent from Table 4 that depression was the most 
common illness seen, with two-thirds of nurses 
seeing this condition at least weekly. Given the 
importance and prevalence of depression in the 
community,33–34 the recognition of depression as 
a learning need within the nursing literature35–36 

and the significant proportion of nurses in this 
study who reported insufficient knowledge, this 
finding should not be ignored. Practice nurses 
often see patients on their own; it is therefore 
important that all PNs are confident in recognis-
ing this condition and that they are regularly 
updated on changes in the management of depres-
sion. Given that the PNs report seeing patients 
with varying mental health conditions frequently 
and that it is known that one in four patients will 
have a mental illness and at least half of these 
patients will have their illness undiagnosed and 
untreated,6 it is important that PNs have educa-
tion in how to screen and assess for a range of 
mental health conditions.

The World Health Organization37 states that 
screening for mental health should be part of a 
nurse’s role and the MoH published report by 
Kent et al.30 states that health care screening is a 
common task for practice nurses. Early interven-
tion for patients with a subacute mental illness 
greatly improves outcomes for patients and often 
relies on adequate screening and assessment.38 It is 
important that PNs can recognise and respond to 
the presence of such illness at an early stage of ill-

Table 5. Practice nurses’ educational preferences and self-expressed knowledge gaps in 
mental health conditions 

Condition
Education 
preference

n (%)

Knowledge gap
n (%)

All conditions 13 (25) 8 (16)

Schizophrenia 11 (21) 17 (33)

Suicide/suicidal ideation 28 (54) 14 (28)

Postnatal depression 18 (35) –

Depression 17 (33) –

Cognitive behavioural therapy 15 (29) –

Bipolar disorder 15 (29) 12 (23)

Family issues/therapy 13 (25) –

Personality disorders – 9 (17)

Adolescent/child issues 7 (13) –

Addiction 5 (10) –

Eating disorders – 4 (8)
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ness. This requires assessment skills, access to the 
relevant screening and diagnostic tools and com-
petence and confidence in their use.22 The findings 
of a low use (37%) of tools and low confidence 
in their use by PNs, highlights an urgent educa-
tional need. The New Zealand Guidelines Group’s 
recently-released assessment frameworks39 which 
are easy to use and designed for use by primary 
health nurses should aid in addressing this issue.

Knowledge about comorbidity in primary health 
is also important as 50% of patients with a 
mental illness will have some comorbidity, but 
in 35% of these patients their coexisting disease 
is undiagnosed.18 In this study, the majority of 
PNs acknowledged working with patients with 
comorbid mental illness, but written answers 
were confusing both for coexisting mental illness 
and physical illness. 

Management of mental health issues

Although the PNs performed a wide variety of 
interventions (Table 3), the majority had limited 
confidence in their skills and knowledge. The 
finding that the most common intervention per-
formed was the administration of depot injections 
is similar to Gray et al.’s40 British study where 
61% of PNs administered long-term antipsychotic 
medication in the form of depot. The PNs were 
generally confident in giving this treatment. 
Their use of interventions such as counselling, 
medication advice, problem-solving and anxiety 
management are similar to the findings of two 
UK-based studies.11–12 The areas where confidence 
at performing interventions was lowest is where 
extra educational input is required. These are im-
portant areas as these interventions are commonly 
performed. Confidence in caring for patients with 
a mental health issue in general scored low, mean 
confidence in performing specific interventions 
for patients with a mental illness also scored low, 
and this was not influenced by whether nurses 
had completed postgraduate education. Interna-
tional research states PNs can be influential in 
improving care for patients with a mental health 
issue when taught interventions.41–42 These influ-
ences are in assessment, general mental health 
education and giving treatment advice and medi-
cation adherence. These are interventions some 
nurses in this current research use, therefore an 

increase in nurses’ confidence through targeted 
education could contribute to improved patient 
outcomes. This education needs to be at both 
in-service and postgraduate levels. Specific post-
graduate education in mental health is not only 
needed to increase the skills and consequently 
improve confidence and competence for these 
nurses, but also to assist with the development of 
this work.

Referrals are an area where PNs, GPs, mental 
health nurse educators, psychiatric liaison nurses 
and community mental health staff at a local 
level need processes and guidelines for use by 
PNs and the primary health care team gener-
ally. Such guidelines will assist PNs with their 
decision-making process and potentially influence 
early intervention and patient outcomes. Stand-
ardisation such as this could ensure speedier 
access to mental health services when the patient 
is in need. 

Education 

Barriers to receiving education for this group of 
nurses have not changed from previous stud-
ies.14,43 Where training additional to primary 
qualifications has been given to PNs, it has 
improved outcomes. Katon et al.41 reported on 
a study where PNs were trained in brief inter-
ventions including clinical assessment, patient 
education, monitoring adherence to treatments,  
follow-up and referrals for patients suffering 
from depression, and found no difference in 
outcomes for patients allocated to nurse interven-
tion or GP intervention groups. Therefore, with 
the right education and skills, PNs can become 
proficient at helping these patients. The spe-
cific mental health issues individual PNs would 
like additional education on are varied. With 
the nurses in this study reporting their lack of 
experience in mental health, and identifying that 
undergraduate education was of little help in 
gaining confidence in mental health skills, this 
education has to start with assessment through to 
management and be built upon. 

Prioritising these needs should be a combination 
of the patients most often seen, the PNs per-
ceived learning needs and areas where confidence 
in performing interventions was low. Condi-
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tions such as anxiety, grief, alcohol and drug 
issues which nurses see often, and schizophre-
nia, bipolar disorders, and suicide which nurses 
highlighted as important are likely priority areas. 
As nurses’ confidence in mental health is gener-
ally very low, undergraduate training experience 
limited and postgraduate primary mental health 
for PNs is not yet available, then this training 
should start at the basics of mental health and 
be built on to cover the types and conditions the 
nurses care for. 

Limitations

The low return occurred despite using a number 
of strategies to increase the number of returns. 
This response rate, although typical for this type 
of research and this group of nurses, does mean 
that the results are not generalisable to all PNs 
in New Zealand. However, the respondents were 
similar with the MoH surveys on age and gender, 
but differed ethnically from the MoH 2005 sur-
vey, with this study having 13% Maori compared 
to the 5% in the MoH survey. The final survey 
tool inadvertently left out schizophrenia as a con-
dition that the PNs could see people with—while 
this was picked up in the description of ‘other’ by 
many respondents, this was not done routinely, 
so the extent of engagement by PNs with this 
group is not clear. 

Conclusion 

This study demonstrates that PNs are involved 
daily with patients with broad-ranging mental 
health concerns and provide a wide range of 
mental health interventions, but with limited 
confidence in their skill level. The respondents 
liaised with a wide range of services, but with 
no standardised referrals process in place, nurses 
used professional judgement when referring 
patients. The PNs listed their perceived learning 
needs which centred on general mental health 
conditions. Other learning needs included educa-
tion on comorbid disease and mental health and 
screening. Given the expanded role of the nurse in 
primary health care, it is important that education 
in primary mental health for nurses is prioritised. 
Enhancing nurses’ skills and knowledge should 
help improve mental health outcomes.
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