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Abstract

Background-Large numbers of patients see practice nurses)(@ailly for their health care.
Many of these patients will have a mental illnesa snental health (MH) need. International
research suggests that the practice nurses aretakidg mental health assessment and
interventions without the requisite skills and kihesge. This thesis reports on a study
designed to quantify PNs work in mental healthdétermine their education requirements
and establish their confidence in the field of naéhealth.

Methods-A postal survey was used to examine the natufdtdfproblems encountered by
PNs, describe the MH interventions currently baisgd by them and identify the perceived
learning needs of PNs in MH. Practice nurses in késnBay and Tairawhiti regions were
surveyed. The questionnaire consisted of 33 odesed and likert questions. Analysis was
by descriptive, correlation and inferential st&tsplus content analysis for open questions.
Findings-52 respondents completed the questionnaire anteudts demonstrate that these
PNs are caring for patients with an extensive ramigmental health concerns daily. Most
common are people with depression and anxiety. nithees perform a wide range of MH
interventions such as counselling and advice onicagdn and have minimal confidence in
their skill level. The nurses expressed learningdseincluded recognition and management
of a wide range of mental health conditions suchsaigidal ideation and all types of
depression, reflecting the range of conditions n@her learning requirements included
understanding of co-morbidity and how to screemiiental health. The preferred provider of
education was community mental health services bpma of a short course specifically
designed to meet their needs.

DiscussionPractice nurses require education and supporifgjadly designed to meet their
identified needs in mental health to help then meprthe care to patients. This will require
collaboration between secondary mental health eesyiprimary mental health nurses and
tertiary institutions. With targeted education #hesirses should become more confident and
competent in their dealings with people who pregdertheir practice with a mental health
concern.
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Acknowledgements

The first people who need acknowledgement are #mg busy, hard working respondents
without whose generosity, there would be no resedRespondents came from as far north
as Tiki Tiki and as far south as Taradale. Whilemsof the nurses came from very large
practices employing many nurses, others came froadl one doctor, one nurse settings. |

cannot name you individually but wish to thank yadkthe same.

I wish to acknowledge the help and support of myilig without whom this could not have
been completed. To Bryan, thank you for your ungymve and devotion which helped me
through the highs and the lows. Thank you to Joamyagorgeous daughter, for your

understanding of my moods and not complaining @tdbk of attention.

A big thank you to the mental health departmenTaifawhiti District Health without the
help with printing, photocopying and postage thesearch would never have been

completed.
A very special acknowledgment must go to my koroatdhi NiaNia of the cultural therapy
team, a real inspiration and mentor in my life. fikgou for your guidance help and support

with the methodology.

To Steve and Daryl my enduring research assistavite stored and opened the

guestionnaires, following the research guideliethé letter ensuring a rigorous report.

Lastly to my supervisor Dr Kathy Nelson for her ded determination to get me through it

could not have been done without your help.



Table of Contents.

Y 1T - o PSSP il
LTt L= [ 1= 0T=Y £ iii
LI oJL=N o) Ao 1 (=Y oSSR v
LiSt Of tADIES .. eu et e Vil
Chapter 1. Introduction to thiS PrOJECt........ccovviii e 1
TS 4
L= =1 1111 P 5
Justification of thiS r@SEAICH.........vviiiii 6
TESIS OVEIVIB ...ttt e ettt e ettt e ettt e e e et eee s s e et et e e et et e e e et e e e e e es e e e e es e e e e eeen e e e ennneeernen 7
Chapter 2. Background to primary mental health ................oooviiiiiiiiiiiiiiiiiieeeeee e, 9
Structure and funding of primary health organigatiand general practice........cvvvvviiiiiiiiiiiiiiiiierenerenes 9
Types of mental health disorders seen in primagfthe..........c.oooviiii e e 10
Lo ' To 1 1 1125 11
Mental illNESS aCrOSS the Qg8 SPAIL.....ve ettt e s ara s re s ras e e s sssnrasnrasaranaeansnsranas 13
Primary NEaIth CAre NUISING. ... iuuiieieeieit et eeir e e et e e e e e e e e e e e e et e e e eaeetaeetnsetneeeneesnsaannaaennnes 15
ROIE Of the PraCHiCE NMUISE ..eu ittiet i eeie et ie e tee et eeteeat s eraeeea s et e earetareanrrenesneenaeenesnnernnnresnreenns 15
Screening for MENTAL IlINESS . cu.uu it iee e e e e e e et e e e emerer e et e et e et e et e e e ee e eenseenseenennnneesnnns 16
What practice nurses can do for patients: The ga@potential.........ccoviviiiiiiii e rrrre e 18
CONCIUSION. ...t e et e e e e e e e s e e e e e e s s b n e e e e e e e eaenaas 19
Chapter 3. LItEratUre MEVIEW ........ooeiiiiiiiiiieeeeiiieeeieeieeieetteaeeeeetessessesbesbbsssbenemeeeeeseeeeeeeeeseeseees 21
SEArCh SIrAteQY AN0 FESULLS. .. evuieeiiestirteee et eeteest e eetaerrmeasaeeseesseeteetestnseansransesnessseennnnrsnerens 21
Qualification and Demographics of nurses Workinthimi Primary Care........cuovvevvieirisiiieinenerieaeriennrnenns 22
Mental health interventions performed DY PraCtigESBS.........ceiiieieiiiiiie s e e e 24
Mental health educational needs Of PractiCe NUESES.......uvvrieieieiieiriii e irrare s erarraearaarnanas 25
Training and development iSSUES iN PractiCe® NUESING. . .vvuiriueeerereinrernrrenenenerraranareaerenerernsnrnenenenes 26
Provision of mental health education to primaryfEAUIrSES .......cciviiiiiiiii v ra e enes 27
(0o 1ol U1 o PO 30
Chapter 4. MethOdOIOQY ......ccuuiiiiiiiiiiiiiiieeee et 33
AIMS OF TS PrOJEC cvvervrt ettt etiiieeet e ettt e e et ee st e eeeatares st e e st e s eaa e esaeestneestnsesstnsseannnsessaneeernersns 33
B TTo LT U o1 (] o 1< 1177 34

-V -



TR a LV A =11 T [o] T Y APPSR 36

Questionnaire design and deVEIOPMIEIL .......iu..ir e ee e e eee e et eeet e ereer e ee e eeneeenreenaeetaeenaeennaenneennres 37
RV 2 UTe P2 T IR L= o o A 39
LT 13- oo PRSPPI 40
= 1] =R 41
e ol U113 =Y o PSPPI 42
D2 17 B 0 T )] L 45
Treaty of Waitangi CONSIAEIAtIONS. .. vuuririsiteieieeere ettt st ee e s sass s s eas e aersrssnsaranarrensrernsnsnenrnnnd 49

i aTToz= AT 0] o) [ToT=1 o) 1= 51
T o LU | PSPPSRt 52
(0707 1ol 1] To] o NPT UPRTUPPRRPI 54
Chapter 5. FINAINGS ...t a e e e e e e e e e e e e e e e aaaaaeas 55
RETUIN TALE 1.1ttt ettt e e ettt e e ettt e e ettt e e et ee e e e et e ta e e e e et s e e e e et e e e eee e e e e enme s e e e e e b e e e ees e e e enn s 55
B A TIRoT 10T o] (=R 56
Practice nurses encounters with patients with nhée@th concerns........cocooviiiiiiiiiic i e 60
Confidence in providing mental health CAI........coeivieiiiiiiii v e e e e e e 61
INterventions USEd DY PraCliCe NMUISES .. . ie ettt tre s e s s s s esa s ra e e s ra s sarnrasaranananennnend 4.6
Practice nurses recognition of CO-MOrDid dISEASE. .. ...cuieiie e e r e e e eaas 68
Referrals and liaison with mental health SErVICeS.......ovviiiiiiiiiiii 69
o [UTo=Y1To o VU PP 70
EUCALION PIIOMIES. 1 vvvvuerateeerseerstereratersaeeestesssasesessresssesssasesssnsessnseessseesteesrnnsessstsressseessnnns 72
(0707 1ol [ 1] To] o NPT UPRTUPPRRPPI 73
Chapter 6. DISCUSSION ......cooeiieee e 75
Description Of PractiCe NUISE SAMPLE. ... iuu.iieieeieet et e e e e e e e e e e e e e et e et e et e et ee e eanereneeanns 75
Representativeness and generaliSalLY............iuuierieeueeeie e erir e e esi e et e s e erae et e eaeranereeeaneeenns 77
The nature of mental health problems encountergatdgtice NUISES........ooveiiiiiii i e 79
Co-morbidity and mental NEAIA. .........cii i e e e —na 81
Mental health interventions performed DY PraCtigESBS......cvoviiiiieieii i r e e e eae e 82
(070 )=V oo = (T g I Vg Lo = (= = PP 87
Preference for mental health education and perddeaaning NEEAS.......ccvvveiiiiiiiiiiii e areenas 90
EUCAIONAI BAITIEIS ...t ctt ettt ettt ettt e e et e e et e ettt s e e et e e e eta s e e ta e e et e e et e eea e e et e e ean s e enamnaseeenaeennaaees 93



(0707 Tel 1] To] o N T UPRTUPPIRPPI 96
Chapter 7.Conclusion and impPliCAtIONS ..........uceiiiaii e 97
a1 e= T TR TR o) A1 o L=y [N o 1Y 97
Summary of IMmpPliCatioNS fOr NUISING ... cvuiit e e e e eee e e et e et e e e e et e et e et e ean e e e eeensees 9.9
IMplications for FUthEr FESEAICHL. ... ...t et e e e e e e e e e et e e e a e eaneeens 101

[0 [o TSy T T JRST 7 1 =) 14 1< o AP 104
Y o] 01T o [ o PP 105
APPENTIX Az QUESTIONNAILE. .. evueeneeeneeteeeteeeeeeeeet e eet s et e erare s eenreenrarneeteeeneeneeaeennreraaennnseens 105
APPENTIX C PractiCe NUISES lBIBL. ... vtuertirteeiiettreeteeetreeteeenereneeeteertreeterseesnrernsrenresnneensernines 117
Appendix D Participant INfOrmation SHEEL.........vuuiiiiii e e e e e ereer e et e e e e e et e e e eanas 119
Appendix E Participation ShEet for Prize GraW..........uvveeruieiirieeeiieeeiiiieeseeeereneeeesnaeeeraaeesteessneeesnanss 122
Appendix F Research assistant confidentiality amBIB ... ..........oveeeuieeeriiererieerrierriererneeessaeeerneeenn 123
F Yoo T=Ta L [ T = =Y TP PRSPPTR 124
Appendix H Letter to practices informing them tha incentive had been won..........cocviiiiiiiiiiinvnnnn, 125
Appendix | Variables used t0 iNPUL INIO SPSS.....u.iiuriieertieeerieertieeetrersieeernneeerenaeeesaeersteersieesnns 126
APPENIX J- ETNICS GPPIOVAL 1eevtueirtieiiteeitieeteteeeeteeesteesraneserstrestasessteestaseestaeeetnteesssessrnnasenes 132
REIEIENCES ...t e et e e e e 133

-Vi -



List of tables

Table A. Reasons why practices were withdrawn fsample 41
Table 1. Demographics of respondents compared misivly of health 58
Table 2. Practice nurses qualifications comparédditostry of Health 58
Table 3. Types of practice setting and hours wodeed practice nurses 60

Table 4. No. and frequency if practice nurse entagrwith people with a mental

illness 61
Table 5. Frequency of practice nurses encountgpaténts by age 62
Table 6. Practice nurses knowledge of mental healtiditions 64

Table 7. Mental health conditions practice nursesvieast knowledgeable about 65

Table 8. Number of interventions undertaken by ficacurses 67
Table 9. Mental health interventions currently utaleen by practice nurses 67
Table 10. Confidence in interventions performeglgctice nurses 68

Table 11. Comparison between practice nurses weitfnest and those with hospital based
training and mental health activity undertaken byses 69

Table 12. Comparison between practice nurses weitjnest and those with hospital based
training in Confidence at performing interventions 69

Table 13. Liaison between practice nurses and rhieeédth services 72

- Vii -



Chapter 1. Introduction to this project

In recent years there has been a shift in the pi@mviof mental health care from mainly
hospital based services to GP and community ledcgs. This has been driven by health
policy both here in New Zealand (NZ) and internadity (Mental Health Commission,
1998; Ministry of Health, [MOH] 2002, 2006a; Worldealth Organisation, 2001). In New
Zealand (NZ) this has led to hospital services rm@ing only funded to treat 3% of the
population who have a severe and enduring mentedss. Primary Health Organisations
(PHOs) are now expected to take on the resportgiloiicare for patients who experience
mild to moderate mental illness. This is termedhi@Blueprint for Mental Healti(Mental
Health Commission, 1998) as the 17% of populatidrovat any one time will have a

discernable mental illness.

Practice nurses (PNs) are the largest group ofgmyirhealthcare nurses who work in PHOs
and 31-48% of patients will visit a primary heafifactice at last twice in any year, with
50% of these patients only seeing the PN for treatr{Ministry of Health [MOH], 2008). It

is therefore important that these nurses havedguaisite skills and knowledge to care for
and improve health for patients. Successful implgaten of thePrimary Health Care
Strategy(King, 2001) is reliant on primary health care sas for their success (MOH 2008).
Given that one in four people experience a mefiteds at some time in their lives and
current health policy recommends that primary caey the burden of responsibility for
caring for patients with a mental health conceiis itnportant that the PNs can address this
need. To date very little NZ research has lookedNg and mental health with the majority
being centred on the needs of general practitiof@@®. This thesis reports on a study that

investigates the educational needs of PNs to canesiople who have a mental illness.

The rationale for the choice of PNs over any ottefmable community nurses, for example
district nurses is that PNs make up the largestad community nurses, 21% of the total
community nurse population. Practice nurses alsenpially see 80% of the patients in their
practice at least yearly, and some patients may baVe consultations with a PN when

visiting a practice. Practice nurses are therefiora prime position to know their patients

-1-



and develop a therapeutic relationship with theohsmbe able to pick up subtle clues about
their mental state. They are also in a positioadminister screening tools including mental
health assessment tools prior to consultation witGP, thus increasing the possibility of
diagnosing a mental iliness. Practice nurses camlaise with the GP about their concerns

and advocating for the patient when the patienhable to so for themselves.

This research was completed using a descriptiveoetpry methodology. The survey was
method and this was chosenitaallows for description of specific details ab@ampacting

variables such as knowledge and identifies theulraqy with which phenomena occur
(Polit & Beck, 2006). A self-administered postalegtionnaire was developed for this
project (Appendix A) and validated by peer reviemd gpre-test. Data gathered included
demographics, nurses encounters, interventionsnpeetl, and perceived learning needs in
mental health. This project was designed to proeidmapshot of the present situation for
PNs dealing with patients presenting with mentalliheconcerns and a starting point for

educators to provide relevant education to thisigraf nurses.

Researcher’s background and interest in this topic

As a mental health nurse who has never worked nviplimary health, the topic of PN
educational needs in mental health came to melamgconvoluted manner. During recent
years | have worked in and around mental healthraedtal health education. | have spent
one year as a key worker in a community mentalthgabm and two years as a lecturer
teaching undergraduate nurses where part of mywaketo help deliver the mental health
papers and supervise students on placement. Astaninealth educator | work across the
whole of mental health and addiction services. Thigerience has given me a

comprehensive knowledge of mental health servicessa the region.

As a key worker in the community | would have on naseload patients where some of
their physical needs were not being met by theiroGpractice nurse. These needs included
blood pressure or diabetic monitoring and assessmwaich are important for these patients
general health. | also had approximately 10 patigritom | knew with some closer follow-

up from a PN would no longer need to be in mengllth services. For example, | had



patients who would walk from the other end of towast their GP surgery, a distance of
seven kilometres, to community mental health fagirttdepot injection. These patients
mental illness had been stable for a number ofsyaad required limited input from mental
health services. They adhered to their medicategime, were not under the compulsory
treatment orders or on psychiatrists review, amy tvere “mentally fit” to be discharged
back to their GP. Their illness was no longer ddsss severe. On occasion when | enquired
at their GP surgery if they could have their inj@ctthere, | was told that the nurses didn’t

have the time, skills or knowledge about the ditoggive depot injections.

As a lecturer working in undergraduate educatitedame concerned about the amount of
mental health theory and experience in the programwas not sufficient to prepare nurses
for working in mental health settings as a regeslenurse. Mental health placements for
student nurses were short (two-three week placesnesntd often not meeting the learning
needs. For example a three week placement on antienveard with a limited range of
psychiatric problems being substituted for the nmymprehensive experience gained in an
acute psychiatric placement. Whilst working in eatian, | also frequently networked with
all types of community placements and PNs wouldrofhform me that they have concerns
about caring for patients with mental illness withthe community, particularly about

feeling inadequate in their preparation for thigro

As mental health educator for secondary mentalinasarvices, part of my role was to help
implement primary mental health strategies, lookitighe services supplied by our local
practices and provide education where needs afiiséalking to PNs about their learning
needs | usually got one of two responsemed to know everythingrit doesn’t affect me, |
don’t deal with mental health patientBhis did not help me quantify their needs suffitig

to enable me to design a programme to help my mamunity.

As well as working in mental health education loajzrovided clinical supervision and
support to a mental health nurse who developeda frimary mental health initiative. This
nurse worked in a GP practice to provide educatiaison and assistance to the nurses and

doctors in that area. Her role was also to help Wbdik with, assess and refer appropriately



people with mental health problems. This nurse dourer role confusing. General
practitioners and PNs expected her to assesst@hawith mental health problems in the
practice and carry a caseload of “difficult pat&ntan impossible situation that left her
frustrated and worn out. This unfortunately led teereluctantly resign from this position

(Personal communication).

What | concluded from my experiences is that:

* Primary health policy is being implemented and gatients with the mild to moderate
mental health concerns, treatment is no longerddnd secondary services.

« Patients are being cared for within mental heatttvises when their condition dictates
that they should be cared for by primary healtivises. Successful transfer of the patients
into the primary health system depends on having &N GPs with the skills, knowledge
and understanding to care for them. Without fulhgerstanding the context, experience and
current capabilities of PNs, their mental healtbhaadional needs cannot be met.

* Practice nurses were not able to clearly articulaég educational needs in mental health
when | have enquired.

» Mental health nurses working alone in primary Healre cannot provide all the primary
mental health care for patients in the communityfs Peing the largest primary nursing

workforce may have a role to play.

In summary, this topic arose out of my experientenental health, my interest primary
mental health policy and education, discussionk Wiis on this subject and an attempt to
introduce education on mental health for practiegses. Looking at the research |

discovered that very little had been done in theado assist me.

Aims

The aim of this research is to describe the neédNs in mental health education and to
explore what involvement they have with patientthvanental health issue.

Objectives of the study are to:

% Describe the current characteristics of practiosesi

s Examine the nature of mental health problems erteoei by practice nurses



s Describe the mental health interventions curreléiyng used by them

RS

% Identify the perceived learning needs of PNs in taldmealth.

Key terms

Primary healthcare is community based care whicdompasses first contact, continuous,
comprehensive and coordinated care. Primary heathcomprises of a “range of services
from health promotion, screening to diagnosis aadtient of medical conditions” (MOH,

2004b, p.53) and is provided by community basedtihgaactitioners.

Primary health nurses are “Registered nurses witbwledge and expertise in primary
healthcare....Primary healthcare nursing encompgssaglation health, health promotion,
disease prevention, wellness care, first pointooftact care and disease management across
the lifespan” (MOH, 2003, p.1). These nurses deligare in various settings in the
community. This definition covers not only practicerses but also district nurses, Plunket
nurses, dental nurses, school nurses and so onalvhrk with patients in community
settings (Kent, Horsburgh, Lay-Yee, Davies, & Pear2005). The focus of this research is

only practice nurses who are primary healthcarsesiattached to general practice.

Primary mental health is a component of primaryltheare that addresses psychological
distress and illness (MOH, 2004b). Essential sesviaclude early identification of mental
illness, treatment of common disorders and manageofestable psychiatric conditions and

referral to appropriate agencies when needed (\2908).

Liaison/link nurses are psychiatric nurses who walongside primary healthcare
professionals. Their role is often varied but theus tends to be on patients presenting to
primary health and not patients with ongoing meilta¢ss (MOH, 2004b). Their role often
includes liaison and referral between primary aedosdary services to reduce access
barriers to secondary and education for primarytheare teams (hospital) care (Rodenberg,
Bos, O’'Malley, McGeorge, Love, & Dowell, 2004).



Mental illness and mental disorder are used wiis #tudy interchangeably. They are
defined as a disorder of the mind that interfereth \& person’s cognitive, emotional or

social abilities (Pederson, 2007). It can be camirs or intermittent in nature and the
Mental Health (Compulsory Assessment and TreatmAwt) (1992) states that mental

disorder is “characterised by delusions or by disms of mood or perception or volition or

cognition” (p.8). Mental illness makes up five bet10 leading causes of disability. Twenty
four percent of patients attending a GP will havauaent mental disorder and another 9%
will have a mild sub-clinical disorder which doest meet diagnostic criteria (The MaGPle
Research Group, (MaGPle), 2003).

Justification of this research

In recent years there has been a plethora of @sedrich has looked at the provision of
mental health facilities in the community and ediacaof GPs in practice (Corney, 1994;
MaGPle, 2003, 2005; Rodenberg, et al., 2004); lyetet has been little recent research that
has looked at the skill level of PNs caring forigatts with a mental health concern. There
has also been debate over what role PNs shoulditakiee implementation of primary
mental health care in terms of assessment, gagAgemanagement of care and liaison
with GP and community psychiatric teams therefessearch in this topic is timely (Millar,
Garland, Ross, Kendrick, & Burns, 1999; MOH, 2003).

After examining the literature and in the lightafrrent interest in mental health issues and
government policy in primary health, ensuring tR¥Ns have the requisite skills to help
patients with mental health issues is paramounan@ying the mental health interventions
currently undertaken by PNs has not been addrdssexdin NZ and therefore there is no
acknowledgment of this aspect of their work. Neeegsh in NZ has examined the skill level
of PNs in mental health or quantified their leaghnequirements in this field. When this is
known, it will allow for the development of locablicy on education of PNs to ensure that
any gaps in mental health education can be addte3$es should enable PNs to better

assess, treat and support people with a mentasin



Thesis overview

Chapter 1 introduced this study and discussed hsatapic arose for me as a mental health
nurse and lecturer. It described my beliefs thaeed for basic mental health education for
PNs could potentially provide better outcomes fatignts who present in mental distress in
primary care. It introduced the methodology, aimd abjectives of this study, justified the
research and placed it in the realm of primary theaising key Ministry of Health

documents.

Chapter 2 gives an overview of primary healthcagevises. It discusses what types of
conditions PNs might meet in their everyday workluding age related illness and co-
morbidity. The important role of these nurses iplesed in relation to what is known about

primary mental health services.

Chapter 3 reports the findings of the literatur@e® undertaken related to practice nurses
role with patients presenting with mental illneBemographics and qualifications of PNs
and how these qualifications may be of assistamtieem in providing of mental health care
to patients are examined. It describes the reseatohmental health interventions PNs
perform in their work. Training and developmentuss are investigated with particular
focus on how and by whom. Knowledge gaps in theaesh are explained in relation to this

literature search.

Chapter 4 is the methodology chapter where an eaptan and justification is presented.
Descriptive exploratory research with survey asho@twas used as little is known about the
topic. The study is predominantly quantitative eture with a small qualitative aspect to
clarify answers. The development and validation tké questionnaire is discussed.
Justification is provided for the sample choice d@he recruitment process is explained.

Analysis tools, ethical and Treaty of Waitangi ddesations are discussed.

Chapter 5 presents the findings of this researdie @emographics of the sample are
explored in relation to known demographics of prynbealth nurses. Findings related to

PNs encounters with patients experiencing a malitedss, intervention performed and



confidence in caring for these patients are exploRractice nurses perceived learning

requirements within this area are identified.

Chapter 6 relates these findings to the knownaitee and discusses the implications of the
results. Several themes emerged from this studgsdinclude collaboration and referral
issues with mental health services, the low conftedevels in performing interventions for
patients and the vast range of patients that nunget every day in the course of their work.
Educational themes centred on particular mentaltthemnditions, the provider of this

education and who this should be and barrierseg@tbvision of this education.

Chapter 7 is the final chapter and expands onnipdications of this research for nursing. It
explores the limitations of this research. It listkanges that | would make to the
questionnaire if | were to repeat the project amgplications for further research are

explored.



Chapter 2. Background to primary mental health

General practitioners (GPs) and primary health misgaions (PHO) are the first point of
contact for the majority of patients experiencingnantal illness and may be the only
contact for up to 75% of patients (Bambling et 2007). This chapter focuses on the rates
and types of mental illness seen within generattira. It explores the concept of co-morbid
conditions and examines mental illness concerngsadhe lifespan. The chapter explores
the current practice nurses (PN) role within priynaealth with particular attention to the
PN role screening for mental health concerns. Thapter 3 examines the role of the PN
caring for patients expressing a mental health @omin detail. It discusses the educational

needs of these nurses in some depth.

Several key MOH strategies have been releasedpaybh&le services around which primary
health policy should be implemented and defining tble of primary health in providing
these services. They do little to say how to penfdhis role or what education primary
health care staff need, in order to carry out thie (King, 2001; MOH, 2004a, 2004b,
2006a). New primary mental health liaison roles ahdred care models have been created
to help fulfil this policy but these are not startiahroughout NZ (Nelson, Fowler,
Cumming, Peterson, & Phillips, 2003; Rodenberglet2804). Without knowing the basic
mental health knowledge, skill level and educatioe®ds of, the PN; it is difficult to align

policy with practice.

Structure and funding of primary health organisations and general practice

Primary health organisations are local bodies nesipte for improving the health outcomes,
delivering and coordinating primary health careéheir enrolled population (MOH, 2004a).

They oversee the work of doctors, nurses, midw#ed other health professionals who
provide care for patients. The first PHOs on NevalZed were set up in 2002 and now
number 81 nationally (MOH, 2007). They are mainiynded from government using a
capitation formula based on the number and charsiits of the population enrolled.

Funding is dependent on age, gender, ethnicityl ldeprivation and whether the patient is a
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holder of a community services card. High userhedlth care services, such as patients
with chronic conditions, including mental healtlancalso attract additional funding under

The Care Plus programme which targets patients @htionic conditions such as mental

health so that the patient receives low cost expanservice to cater for their needs

(Finlayson, Sheridan, & Cumming, 2009; MOH, 2002072).

The Primary Health Care Strate@ilOH, 2001) developed a particular funding apphotc
rural areas with less than 10,000 people. Herdtiaddl funding, which not only takes onto
account the scarcity of population but also thdidlifties providing a service in isolation,
workforce development and staff retention issuedtaEfunding can also be made available
to support rural initiatives under the Rural Inittas Fund (MOH, 2002, 2007). Accident
Compensation Committee (ACC), a universal sociauiance system can make part-
payment towards costs for self harming which vievgdACC as an accident. Patients

consulting with a general practitioner or a PN akso pay a part-charge.

Types of mental health disorders seen in primary hadth

Mental illness is defined as a disorder of the ntimat interferes with a person’s cognitive,
emotional or social abilities. It is associated hwsignificant physical disability and
increased mortality (Dean & Thuras, 2009; Goldb®ri@ater, 1996). It is recognised that in
New Zealand (NZ), 80% of patients will visit thgeneral practice (GP) at least once per
year and 35% of the patients will have a mentakgs (MaGPle, 2003). However, in up to
50% of people visiting their GP, the existencelait mental illness goes undiagnosed and
treated. International research has reported sirfigares (Goldberg & Gater; Happell &
Platania-Phung, 2005; Holdaway, 2003; MaGPle, 2006H, 2002; Reid, 2005; Roy-
Byrne et al., 2000; Warner, 1998).

The Ministry of Health (MOH) in ThéNew Zealand Mental Health Survégompleted in

2004) surveyed 13,000 people aged 16 and over (MZI®6b). The survey reported
findings on the prevalence of four major groupimjsmental health. These were mood,
anxiety, substance abuse and eating disorders. dungey revealed that 40% of New

Zealanders will experience a mental illness at tme in their lives. Other research has
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found that 25% of the population will have a disedrle mental illness at anytime and a
further 9% will have a sub-threshold disorder, acses disorder is rated at 5%, a moderate
disorder 9% and a mild disorder 7% (MaGPle, 2008 MOH go on to say that 21% of
the population will experience a mental disordethimi any 12 months. Internationally
Ansseau et al. (2004) in a large Dutch study fotirad 40% of the population will have a
mental illness and Ansseau et al. also point dtgrénces in reported rates of mental iliness
in primary health will vary from country to countrjhese authors argue the differences are
because of methodologies and diagnosing criteed.uBhis makes identification of the true

rates of mental illness difficult.

The most prevalent mental illness reported in comitias is depression. Goodyear-Smith et
al. (2004) in their NZ study stated that 43% ofigrals completing a lifestyle questionnaire
had an identified risk of depression. The lowegporeed figure for depression was
approximately 20% in the NZ research conductechbyMaGPle research group (2003) and
the highest rate was 59% in a German study (Mdrgl.e2007). Other studies, (Andrews,
Issakidis, & Carter, 2001; Parker, Hetrick, Purc&lIGillies, 2008; Patel, Flisher, Hetrick,

& McGarry, 2007; Rucci et al., 2002) quote figuramging between these two numbers.
Andrews, Sanderson, Corry and Lapsley (2000) sketeirrespective of international rates

of depression, it will be ranked second in the @ldbhisease burden by the year 2020.

Anxiety disorders are the second most common mdhitaks seen in primary health, with
rates here ranging from 11% in Mergl et al.’s (200#ernational study to 20.7% in NZ
MaGPle (2003). Somatoform disorders (physical spmptvhere no organic cause can be
found) are also reported in high numbers, rangmgfl8 -26% by Ansseau et al. (2004)
and Mergl et al. respectfully. Other reported digrs are drug and alcohol addictions,
obsessive-compulsive disorders, eating disordellsdgathymias (Ansseau, et al.; Rucci, et
al., 2002).

Co-morbidity

A further complication to the assessment diagnast treatment of patients with a mental

illness is that of co-morbidity and mental illnesghis has been widely explored
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internationally in recent years and can have boginysical and a mental component. That
is, mental illness where there is simultaneous atelihess present and/or a coexisting
physical illness present (Andrews et al., 2001;®as et al., 2004; Dean & Thuras, 2009;
MaGPle, 2003; Mergl et al., 2007). The mental Beonditions that occur simultaneously
are not surprisingly the most common conditiong)ezimood disorder with somatoform or
mood with anxiety. Ansseau et al. while descriltimgse as “hidden” psychiatric conditions
states that 8% of presenting patients will havethakke disorders together. Andrews et al.
state that these conditions are often missed becpatents will often only discuss the
condition that bothers them the most. GPs identifiad treated this main complaint only,

even when they recognised the patient had moreahamlisorder.

Physical illness and severe mental illness are kntwgo hand in hand with lower life
expectancy, increased levels of diabetes, cardiola@sdisease, respiratory disease, weight
problems and conditions caused by low socio-ecoaostatus (Dean & Thuras, 2009;
Goldberg & Gater, 1996; Happell & Platania-Phur@)%2, Holdaway, 2003; MaGPle, 2005;
MOH, 2002; Reid, 2005; Roy-Byrne, et al., 2000; War 1998). Goldberg and Gater
described the most common physical aspects of @& tmimoderate mental illness with the
most common being pain, poor sleep and a varietsoaiatic complaints where no cause
can be found. Andrews et al., (2001) report sigaiiit levels of disability within this group
with differing mental disorders but do not descnileat they mean by the term disability.
Phelan, Stradins and Morrison (2001) discussed reeweental illness and physical
problems. They state there is a strong link betwamr physical health and mental illness
and that this is often neglected in primary healtey go on to say that the high morbidity
(occurrence of disease) and mortality (death) aateng those who are mentally unwell is
due to natural causes such as eating poorly, smokioor exercise regimes and poor
socioeconomic status. They advocate for primanytinend mental health services to be
“imaginative” in caring for these patients and shgrthe care when necessary and look

more holistically at caring for these patients.

lacovides and Siamouli (2008) also examined theessof mental illness and co-morbid

somatic disorders of patients admitted to hospiah a mental illness and stated the
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problem is more complex. They report that 50% diigoés have a known medical co-
morbidity and 35% had an undiagnosed problem. Thim mwause of death in these patients
was obesity, hypertension and chronic and obstreigtulmonary disease problems. Co-
morbid problems of mental health patients were disied as gastrointestinal disease,

hypertension, heart disease, asthma, diabetegdumedid malignant neoplasms.

lacovides and Siamouli (2008) further describe lagwhysical iliness can be a precursor to a
mental illness. Depression and anxiety disorderparticular are associated with chronic
conditions such as back, neck, arthritic and migraionditions. They state that determining
etiological relationships between mental and phatseonditions is difficult due to the

“chicken and egg” syndrome.

Mental iliness across the age span

Mental illness and diagnosis vary with age. A rédarge multi-national study found the
predominant childhood disorders in order of prewede are anxiety disorders (16%)
oppositional/conduct disorder (15%) substance afil@¥) and depression (10%), (Bittner
et al., 2007). These authors describe a definite With anxiety disorders in children and
psychiatric disorders in adolescence particulafyprdssion. An American retrospective
study found similar results with anxiety being thmst common childhood psychiatric
disorder, with a median age of onset at 11 yeatshalt they also link these disorders with
adult anxiety conditions advocating for intervensoat a young age to prevent adult

problems (Gregory et al. 2007).

At adolescence one of the most significant mengalth problems is drug and alcohol
abuse. In NZ the rate of cannabis use alone igtegpat 31% (O’Grady, Pettit & Ng, 2003).
Further, 41% of Australian youth admit to being ulag users (Rey, Sawyer, Raphael,
Patton, & Lynskey, 2002). Cannabis abuse especrtign mixed with alcohol has been
shown to have many physical and psychiatric effdntthe United States of America where
the use of marijuana is also high, at least 40%dofescents have used this drug; problems
with memory, completing intelligence tests and ratten span have been noted, especially

when mixed with alcohol. Teenagers may also be madeerable to the effects of
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marijuana as the brain is still developing throwglolescence (Padula, Schweinsburg, &
Tapert, 2007).

Psychiatric co-morbid problems and cannabis abreseall known and researched. As well
as depression it is associated with suicidal ideatischizophrenia and psychosis, and
anxiety disorders (Johns, 2001; Rey & Tenant, 2602 et al., 2002). Rey and Tenant in
their literature review, describe the evidence dodirect causal relationship between the
amount of cannabis consumed and both the onsetyohpsis and relapse of schizophrenic
conditions with an overall increased risk of schizeenia of 30%. Griswold, Aronoff,
Kernan and Khan (2008) describe a co-morbid melhass rate of 60-75% in substance
abuse disorders of adolescents and advocate fef &creening tools administered by
physicians in primary care to help with diagno¥isunger adults and adolescents may have
a higher risk of co-morbidity than the general pagian, especially alcohol/substance abuse
and depression where a significant association faasd between these factors (Fleming,
Mason, Mazza, Abbott, & Catalano, 2008).

It has been estimated that one fifth of people @%eyears experience a mental illness at any
one time with the most common conditions being dameand depression (Holsinger,
Deveau, Boutani, & Williams, 2007; Hsu, Moyle, Gige& Venturato, 2005). While many
patients suffering with dementia will be manageeloherly care settings and therefore may
not be seen within primary health, older age p#ievith mild depression are evident in
primary care. Fujisawa et al., (2005) state thdtl mub-threshold depression left untreated
increases the risk of suicide and may be the calusereasing suicide rates in Japan among
the elderly population. Their study does have sewantextual limitations which they
themselves note. Both Fujisawa et al. and Hsu. ettatle that depression in the elderly may
be missed due to the focus being on medical complamn this age group. Both advocate
strongly for screening in primary health to prevemssing sub-threshold depression and
state this need not be elaborate but take the &raery simple self rating questionnaires.
Holsinger et al. in their study which assessedousriscreening tools for dementia, state that

they can be used in primary care but are not relifdv their diagnostic accuracy.
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Primary health care nursing

Happell and Platania-Phung (2005) argue that niaseshe most common group of health
professionals who come in contact with people depemg mental illness and so have a
potentially important role to play in detection anthnagement of patients with mental
health issues. While all primary health nurses d¢arepatients with mental health issues,
with the implementation of primary health policigs,is principally PNs as the largest
workforce working within PHO or GP practices whdlvpotentially provide much of this

care.

Role of the practice nurse

The current work characteristics of PNs are a testilthe recent development within
primary health arising out of the national primdrgalth care political movement of the
1970s and 1980s. Theational Primary Care Survey of 2001-20@ked closely at the
demographics and role of PNs (MOH, 2005). This regemonstrated that most PNs work
within private GP practices. They are further désad as “ageing” with many years nursing
experience, and the majority of them are femalereovdMaori. Few have nursing degrees
and their postgraduate education has tended tcs foouprofessional certificates and not
postgraduate study. Since the completion of tipsntein 2002 the PHO systems have been
introduced to primary health, only degree nursegehbeen trained and there is now
increased access to postgraduate education. Therdf® demographics of PNs may have

changed.

Key activities of the PN within this report includaurse-led clinics for disease state
management such as diabetes, health care scredmisgings, antenatal care, contraception
and advice on child care and lifestyle (MOH, 2005j.note 63% of the nurses surveyed
responded that they gave counselling but the tymeunselling was not qualified. No other
potential mental health intervention was mentiorigdhty eight percent of patients they see
will specifically make appointments to see PNs &2& of PNs make home visits. This
makes these nurses in a prime position to know tetients and potentially their family
situation.
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Finlayson et al. (2009) in their survey of genepahctice staff looking at the nursing
interventions in primary health care broadly conaith earlier MOH findings around the
types of work undertaken by practice nurses. Heey interviewed 384 PNs examining
issues around primary health care and PHOs. Tregg $hat approximately 30% of PNs
provide a service for mental health. Unfortunatilgse results are not discussed in any
depth, and the details of the mental health caseiged, is not discussed at all and the table
which displays this figure is poorly explained. &ivthe significance of mental health in

primary health care, this disappoints.

Screening for mental illness

Another common task for PNs is that of screenintiepts for particular illness. Screening
tools have been available for many years and usedessfully by nurses within general
practice internationally. These tools can be usecrthance early detection and health
promotion of physical and mental health and illnesoss the lifespan (Goodyear-Smith et
al., 2004; McMenamin, 2005; Rodreguez, Bauer, Mdltom & Grembach, 1999; Watts et
al., 2002). The World Health Organisation (19963 hdvocated for some time for physical,
psychological, social, and environmental healthesomng in primary health and
recommends four domains of assessment when scgeebDiespite these international
recommendations, screening tests for MH are noglyidsed within NZ irrespective of the
fact that they are well received by patients arsy ¢a use by practitioners (Goodyear-Smith
et al.). McMenamin further advocates for opporttiaiscreening for all patients attending
their GP completed by PN and states the barrietiseio use included lack of available time

and training issues for these nurses.

There are many types of screening tools availaitedifferent ones for different ages and
conditions but it is important that these are e@msydminister and not time consuming
(Fujisawa, et al., 2005). In late 2008 after thenowncement of this study, tHélew

Zealand Guidelines Group (NZGG) published a gundebn identification and management

of common primary health mental illness. Here assesit algorithms and screening tools

' The NZGG is an independent, not-for-profit orgaticsaset up to promote delivery of health based on
evidence. It is concerned with guidelines developna@d implementation. It is funded from MOH( NZGG,
nd)
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were published for all age groups and severity ehtal illness which are designed for all
health practitioners to use in primary health. Ehage generally simple, easy to follow and
require only the minimum of training. This documerido sets out the types of tools and
assessment by age making it easy to use in thesettalg. In children and adolescents the
HEEADSSS assessment tool can be used (Acronym fomed Education, Eating,
Activities, Drugs, Sexuality Suicide/depressionda8afety) (NZGG, 2008). This is a
comprehensive tool looking at all elements of adhilife and so aids mental illness
detection. Other childhood screening tools inclifeARTS for psychosocial issues, and
CRAFT for substance/alcohol abuse (Bittner et2flQ7; Gregory et al., 2007).

Common adult tools include the Beck Depressionntmg, mini mental state examination
(MMSE) and the Edinburgh Post Natal DepressioneSaddich are designed to be used in
any care setting but may be lengthy for primaryithe@larvey & Pun, 2007; White, 2008).
The Kessler 10 (K10) tool is a very brief simpleltdesigned specifically for primary health
nurses to use (MOH, 2008). Other primary healthcifipetools include the Generalised
Anxiety Disorder Scale (GAD-7), Alcohol Use Disorddentification Test (AUDIT) and
the Case finding and Help Assessment Tool (CHAM the elderly most of the assessment
scales concentrate on depression and dementiathetseriatric Depression Scale (GDS)
and the Alzheimer’s Disease Screen for Primary QARS-PC) being used respectively
(Grober, Hall, Lipton, & Teresi, 2008; Hsu et &005 ).

McMenamin (2005) in his study into primary healtneening in NZ acknowledges that the
international evidenced-based guidelines stateemorg within primary health should also

include elements of mental health as well as dnug alcohol addictions. He state the
barriers to use of these tools included PNs tintelack of education in the use of the tools.
No mention was made within the research regardimegeducational requirement of the

nurses with using mental health screening toolc&seful uptake of the screening tool used
in McMenamin’s research depended on the suppdheoGP, both in the use of the tool and
to assist with the allocation of protected time floe nurse. Goodyear-Smith et al. (2004)
found no such limitations but also do not state twdducation was needed or provided to

staff during the trial.
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What practice nurses can do for patients: The untaped potential

Practice nurses are in a prime position to det@dy evarning signs of mental illness before
it becomes chronic, provide patient support and thossibly lessen the need for GP and
mental health services consultation (Thomas & Ogria®93). When the need is apparent
they can liaise with the GP and mental health sesvensuring the patient gets the best care
at the best time. This relies on the PN’s abildydetect the presence of mental illness.
Screening tools are often used to identify the sgvef the mental illness ranging from
severe to sub-threshold disorders (Andrews et28l01; Ansseau et al.,, 2004; MaGPle,
2003; Patel et al., 2007; Rucci et al.,, 2003). Euwhors argue that a sub-threshold
psychiatric disorder is an illness that falls shafria conventional mental health taxonomy
system such as the DSM classification for menbaéds used for diagnosing mental illness
in NZ (American Psychiatric Association, 2000). é@iftpatients with these sub-threshold
disorders do not require pharmaceutical intervestigpecialist help, or even GP contact but
knowledge about how to monitor and help themse(#@don, Von Korff, Lin, & Simon,
2001; NZGG, 2008). While sub-threshold disordens ba described as a milder form of
mental illness, they are nonetheless still assediatith significant functional impairment.
Rucci et al. argued that these patients are adsdciaith increasing rates of service
utilisation, are at an increased risk of developago-morbid physical and/or mental
condition and are also at increased risk of devetp@ severe form of mental illness.

Therefore it is important that these issues areessed early.

Early intervention, which often relies on adequsteeening, has been shown to improve
outcomes for milder, sub-threshold disorders. Happropriate help may simply be
education for the patient, self help strategies psythosocial support all interventions a
nurse can perform (Andrews et al., 2001; Patel.e2807; Parker et al., 2008). PNs can
thus complement the care provided by GPs monitoangatient's ongoing illness,
enhancing patient’'s self care at the same timeimgokor signs of co-morbidity and
facilitating referrals to specialist mental hea#térvices or further GP contact if needed
(Katon et al., 2001).
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New Zealand Guidelines Group, (2008) define ther@® as that of diagnosis and treatment
while the PN should focus on “preventative actesti health maintenance and management
of long term disorders” (p.19). They recommend aerghared care approach between the
GP and the PN where tasks in this collaborationldvtye screening, diagnosis, treatment

interventions, patient education, self managemeampart and liaison.

Where PNs have been trained to provide brief itetions for more severe forms of mental
illness for example depression improved outcomes Heen demonstrated. A study was
discussed by Katon et al. (2001) where depresswehpafrom 46 primary care clinics were
randomised into two groups. Here patients weregassli to usual care from their GP or care
where nurses were trained to provide assessmergnpaducation, monitoring, follow-up
support and medication management. Patients hatbweg symptomatic and functional

outcomes in the nurse-led clinics compared to #Htepts assigned to the GP.

Conclusion

Research cannot agree on the exact levels of m#énéas within the general population and
therefore it is difficult to gauge the level of ¢aats with patients experiencing a mental
health concern. The three main disorders foundlepeession, anxiety and somatoform and
vary across the lifespan. Often a person has ni@e one mental illness existing at one
time or a mental illness can be associated a phlydiicess. The diagnosis of mental illness
is often missed and nurses can be the first pdimoatact with patients with many PNs

doing initial health assessments and triaging ptgidVith restrictions on the cost and time
of GP consultations; PNs potentially have an imgrtrtrole to play in the assessment

treatment and diagnosis of mental iliness.

The research on the role of the PN within NZ hasceatrated on aspects of the work
related to physical health. Recent primary mengalth guidelines advocate for PNs to be
using a shared care approach with a GP and togedwrief interventions for patients where
screening tools, a validated measure to aid itypts of health detection, could be used to
identify sub-threshold psychiatric illness. Theseno NZ based research which looks at the

education needs of PNs in the use of these toolsjsnthere any NZ research into how
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prevalent these tools are among practice nursesn&kt chapter looks more closely at the
role of the PN with patients experiencing mentadlthe problems and discusses what is
known about their educational requirements in menéalth. It explores the barriers to

receiving education in primary health and reswit$i on providing education to these nurses

ending with a short discussion on who should previds education.
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Chapter 3. Literature review

This chapter presents the findings from the litematreview that explored what is known
about practice nurses (PN) role within primary tieahd their educational needs in working
with people with a mental health need. After distug the search strategy, this chapter
presents the basic known demographics and qudiifita of practice nurses. It then
describes what is known about the role of PNs lation to their mental health work and
then seeks to qualify their learning requirementshis field. This chapter concludes with

the literature on who should provide this education

Search strategy and results

The literature search initially looked for EngliEinguage research on PNs’ experience and
education in mental health. Due to the lack of aese on this specific group, this was
expanded to other groups of community nurses whoecander the umbrella of primary
health nurse. Initially the focus was on locatirggaarch from New Zealand (NZ) and
Australia. As there were limited publications aghle the search was expanded to countries
where there is a similarity within the health cateicture, for example the United Kingdom
(UK). Due to the restriction of library access fr@amural area, and inter-library loan costs
mounting up, full text journals had to either beaitable electronically or via the local
hospital library.

Bibliographical databases were searched includimg@ative Index to Nursing and Allied
Health Literature (CINAHL), PsychINFO, Medline, PRRTRICLES and Cochrane Library
with dates ranging from 1995-2009. Journals wereessed either directly through these
databases or via Victoria University of Wellinggmurnal finder. Ministry of Health (MOH)
website was also searched to locate key documelaing to primary and mental health

issues.

Key words of practice nurse, primary health, comityunurse, mental health, general

practitioner (GP), community, and education weredush combinations to locate the
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publications. The literature search was updateBebruary 2009 with a full search of the
databases.

While it is acknowledged that this review is nohaustive, the literature used within this
review, for the most part was difficult to locat€éhe demographic information on NZ
practice nurses is particularly outdated with otwo national surveys looking at this
population. The majority of PN research has comesed on the physical aspects of their
work with very little written about the mental h#mlinterventions performed by them.
Therefore at times this review refers to the wigesup of community nurses or primary
nurses were used for comparison. The preponderdrtbe research has come from the UK
and only one NZ literature review has examined aldmalth educational needs of PNs but
this is limited to the field of depression (Renwi@007). In recent times much has been
written about shared care models in primary heals too is discussed although not

extensively as this is not the main focus of tksearch.

Qualification and Demographics of nurses working wthin primary care

In 2001 the Ministry of Health undertook a survdyatl primary health care nurses to
ascertain any obstacles in implementing primare gaolicies (MOH, 2003). This report,

which highlighted the present qualifications of Piksund that in New Zealand (NZ), only

21% of nurses practicing within primary health haveomprehensive nursing training and
69% had general hospital nurse educdtionly. These figures concur with the National
Primary Medical Care Survey (Kent, Horsburgh, LageY Davies, & Pearson, 2005), who
in addition, found that the majority of PNs had megialified in excess of 15 years (mean
18.4).

Under-graduate training may not provide sufficigkitls and knowledge for nursing patients
with primary mental health issues. Recently, Hesoler Happell and Martin (2007)
reviewed mental health theory taught to studentsimwicomprehensive trainifigind found

* General hospital trained nurses- where the nurgesrience and education were completed througtspitab
NZNC (2000)

% Comprehensive training - where the nurse has teid=T a degree or diploma through a tertiary iustin in
order to register as a hurse NCNZ (2000)

-22 -



there is still a wide held belief that training Ineware inadequate for practice. This view is
upheld by Kerrison and Chapman (2007) in their ptiodking at the educational needs of
emergency nurses where nurses can be exposed ideavariety and severity of mental
health issues. Here it was found that these nyeseseived that undergraduate education
gave them little confidence or ability to applysiinowledge in practice. Secker, Pidd and
Parham (1999) found that training of PNs had bdelittie or no help with mental health
issues and Holdaway (2003) found only two of eigutses had any direct experience in
mental health. Although Holdaway's statement is radarified further, from my
conversations with PNs, these statistics are th maith nurses expressing they received
minimal if any mental health education, comprehensiaining did not adequately prepare
them for mental health work. According to Redfddorman, Calman, Watson and Murrells
(2002) to be considered competent a nurse needsnaimation of the right knowledge,
skills and attitudeln summary, current research and PNs themselves ety of them do
not consider they have sufficient knowledge, exqgere or education to be competent in

caring for patients with mental iliness.

Gray et al.’s (1999) findings are the exceptiornhis. They found that while all PNs held a
general registration, 18.3% had an additional niemtese registration which exceeds the
comprehensive nurse training on mental health. &Vhidis was a large study (640
respondents) of PNs it was a British survey whéee primary health care system and
undergraduate nurse education, while still degreseth, has longer practice requirements,

generalising the results to NZ context is not dussi

A study by Finlayson et al. released in Februar§®26xamined nursing developments in
primary health care in NZ since the introductiorirePrimary Health Care StrategiKing,
2001). Here the authors state that PHOs provide BNsincreased opportunity for
involvement with mentally ill patients. They des&ihow comprehensive training since the
1980s has included mental health and imply, althalgnot state, that this is sufficient.
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Mental health interventions performed by practice rurses

The types of mental health care provided withincpca settings are hard to quantify from
research yet it is important to ascertain learmeguirements. While it is known that 35% of
patients seeking help from their GP have a dist#enaental illness, it is not known what
proportion of these patients are seen by a nursghat interventions are performed by a
nurse (MOH, 2002).

Both Lee and Knight (2006) and Secker et al. (196@hd that district nurses encountered
and intervened on a wide range of mental healtblpnos. Most common were depression,
anxiety, dementia and addiction/alcohol problemise Thost common interventions were
bereavement counselling, anxiety management anblgmosolving. The district nurses
work mainly with elderly patients in their own horaad only for a short period of time to
care for a particular patient problem and do nottiooie to care for their patients once a
problem has been effectively treated. PNs on therdband can see their patients over a
number of years and for many different issues thezethese is research findings may not

be applicable to the practice nursing.

Secker et al. (1999) undertook a study in Britaioking at mental health training needs of
four groups of primary health care nurses. Herg tiiged focus groups to examine the
mental health issues and training needs of heattoks, school nurses, and practice nurses.
Thirty nurses from two districts within one healhbthority of London participated. One
district however, had fewer participants due toffistq difficulties and only two PNs
participated. District nurses encountered dementi@pression and bereavement issues.
Health visitors could list a wide variety of menkedalth issues from the patients they cared
for, with the most prevalent being postnatal degiogs School nurses became involved with
a student at a teacher’'s request when behaviowmntee@ problem. The illnesses they
encountered were depression, anxiety, drug anchalassues, eating disorders and self
harm. It should be noted that the school nursesedamm one geographical region only. Not
surprisingly the mental health issues confrontedhésith visitors and school nurses centred
on family and childhood issues and while they colid the types of mental illness

encountered within their practice, they do notestahat interventions they themselves
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perform. Only two PNs participated in this studyeTspecific conditions they encountered
were not noted specifically except to say that taegountered a “range of problems” arising
from general nursing services. The most commonruatgion performed was that of
counselling on an informal basis. They rarely ra&pat medication clinics or supervised
medication of the people with mental illness, buthwa sample size of two PNs,

generalizations cannot be made.

In direct contrast, Gray et al.’s. (1999) natiosakvey of 1500 PNs in the UK with a
response rate of 54% resulting in 640 participafdand that 61% of PNs administered
depot medication at least once a month and medicatanagement was the most common
intervention performed. Gray et al. also reportpgraximately 50% of nurses directly gave
advice to patients on depression and its treatm&htsy do not say if the nurses themselves

gave any form of counselling.

In summary, only two studies Gray et al. (1999) &edker et al. (1999) looked directly at
interventions performed by practice nurses. Giveirtconflicting results and their limited
applicability and generalisablity to the New Ze@aano clear conclusions can be drawn on
interventions performed by practice nurses. Itleaicthat community nurses are working
with patients with psychiatric problems across lifespan, but with no consensus in the
types of interventions used, or the types of meiiliaéss encountered it is difficult to

quantify the issues.

Mental health educational needs of practice nurses

Research on educational needs of PNs is scant. &ral (1999) and Russell and Porter
(2002) each found a recurrent theme of educatia®icits was the diagnosing and
recognition of depression, while Lee and KnightQ@0found that treatment options for
depression was a learning need. Lee and Knightfalsad 96% of respondents perceived
their main training need was one of recognitiomntal disorders in general. Depression
was not highlighted specifically and dementia was mentioned at all as a learning need
despite this being classed as the patient group thi2 highest number of mental health

contacts. Gray et al. also stated that signs antpgyns of mental illness were the most
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important intervention requiring training but thdid not give percentages of respondents,
making interpretation of this finding difficult. Sker et al. (1999) do not quantify responses
but states that mental health awareness (termefioted) was an identified training need of
all groups surveyed. The PNs here specifically e@rdasic training in recognising mental

health problems, treatment options and servicesaia

Renwick (2007) reviewed the literature concerningnpry mental health care in New
Zealand with a particular view to improving outcafer patients experiencing depression.
He also highlighted a role for PNs around screenioig depression and stated that
educational alone is “ineffective” at improving ocames but nurses want real skills that they
know will help patients. He advocates for PNs toskéled in performing a number of
interventions including counselling, telephone sarppand be able to provide patient
education around mental health and medication nanegt. He calls for education and
training to be given to PNs to improve recognitaord management of depression. He also

advocates for PNs to attain postgraduate (PG)foraions in primary and mental health.

Russell and Potter (2002) noted that a sound krinelebase was needed for effective
assessment of mental health issues but also nqiectaived variation in knowledge levels.
In addition, they noted that education on speaifiental health disorders was warranted.
These included eating disorders, anxiety managemsettizophrenia, psychosis and

substance abuse.

Training and development issues in practice nursing

Farnham Wood (2005) and Baird (2003a) discussedr&Ning and development issues
finding that the majority of PNs were part-time s whose employing practice often gave
little or no support for professional developmavany PNs have to undertake study in their
own time despite having a training allowance inirtleentract. Baird goes on to say that
while the nurses were able to take time off in lfeu attending education sessions, their
employing GPs would not allow the nurses the tifieTdhey also point out that there are no
training courses in secondary care aimed at PNs thmiting their educational

opportunities. These articles discuss PNs in thiedrKingdom (UK) and so there may be
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contextual differences in the barriers to educatWiith Baird’'s research the methodology

was poorly explained, limiting the validity and gealisablity of the results.

In part four of Baird’s (2003b) series of paperstba study of PNs’ educational needs, she
concentrates on the clinical skills and the edocatli barriers to gaining these skills. Of the
40 nurses interviewed only three had completed selling courses and no other mention is
made of MH related study. Barriers to education Bt included lack of locum cover,

inaccessibility of courses, cost and lack of retev@ourses. Again here the methodology

was lacking within the report which reflects on ttadidity of the findings.

The NZ MOH workforce survey (MOH, 2003) broadly cams with Baird’s (2003b)
findings and highlighted finance as the greatestdrato education followed closely by time
and staffing problems. Employer resistance was oepprted by 4.7% of nurses as a barrier
and lack of available courses was reported by Gi%ractice nurses. This research while
being completed in NZ was also the only study fotmdate barriers in percentages. The

greatest barriers to education were financial 28%tane with 20% of respondents.

Clearly there are barriers to providing educatorPNs in NZ and these may be contextual
to the particular place of work. To understand yfulhe constraints on delivering MH
education more NZ based research needs to be tbiseresearch should ask the PNs about

the barriers and what influences their ability tiead education.

Provision of mental health education to primary heéh nurses

In the delivery of mental health education, jonairiing with community psychiatric nurses
has been seen as beneficial. These nurses perforitarsroles to case managers or key
workers from Community Mental Health (CMH) in NZ.a&ger and Nolan (1999) who
looked at GP perceptions of nurses in primary datend GPs viewed the inclusion of
community psychiatric nurses within the practiceuldoenhance mental health awareness
and the acquisition of skills. However, present hN&ional policy states the case manager
from CMH should be concerned with severe, not relanoderate mental illness which is

the concern of the Primary Health Organisations @BH(Mental Health Commission,
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1998). This different focus could cause role coigiuswithin the practice if these nurses
were assigned to help within practices. This raefasion and delineation was highlighted
as an area of debate by Lee and Knight (2006) acHes et al. (1999). Both these pairs of
authors advocate for greater availability of casmagers to help with capacity building and
advice and support, which could potentially be pérheir role. Secker et al. argue without
this input community teams are unlikely to copehvilte growing burden of mental health

issues. They do not clarify for this statement.

Corney (1994), Goldberg and Gater (1996), MaGP0®%2, and Russell and Potter (2002)
all address issues of primary mental health bug didcuss the issue of providing education
and collaboration for GPs. These studies fail tcogaise the needs of practice nurses.
Craven and Bland (2006) in their best practicesdlaborative mental health care found

that collaboration between GP and mental healtficgeproviders alone has not been shown
to produce skill transfer or enduring changes iovidedge or behaviours in the treatment of
depression. Improvements in patient outcomes wetealune solely to physician education

but also required restructuring of services.

Badger and Nolan (1999), Lee and Knight (2006) k8eet al. (1999) and Warner (1998)
all advocate for education to be provided by comitgupsychiatric nurses (CPNs) from
secondary services to PNs and the whole of thetipeain general. Ford (1998) and
Holdaway (2003) discussed care collaboration batwssvices to improve outcomes for
consumers, with collaborative learning being vitafeducing barriers and providing closer
links between services. Lee and Knight also reconthmaental health workers to be part of
the community team, either in the form of a coreidn liaison scheme, link-nurse or CPN.
This they say will improve access to secondaryisesvby creating an internal referral
process either for patients or team consultatidiss would create a multi-disciplinary
(MDT)* approach to care within the team and so poteyiiaprove patient outcomes. They

do not state how having this nurse will affect etion levels of district nurses.

* MDT- where all staff concerned with a patients aaeet discuss and collaborate in that care
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Shared care models between mental health servicepranary health providers around NZ
have been examined and evaluated closely by thestiirof Health (Nelson et al., 2003).
Here a recommendation was made that a nursing fatssared care be explored especially
where GP access is limited, with a correspondirgrenation of the required educational
and training needs in mental health for the prinfaeglth nurses. There was no consensus
within the research on what role the PN should @ay this varied greatly across the
country. However in one area, Newtown, the PN madamtreach clinics, saw patients for

consultations and visited patients in hospital.

The MDT approach to mental health within practidess also been trialled in NZ
(Rodenberg et al., 2004). The Wellington Mental [Healiaison Service used a
collaborative model which created a new nursin@ relthe primary care liaison nurse —
based within the community mental health servicke Tunction of this nurse was to
primarily aid the transition of the consumer froetendary services to primary services and
to provide a consultancy service for the generatfitioner. An education programme for all
staff including GPs, PNs and receptionists wasodced as part of the programme. The
overall result of this project was providing safatipnt care, evidenced by the lack of
deterioration in their clinical condition duringetlproject for a group of patients with high
needs at a lower service provision cost. They dp measure education levels of practice

staff in relation to this project.

In 1998 the Health Services Research Centre ewsluhe Hawkes Bay shared care pilot
project involving 12 GPs working collaboratively tivithe community mental health
services from Napier and Wairoa, written for thealtte Funding Authority (Health Service
Research Centre, 1998). Here patients with a dsaiie mental illness were managed
jointly by the GP and CMH team. Among the pilot ieelements with this collaborative
health care approach was a better understanditigegbatients’ history both physical and
mental and a general plan of the patients’ earlynimg signs of deterioration in mental
state. There was no sustainable improvement irtthetdtus despite an increased usage of
GP services. Although this project involving patgemwith severe and enduring mental

illness, the patients reported an improved seraigd it does demonstrate a workable model
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for shared care that is valuable for the patierith @& severe mental illness. Little mention
was made within this research on the role of therPtiis collaboration as these nurses had

a limited role and the report was concentratingh@role of the GP and patients.

The NZ community nurses survey (MOH, 2003), stdtest 68% of nurses were able to
work collaboratively with community health professals outside their agency and 85%
were able to collaborate care within their orgatmsaso perhaps the issue is not purely one
of collaboration alone. Holdaway (2003) also disctiss liaison position and stated that
further research and clarification on this role de¢o be gathered to aid understanding.
Happell and Platania-Phung (2005) in their disarssbn nursing implications of the
prevalence of mental health issues, conclude tbasuitation liaison psychiatry nursing
alone was not sufficient to reduce mental healttmoobidity and suggest an increase in

mental health education on a more formal basis frétpuent updates for staff.

In a South African study by Sokhela (1999) whicbed at integrating mental health care
into primary healthcare in six clinics, nurses wgieen on the job experiential practical
education on diagnosing and management of commyohiadric conditions. Sokhela found
that on reviewing the patient records by psyclstdri the nurses were able to take
psychiatric histories in 89% of patients, providarect diagnosis on 63% of cases and
prescribe correct STAT medicatibim 92% of cases. While this South African settiregrs
no resemblance to the NZ context, primary healtlicponay be vastly different and the
author urges discretion in generalising the findirgutside rural South Africa. It does
demonstrate substantial knowledge gains with iateémn, collaboration and targeted

experiential training.

Conclusion

The MOH (2003) provides information about the présgualifications of primary health
nurses in relation to mental health. This docundm¢s not reveal whether the nurses
experience or education on mental health has belguate to prepare them for

implementing primary mental health policy. None#ssl there appears to be a need for basic

® STAT mediation- medication that is given once anthediately
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mental health education for PNs but the researcé iselimited and no research has been
completed in NZ to quantify this need. It is alsaclkear from the research whether these
patients are being seen by a PN and if seen ayeatile to recognise mental health issues.
Examination of PN role in primary health has comied on the performance of physical
tasks and no NZ research has directly examined tbks with patients who have a mental
health issue. It is also unclear from the researcht mental health interventions are being

performed by PNs in particular and community nuisageneral within their roles.

Close collaboration between mental health services PHOs has been shown to improve
patient outcomes but the form of this collaboratimeds to be examined more closely. A
CPN based within the GP practice may provide edutcand advice to nurses, however
workload, and prioritising care for acutely mentall may impact on the ability of the CPN
to provide this. The most common mental health twrg seen in primary care are mild
depression and anxiety may not need specialist &elpll only guidance, support and

education.

A principle deficit in the research is the lackN¥ based research into PNs’ involvement,
training and education needs within mental hedltiere is an apparent need for further
descriptive research, based within NZ, looking antal health interventions performed by
PNs and quantifying the gaps in their mental headthcation and experience. There is also
a need for research on the type of education neadedvho should provide this education
for practice nurses. As this is more contextuatauld take the form of descriptive-

exploratory research.

Practice nurses have a responsibility to delivee ¢a patients with a mild to moderate
mental illness. The research suggests that thertyamf nurses in NZ do not have the
requisite skills, knowledge or experience to mandme There is a clear need for basic
mental health training with reference to specifimditions and their management but there
is conflict within the research on how the eduacasbould be delivered and what needs to

be taught. To date no NZ research has looked satdpic.
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In order to prepare community services to carecgffely for patients with mental health
issues in primary health, the research calls foseal collaboration not only from CPN but
between specialist mental health services and cortynteams. CPNs’ concern is for
patients with severe and enduring mental illndssiy tavailably for such training would be
limited. Nevertheless a CPN based within the pcacthay provide the support, advice and
training to the whole team. More research on the déAtext would need to take place

before definitive conclusions could be drawn.

The next chapter discusses the methodology us#usimproject. After stating the aims and

objectives the chosen methodology is justified ereddevelopment of the tool is described.
The Treaty of Waitangi considerations are explaed the analysis plan is then described.
The statistical tools to be used will be explaimed the sample is clearly defined. Finally

ethics and rigor of the study are explained.
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Chapter 4. Methodology

This chapter describes the descriptive explorateeyhodology and the survey method used
to complete the study. Decisions related to desmiihe questionnaire are outlined. This
chapter begins with aims of the research followga Ibrief explanation of the underpinning

theoretical perspective taken for the approach .usbd sample is described and justified
with recruitment methods explained. A full desddptof the actual process used with an
explanation of the statistical tests employed witthie research then follows. Justification

for the design is evident throughout the chaptethvihe steps taken to ensure rigour
explained in detail.

Aims of this project
The research was designed to describe the negusdfce nurses (PNs) in mental health
education and to explore what involvement they haith patients with a mental health

issue. Design details took cognisance of the ftweatives of the research. These were to:

7
°

Describe the current characteristics of PNs

7
°

Examine the nature of mental health problems erteoed by PNs

7
°

Describe the mental health interventions currelnéiyng used by them

7
°

Identify the perceived learning needs of PNs in talgmealth.

An important reason for my choice of survey methHoggp was that this research is being
submitted as a thesis done in part fulfilment a telasf Arts (Applied) degree and therefore
had to be completed within a tight timeframe. Thejgct was also largely self funded and
so costs had to be kept to a minimum. A self adstened postal questionnaire is relatively
inexpensive and can be completed in a short timd; be of manageable size while still
allowing me to reach a large number of participasutsl therefore gain a widespread
perspective. An alternative methodology which cduddve answered this question is focus
group but this would not allow for generalisatiamtionally as a sample from Tairawhiti

region of 6-10 nurses would not be representativéghe PNs in New Zealand (NZ).

Interviewing PNs would also have given me this tinfation. Practice nurses may have felt

intimidated by talking to a mental health nurse andnay not have been honest with their
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answers. Also the geographical distances that wbhalee needed to be covered to gain a

representative sample which would have made tesareh difficult to complete.

Surveys allow for larger samples which will incredkse generalisablity of the research and
can extend the geographic area of the researcm@dy 1996). As very little had been

written on this topic and | wanted to get a pictaféhe present situation then a descriptive
exploratory survey was chosen as the methodologg. ANs practising in Tairawhiti and

Hawkes Bay were chosen because they are the drataaré accessible to me and would
allow personal visits to practices if necessarys hescriptive exploratory methodology was
also used successfully by Lee and Knight (2006)h&n United Kingdom to examine the

involvement of district nurses in providing mentadalth interventions. Lee and Knight

questionnaire could not be replicated for two reasdorhe aims of their research were
broader capturing more contextual needs of all dyptcommunity nurses and Lee and
Knight research was completed in the United Kingdehere the context of practice may

differ.

Theoretical perspective

The nature of inquiry determines the methodologgdudVhile it is not always necessary to
define a theoretical perspective for descriptiveeegch, this research is predominantly
quantitative in nature; the scientific theoretiaadderpinnings should come from this
positivist paradigm. This paradigm sets out to proypothesis in a scientific, rigorous way
from facts, observation and experiment (Poole &301998). This current research project
does not have a hypothesis and is not testingayhe the true sense therefore qualitative
paradigm only partly fits. The objectives of thesearch are to quantify and describe the
nature of mental health problems encountered by BNd identify learning needs,
explaining and attributing some interpretation tee tobservations gained. It involves
generalising the results to a wider populationthi# is contextual to the PNs and where and
how they are practicing. Forbes et al. (1999) dtaite type of research is underpinned by

postpositivism.
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Postpositivism is typified by developing an undansing of the dimensions of the
phenomena and factors that influence and impadisarccurrence (Forbes et al., 1999). As
such it seeks to make generalisations, uses a fiesgyn which focuses on quantifiable
objectives that can be analysed statistically arteres the researcher is external and
impartial to the research (Polit & Beck, 2006). important point about the postpositivist
paradigm is that there is a truth to be discovevaith is objective and can be measured,
and where underlying causes can be identified. iifaig be hard to prove as postpositivism
seeks “probabilistic” evidence, namely ascertairimg most likely cause (Polit & Beck).
Reality can never be completely understood andngtieg to measure reality accurately is
limited by human understanding (Weaver & Olson, &00The researcher’'s voice in
postpositivism is that of the disinterested redaarevho is looking to be a change agent or
informer on policy (Lincoln & Guba as cited in Démz: Lincoln, 2000). Finally, rigour
within this paradigm is governed by the conventiohsnternal and external validity with

emphasis on reliability of results (Denzin & LinopR000).

The postpositivist paradigm fits well with the aiwisthis research. The research sought to
find the mental health conditions encountered, aleiné¢alth interventions performed and
confidence and competence of performing thesesskiliwas also intended to see whether
there were any relationship between the variablgsh sas nurse demographic and
professional education with patient encounterscgieed education needs and skill level.
These results can then be used by educators artdirherlth policy makers to help provide

necessary education for practice nurses.

Weaver and Olson (2006) state that one of thedioms of postpositivist research includes
not making the wishes of the participants expisthin the research as control over the data
is held with the researcher where the researchdrais the questions asked and analysis of
results. They also argue that by only examiningdign of the whole person through the
questions asked, a researcher neglects the comgdstef the participant. The parts of the
person studied are then displayed as percentagesdgdom analysis. The researcher
chooses what parts are relevant from the informatiotained to display. This means that

complete understanding of the phenomenon is natedaiAs the aim of this descriptive
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research was to provide a snapshot of time whibbratesearchers can develop further, this
limitation does not impact on the value of thisearsh. A recognised method of inquiry for
postpositivism is survey methodology using a qoesiaire with analysis completed
statistically (Crotty, 1998; Denzin & Lincoln, 2000

Survey methodology

Survey is a systematic way of gathering informatordata to provide detailed description
and analysis of a topic. It involves a systematliection of data from respondents to a
fixed set of questions (Kent, 2001). The aim ofctipsive research is to provide a snapshot
in time of the characteristics such as demograplexgerience and attitudes of a sample,
deduce the needs of the population and so desoripaint a picture of who the sample is
and what their experiences and attitudes are. péiser research allows for description of
the phenomena and examination of the variableudinody behaviours, knowledge and
experiences and frequency with which phenomenara&ormack, 1996; Kelley, Clarke,
Brown, & Sitzia, 2003; Polit & Beck, 2006). Accongj to Polit and Beck it is concerned
with exploring the dimensions of the phenomenon eend help to define hypotheses about
the relationships between the variables. The abgsof this study fit well with descriptive
exploratory research. They include describing tlieent characteristics of PNs, exploring
the MH interventions that are used by them, deswitheir educational level in relation to

mental health, and exploring their perceived edanat needs within this field.

This research used a postal survey to gather thereel data. Surveys permit the researcher
to select a sample from a population and on thes ledithe results the whole population can
be described. They allow the participant to ansyuestions at their leisure and are therefore
are less intrusive than interviews, an importantsoderation for busy practice nurses.
Surveys allow for diverse populations over a wigegyaphical area to be studied and can
also reduce researcher bias by having pre-setignsgKelley et al., 2003; Polit & Beck,
2006). This means that the findings could be mereegalisable to the population, one of the
personal aims of the researcher. Surveys are eaksekatively cheap to administer and can
gather results within a fixed time frame. This noeththerefore fits in well with the fiscal

and time constraints.
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Questionnaire design and development

The tool for this research was a self-administgrestal questionnaire. Questionnaires allow
for the collecting data, with the minimum of digton and should not lead the respondent.
The respondent also has to understand the questr@hsieed appropriate structures for a
response (Cormack, 1996; Davidson & Tolich, 200%.the PNs to be surveyed were
practicing in NZ it was assumed in designing thevey that they would have a good
understanding of the English language which predates in NZ. Questions should still be
clear and specific to avoid ambiguity within thesawers, and be designed to collect the data
required (Beanland, Schneider, LoBiondo-Wood, & &tali999). Questionnaires can take
time to develop and one that has good face, comatghtconstruct validity is not only more
efficient by minimising missing, invalid data buthauld also allow for greater
generalisablity of the results (Peat, Mellis, Vdifiis, & Xuan, 2001).

Four types of questions — closed, open, ratingescahd Likert scales — were used for this
piece of research (see Appendix A). Closed questiahow collection of specific
quantifiable data, for example age, gender, andacbnvith patients. Closed questions can
be asked in the form of yes and no answers andtgks allowing for ease of data analysis.
They allow the participant to complete the questare quickly and as answers are fixed,
minimise researcher bias in the analysis procebssd types of questions make up the
majority of questions within this research. A digaigtage of these types of questions is that
they may attract random answers for example tickhmg middle column or ticking yes
because it seems the right response at the timéhamgtovided answers may not be accurate
to a person (Peat et al., 2001; Peat & Barton, 2005

Open questions allow participants to respond inirtlsvn words. In this way the

phenomenon can be explored in more depth allowamgahswers and unprompted ideas
from the practice nurses. The open questions sirsearch were included to highlight the
individual needs and skills of PNs, enabling demunst to be made about their educational
needs and liaison role with mental health. Givext tittle is known about this aspect of PNs

work in NZ these questions were important to ensallneleas and information was gathered.
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Many respondents are unlikely to answer too mamgnognded questions as this can take
time to answer, therefore these are kept to a numnijDavidson & Tolich, 2003). Open
ended questions can be time-consuming to analyséhes cannot be analysed in a
quantitative manner. In this research they haven bvestricted to areas where a closed
question could not be used, or where little waswkndo define the fields for closed
qguestions such as listing the mental health sesuicat nurses liaise with. They were also
used within this research where greater depth wegsined. For example where the nurses

were asked to name the screening tools they use.

Rating scales and Likert-type questions have atsmlused as these allow respondents (the
PNs) to rate themselves. The PNs were asked tdhameselves on their needs, confidence
about specific mental health interventions and idgalith patients with a mental illness.
This makes finer discriminations possible amonged#int viewpoints (Cormack, 1996; Polit

& Beck, 2006). An important advantage of ratinglesds they allow data to be analysed
statistically and can provide greater statistical@r than short yes or no answer questions.
However they often require large sample sizes asvk ha potential of skewed results

towards one end of the scale (Peat et al., 2001).

How many questions to include in a survey also sdedbe considered; too many and
people will be reluctant to answer, too few andiffisient data will be collected (Beanland
et al., 1999). For this reason, the length of thestjonnaire used was relatively short at 33
questions and therefore not cumbersome to compteteing timed the completion of the
guestionnaire during the pre-test, the researclasraware that it should take no longer than
20 minutes to complete. Attention was given to enguwas clear language used, that
questions were unambiguous and instructions wewg.clThere was plenty of open space for
the respondent to add comments and self codingsbasee clear, practical and easy to use
and understand. This reduces the potential for gatarding and entry errors (Peat et al.,
2001).

The content of the questions, for example typesnehtal iliness, therapies, where and

whom should provide education, were generated rieethways. Either these issues were
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raised within the literature review, were takennirony conversations with PNs, or were
added during peer review of the tool (Appendix B).this way it was hoped that the
guestionnaire would be as comprehensive as possidlde relevant to the PNS situation in
primary health.

Validating the tool

Validating, reviewing and formatting a questioneas a required methodological process.
As part of this process a draft questionnaire weagewed by peers during two presentations.
The first presentation was to nurses at communigytal health in Gisborne in February
2008 where a large group of community nurses crtitjthe research and the tool. The
second presentation was to a group of communitgasuand community managers at
Hastings Hospital in Hawkes Bay, April 2008 whehe tquestionnaire was discussed in
depth. In all instances the research was well vedeby those present and suggestions were
made to aid clarity of the questions. Copies of thmaft tool were also sent to local
community and PN educators who also made suggsséisrto the types of illness seen by
PNs in the community and the format of the question

Prior to finalising any questionnaire it is impartahat it is checked for flaws and that the
content measures what is intended to be measuretietks that the right questions are
being asked in a logical manner and that all ingmdrtand relevant areas are properly
worded (Khin & Arroll, 2003). In April 2008, wheré questionnaire was in its final stages
of review, a pre-test was undertaken. The draft twas presented to a practice in

Waipukarau, Hawkes Bay. This practice of four nsraas chosen as it was outside the
sample area but inside one of the District Healtars (DHBs) of the study and so had
relevance to the sample. The practice was alsamiaraa that | could visit personally to

allow me to explain the aims of the research and gaoperation of the nurses involved. A

personal visit also permitted a discussion on tmmnét of the tool, types of questions used
and to check for any areas that the PNs felt tadtlieen missed in the tool.

Due to one nurse being absent on this day and warkmitments of the practice only two

nurses were able to attend. An explanation wasngorethe tool and what | hoped to gain
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from them completing the questionnaire. A pre-tast only checks for flaws in the
instrument such as ambiguous or difficult questicssisting with internal validity, but
assesses time requirement to complete the queatienfbavison & Tolich, 2003; Peat et
al., 2001; Polit & Beck, 2006). Three out of theifewurses completed the survey with the
fourth nurse choosing not to complete. All questiovere answered and overall comments
were good. The nurses reported few difficultiesaimswering the questions and from the

follow up phone call it was determined that theveyrtook 15-20 minutes to complete.

Several changes were made to the questionnaifeea®sult of this process of validation.
Rating questions around competence and confiderase waltered slightly and the scales
standardised to make them easier to understandsiamaler to fill out. The wording in

several questions was changed to aid clarity. €learstructions were added to some
questions. Demographic data were moved from tlsé $ection to the final section allowing
the more difficult questions to be sandwiched betwthe easier sections. A 10 point rating
scale was used for questions 13 and 20 (Appendibuét)during the pre-test and review of
the tool, these questions were considered diffitnlunderstand during peer review and

pilot, these were changed to a five point scale.

The final tool

The final questionnaire was in three sections.i8eane had 11 questions and asked the PN
about their basic level of education, how educasibauld be delivered to them and what

issues they have with receiving or accessing ettucathe PNs were specifically asked to

list mental health issues that they would like/veaineducation on. Section two had 14

questions and asked the PN to rate themselvesarctinfidence and competence in caring

for people with particular mental health disorddtavas intended that the results of these
guestions would be correlated with the resultdhefquestions on nurses’ educational level,
experience confidence and competence. This seatsmnhad two questions where the PN

could rate themselves on the use of screening mudstwo about the referral process to

mental health services. The final section consisteseven questions designed to examine
the population being studied and ensure generétigadf the findings with the general

population of practice nurses.
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In summary there were 33 questions, 11 open quesstadded mainly as qualification to a
closed when further information is needed. Thereevié® closed questions, mostly with yes
or no answers. There were five rating scale questighich primarily look at incidence,

confidence and competence issues in mental héaltheakdown of why each question was

included is in Appendix B.

Sample

There are no strict rules about sample size ineguresearch and a large survey size does
not guarantee the accuracy of the findings (Corma&ee6; Kelley et al.,, 2003). Most
surveys are conducted with the aim of generaligivegresults to a larger group. Therefore
sample selection needs to represent as closelyssbte the whole group (Davidson &
Tolich, 2003). As mailing the questionnaire toRINs within NZ would be difficult and was
not affordable. The sample chosen was Tairawhiti Hlawke’s Bay with the boundaries
being from Te Araroa to Taradale. An attempt waslen® saturate the population of PN in
this area. This would allow for a sample of urbam aural districts while still being of
manageable size. Limiting the study to this regiatentially limits generalisablity of the
results to the wider population of PNs as Tairawith its high population of Maori and

relative isolation is not representative of NZ ashmle.

There is no NZ master register of GP practices, atiugh the Nursing Council of New
Zealand (NCNZ) has a register of nurses and caddté PNs within their register this is
costly to obtain. To locate the sample | used pilplavailable names and addresses of
general practices in the telephone book and onftora the NZ business directory. These
were very useful for gauging the size of the pcagiand so the potential population. To
locate some of the smaller Maori and Pacific uatisservices, | used my networks within
mental health service. The listings on these sitesnot always accurate as Table A shows
and some incorrect phone numbers were listed, tads@ind surgical clinics being listed as
GP practices, and some practices had their phombdewulisted more than once but under
different names.
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Table A. Reasons why practices were withdrawn fromsample

Reasons No.

Initial number of practice listed online phone dniness directory 6B
Not GP practice e.g. rural nurses or surgical eentr 5
Duplicate phone listing under different name 9
No nurses working at practice 5
Refusing to participate 3
Unable to be contacted 5
Total number of participating practices B6

The sample surveyed had a mixture of larger andlsnpactices all with one or more GPs
and all employing between one and 18 nurses. Tisea#dso a combination of DHB run
services, private GP services, Maori provider, anthmunity trust services. In total, 63
practices were initially located. After eliminatipgactices with no nurse, practices that had
been listed more than once in the phone book udifierent names, and practices which
could not be contacted by phone, the final numlfe36opractices was attained. Using the
information gained by phoning the practices thigega potential sample size of 143 nurses,
almost 10% of the PN population (MOH, 2003). Whits form of purposeful sampling
does pose a risk of sample bias, it was hopedethsuiring a variation in practice settings
should limit this. It is acknowledged that the plgtion does not contain any major cities

and so may limit the generalisablity of the study.

Recruitment

The initial plan was to phone each practice andtaspeak to the senior nurse or a named
contact nurse within the practice. This method wlssen to help increase the response
rates and get buy-in from the PN (Barclay, Toddaldsi, Grande & Wyatt, 2002).

Questionnaires were to be sent to the named nirsach practice participating in the study
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with a letter explaining the purpose of the reseaEach senior/named nurse was asked to
distribute the survey packs to nurses at theirtm@cHaving a named nurse to whom the
survey packs is addressed makes this nurse rebponr the distribution of the
guestionnaire, and it is hoped that this will havpositive effect and increase the response
rate. Numbers of survey packs to be sent to eaattipe were determined by the initial

phone call when sample size could be accuratelgeghu

Phone calls to individual nurses proved very dificas PNs were often busy and
unavailable by phone despite several attempts. Maagsages were left at practices to
contact the researcher but the PNs were repeatedlipusy to reply. This was very time
consuming for myself and with restrictions due hiftswork on my available time during
ordinary working hours, this recruitment approacu ho be abandoned. Nonetheless the
address needed to be verified with the practicethedhumber of nurses working at that
practice need to be checked prior to posting. Appemise was made whereby a phone call
was made to the receptionist enquiring who theosemirse was at the practice, verifying
the postal address and the number of nurses wodkitigs practice. The initial letter to the

senior nurse was then altered to reflect this (ApjpeC).

The packs distributed to the nurse included arletlaining the purpose of the research
and the role of this nurse (Appendix C) and surpagks for each nurse working in that
practice. Each pack contained a participant letxgrlaining the research (Appendix D), the
questionnaire (Appendix A), a participant sheetgépdix E) for the prize draw (coloured
pink for ease of identification by the researchisaast) and prepaid return envelopes, one
for each questionnaire. Each nurse could then naakeivate choice as to whether to
participate. The initial mail out of the questiomeaook place late July 2008. Five practices
listed in the white pages of the phone book whi@neastill unable to be contacted despite
calling several times and at different times of ttag. A decision was made to attempt to

contact these practices during the second mail out.

Each participating practice was allocated an idieation number and this number was

written on the top right hand of the survey packsis allowed the researcher to identify
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which practices had responded and gauge the respats. A prize draw was used to
encourage responses. Every nurse who returned pletth questionnaire was eligible to
enter into a draw to win a $100 voucher to a reatauwof their choice. The last page of the
guestionnaire asked the nurse to identify hergelf,practice and the restaurant she would
like to attend if winning the draw. This sheet was last sheet in the pack and was coloured
pink for ease of identification. This was removey & research assistant to ensure
anonymity of the respondents prior to passing o& ¢bmpleted questionnaire to the
researcher. The research assistant signed a cotidility agreement (Appendix F). The
prize draw sheets were stored in a secure lockptoaurd until the draw took place at the
end of September 2008.

A response rate of less than 50% for any practicaldvgenerate a follow up phone call

three weeks after the first mail out, completed rAlgust 2008. During this reminder

process, five practices withdrew from the studyisgethey were too busy to participate. An
attempt was also made to contact the five practicebtainable earlier in the study. Again
this proved fruitless. These practices were themoked from the sample reducing the size
to 36 practices and a potential sample of 143 surskis does not affect the number of
nurses sampled as nurses from these practicesexeleled in the original sample size. A

breakdown of why practices were removed from thdysts shown in Table A.

Three weeks after the reminder phone call earlytepeiper 2008, a second mail out
occurred. Here only one survey pack and a flyerp@umix G) were sent out to all those
practices with a response rate of less than 50%. ifbktructions on the flier were to
photocopy the survey. This pack was not addresseithed named nurse but to the PNs
generally. This was in case the named nurse hagassed out the surveys as instructed and

therefore eliminating this as a potential reasartlie poor return rate.

The prize draw was supervised by me and the graaupager of mental health services. The
nurse was informed by telephone and in writing. éiter informing all participating
practices that the draw had taken place and thgrtkiem for participating in the study was

sent out in October 2008 (Appendix I). Prize drantries were then destroyed.
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Data analysis

Data analysis is the systematic organisation anthegis of the data allowing the researcher
to make sense of the material generated from tisysind to answer the research question
(Kelley et al., 2003; Polit & Beck, 2006). This djugenerated numerical data and prose

which each needed to be analysed separately.

Numerical data from closed questions, rating s¢caed Likert type questions were entered
into the Statistical Package for Social ScienceseReh (SPSS), Version 16. Using
computer programmes to analyse the data can attieirreliability of quantitative data.
Reliability can be assured providing data is clebadequately and accuracy is maintained
in data entry. Computer assisted analysis packaggst with this process and provide coder
reliability (Priest, Roberts, & Woods, 2002). Rélidy on computer entry still needs to be

maintained and therefore all data entries wereksdetor accuracy.

Cleaning the data involved checking for errors endone when the data is entered onto the
SPSS system by checking for values that are outhiglgpossible range of values, finding
and correcting any errors. After entering each tjmiesaire the database was checked
against the answers to ensure only correct answers inputted. In addition to this the
variables were also checked for errors by doingdeacies. Minimum and maximum values
were checked making sure not only that they madsesédut that they were within the
expected range (Pallant, 2007; Peat & Barton, 2005¢ database was also examined for

the number of valid and missing cases. The chegkiagess found no entry errors.

Statistical measures give meaning and organisédiatata. Descriptive statistics were used
in the main to analyse this research. Here datadsced to meaningful portions where
various characteristics are described in a systeraatangement of numerical values, for
example percentages of respondents (Polit & BeRB6R

Three types of statistical data — nominal, ordinaterval — were utilised. Nominal

measurement is where the data is broken down hgdadwest form of measurement, for
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example, males and females (Polit & Beck, 2006)caih be used to show proportions.
Ordinal data is a measurement where a phenomenmmaesed but the ranking is not of a
continuous nature, for example, the frequency ohtalehealth work performed daily,
weekly, monthly. Interval data, for example, hownyaears were worked as a practice
nurse, has numbers on a continuous scale. Thedeme® in providing mental health
interventions from the Likert scales was also #dads continuous data (Roberson, Shema,
Mundfrom & Holmes, 1995). Continuous data can lggoeped as ordinal or nominal data.

Appendix | contains a breakdown of variable usempait data into SPSS.

The answers to some questions (Questions 17 andpi&ndix A) were re-coded to ease
analysis. For example, psychotic episode, psyclargisschizophrenia were grouped as one,
suicidal ideation was re-coded as suicide and dasrméduse as addictionSome regrouping
was also necessary to determine if basic primaslifigation influenced confidence of
caring for patients with mental health issues inegal. Enrolled nurses were removed as
their numbers were very small and they only worklemthe direction of a registered nurse
(RN). Registered nurse, other and comprehensiy@ofda hospital trained nurses were
combined and nurse practitioners were removed asesondents identified themselves
with this qualification. This left two groups, retgred nurse and hospital trained degree
trained nurse where potentially more education @mghasis was placed on mental health.
Other variables were added together, for examptal tonfidence scores as appropriate for

the calculations performed.

Examples of the types of descriptive statisticsegated from the demographic data are
measures of central tendency (mean, median, madeasures of dispersion (standard
deviation, range), and frequencies to establishygieal responses from the practice nurses.
Correlation statistics were also used to showicelahips between different variables of the
population studied. Content analysis was usedratyaing the open-ended questions. This
reduced the data into themes allowing for easatefpretation of the results. These analysis
methods concur with the exploratory surveys (Baahlket al., 1999; Brockopp & Hastings-
Tolsma, 1995; Cormack, 1996; Polit & Beck, 2006).
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Measures of central tendency are used to desdrd@/hole distribution of data. The mean
or average is the sum of all the values and therelli by the number of participants. It
provides the most typical response in the data. feelian is where the figure that is
precisely in the middle if all the data values pu¢ in rank order. It divides score exactly in
half. It is insensitive to extremes values andssthe preferred measure of central tendency
to describe skewed distribution. The mode is thenlver that most frequently occurs, the
most popular response. For interval or continudasssics the mean is usually reported as
this value is the most stable and would fluctuates Ithan the median and mode when the
study is repeated unless the distribution is higsitewed where the median is a more

accurate representation (Polit & Beck, 2006).

Relationships between variables were examined usinglation and inferential statistics. A
planned approach is used for undertaking suchsstati analyses tests. In this research for
example it was considered that experience workiitgisvmental health may impact on the
types of mental health interventions employed bgcpce nurses; that there may be
differences in confidence of doing mental healtieriventions and the registration the nurse

holds; and there may be differences in mental heatirk in rural and urban practices.

Correlation tests assess whether as one variableges it will give a predictable change in
another variable. A correlation can only be uttisgth continuous and ordinal variables. A
positive correlation is when one variable increasesdoes the other, and a negative
correlation is where as one variable decreasesttier increases (Cluett & Bluff, 2004). In
this way they are said to show a linear relatignsRearson’s coefficient is a correlation test
frequently used when variables are numerical artemoted by the letter: It can be used
in descriptive research to demonstrate the relstipn between variables and in
experimental research to test the null hypoth&sis. calculation gives a numerical value of
r between -1 to +1 (Cluett & Bluff, 2004). In degtive statistics this number indicates the
correlation/relationship between the two variabl&scorrelation of 0 would indicate no
association. A positive number would be a strorgpeigation with +1, the variables are in
agreement. A negative correlation (-1) indicateg #n increase in one variable will lead to

a decrease in another. The assumption here isctreglations are linear and when the
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variables change the degree of change will be ptigoal (Johnstone, Freeman, & Zealley,
1998). Spearman’s coefficient is used when examiominal data. Data is ranked in pairs

and a value from -1 to +1 is obtained.

Tests with continuous data depend on whether statlly is normally or not normally
distributed. Given that some variables were notmadly distributed, the Mann-Whitnay-

test (non-parametric test used to test the diffexdmetween two independent groups using
ranked scores) and Kruskal-Wallis test (non-pardmetest between two or more
independent groups based on ranked scores) werk taseompare differences in, for
example, confidence levels of hospital trained esirand degree nurses performing mental
health interventions (Polit & Beck, 2006). The désii an inferential test is determined by
the ‘p’ value, that is, the probability that thesuéis are due to chance alone. The lower the p
value the lower the probability that the resultseveaused by chance. It is usually expressed
as a decimal number between 0 and 1. A value=dd.p indicates an absolute improbability
while a p=1.0 represents absolute certainty (Clde®luff, 2004). Statistically significant
findings in this study are £ 0.05.

Content analysis was used for open-ended questBraupings were formed from the
questions and coded to establish categories toosufhpe generation of ideas. A process of
data reduction followed, allowing interpretationtbé data and development of constructs,
or themes, enabling the researcher to interpredakes, taking into account the context of the
study (Priest et al., 2002; Rourke, Anderson, Gam;j & Archer, 2000). Numbers were
attached to each of the ideas within the text fvedd were analysed statistically. Content
analysis of the open questions is a reliable medrenalysing the qualitative data as the
coding decisions can be confirmed by revisitingrihater (Kelley et al., 2003; Rourke et

al.).

A final analysis completed was to ascertain theasgntativeness of the sample. To check
whether the sample was representative of PNs,tsesudre compared with those of the
Primary Health Care and Community Nursing Workfoggvey- 2001 (MOH, 2003) and
The National Primary Health Care Study, 2001/20020H, 2005). The MOH (2003)
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survey was completed by 3562 community nurses dnetuPNs, and reported on baseline
socio-demographic and work experience and theicathnal needs. Unfortunately PNs are
not singled out in the demographics making diresmgarisons between this current
research and this MOH study difficult. The MOH (800study which includes the
demographics and working practices of 167 PNs nbthifrom a stratified probability
sample of general practices was also used. Thestlpessible match of variable type from

either of these reports was used.

Treaty of Waitangi considerations

Although this research is not specifically targetédviaori, Treaty of Waitangi obligations
regarding partnership, protection and participasbould be abided by in any research that
impacts on the Maori people (Health Research Cou2@08). To ensure tino rangatiratanga
(Maori control over its resources and people), Mabould be consulted early within the
research, throughout the project, and results shbeldisseminated to iwi. Both Gisborne
and Hawke’s Bay have a higher percentage of Mdmam tNew Zealand national average
(14%) with the Maori population being 44% and 228pectfully (Statistics New Zealand,
n.d.). Seven percent of community nurses nationiaéntify themselves as Maori, and
details of percentages for Tairawhiti and Hawkeg 8@ not known. However this figure is
likely to be higher than the national average basedgeneral trends. The study was
therefore developed with the view that Maori nuraese likely to be sent surveys. Health
inequalities affecting Maori have long been recegdiwith poorer health experienced by
Maori compared to non-Maori (MOH, 2001). Maori alsave a different mental illness
profile with higher addictions problem, problem damg issues, depression, violence
issues, and, are more likely to use mental headtlricees. Maori with a mental health
problem are also more likely to be seriously iltla time of presentation (Goodyear-Smith,
Arroll, Coupe, & Buetow 2005). Delayed access teatment is a risk factor in poor
outcomes for these patients (Holdaway, 2003). Tisesedefinite benefit for these patients if
mental illness can be diagnosed quickly. This nesetherefore does have the potential to

impact on Maori.
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As the researcher is not a New Zealander, to entrgaty obligations were met, local
Maori were consulted, and a cultural supervisor aragaged and involved with this research
from its inception. He is a Kaumatua, a trained arperienced clinical supervisor, the Kai
Arahi (team leader) of the cultural assessment temrhapu and iwi elder whose tribal
affiliations extend throughout the East Coast re@ind into Hawkes Bay. This is to provide

advice and support, ensuring the safety of theareber and the participants.

The consultation process agreed as appropriathiforesearch was to present the proposal
to Te Waka Hauora which is the Tairawhiti Distridealth (TDH) Maori Mental Health
Advisory Group. On this group sit representatiomsrf all local iwi with tribal boundaries
stretching from Wairoa to Tiki Tiki. This group alsgreed to act as an advisory group to
help with further consultation process outside &wahiti. The research proposal, along with
implications for Maori were presented on Februdd9& All local iwi were represented and
the advice gained was twofold. Firstly, it was ded there was a need to present to the
equivalent Maori advisory group in Hawkes Bay DgtrHealth Board (DHB) and,
secondly, to inform the Maori Advisory Group of TDHhe proposal was generally well

received and no other consultation with local Maws considered necessary.

The Maori Advisory Group meeting from TDH took péam March 2008. This is a local
Maori governance group whose membership includedatal MH consumer associations,
Maori providers of Tairawhiti and the NGO sectoigath the proposal was well received
and a commitment was made to keep this group irddraf the results of the survey.

The meeting with the Hawkes Bay DHB Maori group vsabsequently arranged by my
cultural advisor and a team consisting of my advisoKaumatua, a kaikaranga (female
caller to lead us onto the marae) and | attendeeeting in April 2008. All local Iwi were

invited to participate along with representativesnt the Hawkes Bay senior nursing and
community services with the meeting being very vaéénded by both groups. This meeting
served two purposes, to help fulfil Treaty obligas and to assist with validating the draft
tool. The research was well received by Maori pressnd generated much discussion

around implications for Maori. The nurses presamnhimented on the worthiness of the
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project. The research was seen as long overdu@rticess was easily understood by those
present and the instrument was well received byntireses. Some suggestions were made
around specific illness within the questionnairel @ome questions needed to be clarified
for this group. These issues were all addressethglaihe formation of the final tool. A
request was made by this group to come and présenesults in person at the end of the
project and a commitment was made by me and myralldvisors at the end of the

project.

Ethical implications

Several principles of ethics were followed duritgstresearch. These included protection
from harm, exploitation, privacy, fair treatmeng)fsdetermination and full disclosure (Polit
& Beck, 2006). There were no participants subjedtedny harm or exploitation, and no
patients are participating therefore ethical apalevas obtained from Victoria University of
Wellington Human Ethics Committee only. This waarded in June 2008 (Appendix G).

With a postal survey anonymity of the participacés be guaranteed and confidentiality of
information maintained, protecting the privacy dfetrespondents. Privacy was also
maintained by storing returns in a secure filingpicat within the researcher’s office and
these will be destroyed on completion of the projébe data entered onto computer was
password protected. No consent from individual esirayas sought prior to sending out
guestionnaires. Practices that declined to pasdtieipluring phone calls, either because they
did not meet the inclusion criteria of employin@gices nurses or because they were too
busy were removed from the survey. Therefore aficifoces were treated fairly. Any
practices that could not be contacted were alsooverh (see Table A). The date of
contacting the practice was recorded in the rebeaotes. The name of the nurse from each
practice was advised by the letter contained withensurvey to distribute the questionnaire
only and was not involved in returning the questares ensuring self determination.
Anonymity was maintained by the use of a reseassiistant to open all questionnaires and
remove the identifying features prior to forwarditigem to the researcher. The only

identifying feature present on the questionnairess va number which identified the
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participating practices. This was to allow for geuggresponse rates to target follow up
phone calls and second mail outs. Consent from pade was assumed with the return of
the questionnaire as those that do not consentysuhapnot return the questionnaire. In this

way self determination is possible.

Letters accompanied questionnaires informed ppéids in full of the purpose of the
research and contact details of the researchertladsupervisor for this project. No
participants contacted the researcher or her sigoenduring the study ensuring full
disclosure to the participants. No pressure wastexeon practices locally but reminders

were given by phone and letter to return questivasa

Rigour

One of the potential limitations and threats toeexal validity of this study is a sample that
has different characteristics from what is knowrblpmly about practice nurses. This can
potentially make generalisations and comparisortis thie wider population of PNs difficult.
Ensuring that various sizes and types of practiearecluded making this sample represent
closely the total population of PNs with the MOHnsys (MOH, 2003, 2005) should
increase the generalisablity of the study. The eeg@f non-response bias depends on the
percentage of respondents to the survey and tadgese with which they vary from the
population studied. For example, if all the respantd come from one area only, the sample
would not be a representative of the whole popaatiThis non-response bias is likely to
persist in survey research even with direct ine@stito participate in the research (Barclay
et al., 2002). While it is not possible to comptre data collected from the non-responders,
it is possible to compare the data from the resp@nBNs with the publicly available data
on PNs contained within the MOH surveys. It wouldrt be known how representative the
sample is to the whole population and, thereforthéf validity and generalisablity of the
study is threatened by this bias. To increase éspanse rate, the survey was mailed out a
second time, in this instance five weeks aftet fingil out, to practices where the response
rate was lower than 50%. This method has been showcrease the response rate (Barclay
et al.; Sierles, 2003).
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A journal of the research journey was used to igiodur in this type of research by providing
an accurate record of how the data was handleagltine process. Thus providing a clear
trail of changes within the process and addressiisging data. In this way internal validity
was monitored (Beanland et al., 1999). This joumas commenced in February 2008 and
was on-going throughout the process. It trackedhgés to method and regrouping and

recoding of variables and themes for content arglys

One significant aspect with self reports affectthg rigour of the study is that of social
desirability. That is, the respondent answers wag that she/he thinks the researcher wish
them to respond to make a favourable impressiorar{fBad et al., 1999; Morgan &
Harmon, 2001). As this study is both anonymous andfidential, with this being

emphasised in the accompanying letter, this wilkéet to a minimum.

Other systems used to ensure a rigorous proceBmliis research was through validation
and testing of the tool. Validation refers to whestla tool collects the information it is
designed to collect and should be validated foterrand the construct of the questions (Le
Bono-Wood & Haber, 1994). The initial content oétuestionnaire was developed using
the author's knowledge of the topic and themes wieimerged from extensive reading of
research around the subject. Both reliable mettmdevelop content (Polit & Beck, 2006).
The content was verified two ways, by pre-test padr review. The pre-test completed in
April, was done in a practice outside the sampéaabut within one of the DHBs being
sampled. Therefore there is little sample variabetween the pre-test sample and the actual
sample for the study. This pre-test examined haosy ¢lae questionnaire was to complete,
how long it took to complete and looked for probéemith particular questions. It also
examined the content, that is, the right conditiisted within the questions were conditions
that the PNs would meet in primary health. Lastycheck was made to see if the tool
gathered the required information. As a resultha$ test two questions in particular were
changed to ease understanding. The nurses resptratettiey found the questions easy to
understand and the information gathered matched Wigaresearcher was attempting to
collect, therefore elements of face validity of stwact and content were present at this stage
(Polit & Beck, 2006).

-53-



The tool was also peer reviewed several timesfirdnt stages of development for content
and construct. The tool was reviewed in two largeiris at Tairawhiti and Hawkes Bay
DHBs. Present at these meetings were community ahémalth nurses, mental health
management teams, community and mental health mahseators, PNs and public health
nurses. The tool was also sent for review to twodeélNcators within Tairawhiti. All were
nurses who have an extensive knowledge of the studel in a prime position to review the
questionnaire. Suggestions made during this rep®eess included the types of illnesses to
be included and the types of interventions normallydertaken by practice nurses.
Clarification was needed on some of the instrugtiand changes were made to some rating

scales to ease completion of the tool.

Reliability refers to the accuracy of the data aad be verified statistically. The data was
cleaned by manually checking all entries onto taea dase for errors. The frequency data
generated was cleaned by checking each variable saas within the expected range and

any errors sought were found and corrected.

Conclusion

This chapter has outlined the methods used to éxehis study. After revisiting the aims
and objectives, an explanation and justificationtloé tool was given. The Treaty of
Waitangi process was followed with support from TB#tural team. The statistical tools
used were explained and justified in this chapkérs part was completed by an account of
the actual process followed. Chapter 5 will pregbatresults gained from this process. The
demographics will be investigated and comparednsuee generalisablity of results. This
chapter explores how often the respondents dehl patients suffering a mental illness and
what actual interventions the PNs perform includimogv confident they rate themselves in
performing these interventions. It discusses thenceived education needs rating these to
permit educators to design a programme for thesgesu
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Chapter 5. Findings

This chapter reports the results of the survey detagp by practice nurses (PNs) on their
educational needs in primary mental health. Resuksdisplayed in four sections. Section
one covers the demographic and mental health equeriof the sample (from here on in
referred to as the respondents), and comparestkisown PN characteristics from Ministry
of Health (MOH) data. Section two describes theepés with a mental health concern that
the PN respondents come into contact with in tleity work, what interventions they
undertake, how often they deal with these patiants what conditions they meet. Section
three covers the educational needs of the resptadeeiuding what conditions they felt
confident and not confident in their knowledge abethich conditions they identified they
need more education on, and their preferences fmmwshould provide this education.
Section four presents the respondents’ understgadafi co-morbid disease and mental
health. This final section also reports the findinglated to the respondents’ ability to
recognise mental health problems in patients armvledge of the processes the nurses

follow when they suspect a patient has a mentdttheancern.

In presenting the findings tables and descriptvmmentary are used. Where extracts from
open-ended questions are included these are iosit&ymbols and abbreviations used in
presenting findings are: n = number; Mn for meaajways refers tostandard deviation; %

as a measure of frequency; and p as the signifecessullt.

Return rate

Of the 143 nurses surveyed, 52 nurses took padtuan rate of 36%. The initial mail out
produced a return of 32 (22%) questionnaires. Reéemsat the end of August were given
by phone to the 20 practices with a return ratess than 50% which increased the return to
42 completed questionnaires. A further postal re@inwas sent to those practices in
September 2008, to the practices who maintaineduarr rate of less than 50% in the form
of a flyer (Appendix G) with a blank questionnaioe those practices where the original had

been misplaced. The closing off date for the ingendf a restaurant voucher was also set
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and the practices were reminded of this on the flyRis resulted in a further 10 completed

returned surveys.

Forty one nurses choose to take part in the priagv dncentive. This was drawn early
October 2008. The winner was informed by phonehan day and all participating practices
were informed by letter that a winner had been drand the general location of the winner.
A further reminder was included in this letter rading nurses that there was still time to

return completed questionnaires (Appendix I).

Although all 52 returns were utilised in the anaysot all respondents completed all
questions. Therefore at times through the reporvihthe findings information is reported

about missing data, and what the denominator p&iticular results.

The sample
In Table 1 the gender, age bands and ethnicithebf respondents are presented.

Table 1. Demographics of respondents compared to kistry of Health (2003, 2005)*

respondents
Nurse demographics Current *MOH 2003 (n=3562)
survey MOH 2005 (n=160)
(n=52) %

Gender Female 100 (MOH 2005)100
Age MOH 2003
20-29 4) 8 4%

30-39 (7) 13 19%

40-49 (21) 41 39%

50-59 (12) 24 28%

60+ (7) 13 10%

Missing 2 Not reported

Ethnicity MOH 2005| MOH 2005
Rural (n=34 (Urban(n=126)

NZ European (45) 87 94% 85%

Maori (7) 13 0% 5%

Pl 0 0% 1%

Asian 0 0% 4%

Other 0 6% 5%

*Ministry of Health . (2003). Primary Health Care and Community Nursing Workfor8arvey— 2001
Wellington, Author. Ministry of Health. (2005) The National Primary Health Care Study, 2001/2002,
Wellington, Author.
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From this table it is apparent that the proportiohgender are identical, and of age are very
similar to the MOH (2005) figures, but there is iffedlence on ethnicity findings. This
survey and the two MOH reports have similar ethypitigures for Europeans (between 84-
94%), but the proportion of Maori, Pacific Islarél and Asian nurses are different. This

current research reports Maori being at 13% anBIray Asian respondents.

Table 2 provides a comparison of the sample’s ngrgualifications with those of the MOH
(2003) survey. As the two MOH surveys (MOH 2003p20used different categories to
report primary qualifications of nurses, the MOH@3) survey was used for comparison

here as the categories used were most similardtindy.

Table 2. Practice nurses qualifications in comparisn to Ministry of Health (2003)

This current study MOH 2003
(n=52) (n=3562)

Qualification (n) % Qualification %
Enrolled Nurse (2) 3.8 Enrolled Nurse 4.0
Registered Nurse (RN) (18) 34.6. RN — hospital - all types 69.0
— hospital
RN-comprehensive (18) 34.6.] RN-comprehensive 21.6
RN Diploma (10)19.2 Degree comprehensive 45
RN Other 4) 7.7
Missing nil | Not reported 0.4

This current study reports that 61.5% of resporgldmve a hospital based nursing
qualification. This figure was obtained by addindl Rospital, comprehensive nurse, RN
diploma and RN other together. The MOH (2003) repd39% of nurses held this
qualification. Both this study and the MOH studpad the same figure for Enrolled nurses
of 4%, but there are differences in the numberespondents with a degree. Thirty five
percent of respondents had a degree as opposhd MdQ@H study where only 4.5% had a
degree.

All nurses reported receiving undergraduate mergalth training. Forty six percent (n=29)

had a postgraduate (PG) qualification and 54% (hdzBnot. Twenty-seven percent (n=14)
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were currently enrolled in formal nursing or heathdy, compared with the MOH (2003)
community nurse survey where only 19.5% were. Tdrapdes were therefore different in
relation to be involved in ongoing education. Obgdl with a completed qualification nine
had a PG certificate or diploma, including a PGlafim in primary heath, PG diploma in
occupational health, hospital-based midwifery dication and a PG certificate in advanced
mental health. Six respondents also listed an gndéuate qualification, 13 listed a work-
based certificate courses such'fasnily planning”, “sexual health” as a PG qualificatian
Of the 27% (n=14) currently enrolled in formal nags study, the courses being studied
included PG courses such as PG diplomas; undergeadiourses such as bachelor of
nursing; and work-based certificates such as sngok@ssation courses. Nine respondents
were enrolled in PG with two nurses enrolled in askr's degree. Where the qualification
listed was clearly not at PG level such as bachaloursing papers, these were not included
in the analysis. Where it was unclear and the med@at had sated their qualification was

postgraduate, was included in analysis.

Several respondents commented that although im thmelergraduate education they had
some education on mental health nursing. This, s @spondent expressed (earlier
education), did not help her in her current practiod stated,
| have had education on mental health 15 years &gost of this theory. Can
remember some. But how to manage and work withlpeeith mental health |
never learned (the practical aspect). It has alwapade me nervous and
something | know | need to understand and learnemalbout if | want to
confidently help my patien(slo. 39).
For another respondent, the type of experiencepnasdematic. They wrote the{Did not
have positive mental health experience as an astuient[and, as a consequence they]

Have found this area difficult to relate t¢No. 17).

Neither the MOH (2003) nor the MOH (2005) providiga on the types of practices that
the nurses work in therefore there is no compargata in Table 3. In this current study,
three quarters of the respondents worked in priG@Repractices, and one in 10 worked in
other practices which were described as small comityuhealth centres, where
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combinations of health services were provided. Mspondents stated they worked in

Pacific Island practices.

Table 3. Types of GP practice, setting and hours wked as a practice nurse

Practice Values Current study MOH 2003
n=52(%) n=3562(%)
Type of practice GP private 39 (76) Not reported
Maori GP 5 (10)
Pacific provider 0 (0)
Community practice 2(4)
Othe 5 (10)
Practice setting Urban 30 (59) 1882 (54)
Mixed 16 (30) 1124 (32)
Rural 5 (10) 494 (14)
Missing/not reported 1(2) 20 (1)
Hours worked as | 1-9 1(2) 115 (3)
PN per week 10-19 8 (16) 373 (10)
20-29 18 (35) 824 (23)
30-39 14 (27) 837 (23)
40 + 10 (20) 1413 (34)
Missing/not reported 1(2) 224(1)

Table 3 demonstrates that this study sample corapee# to the practice settings surveyed
in the MOH (2003) study. The largest portion of Haenple (58%) worked in urban settings
and only 10% worked in rural settings. The mean lmemof years worked as a nurse do not
compare well with what is already known about pcachursing. The mean years worked as
a nurse for this current study is 9 = 7.2 with aga of 0.7-30, in comparison in the MOH

(2005) the mean years worked by urban nurses wa®di® and by rural was 18 years, no

range was quoted.

This mean hours worked (27.3 + 9.1, range 1-4Qhbysample are within the same range to
those reported in the MOH (2003) sample. In the MB&Imajority (53%) of nurses worked
fewer than 30 hours a week, with two nurses doawgef than nine hours. Eighty percent

worked part time as a PN and only 20% of nursekebd0 hours or more per week.

Almost 70% of the nurses surveyed had no prior egpee working in mental health

settings and 27% (n=14) of nurses had this expeziedf those who had experience, seven
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respondents had fewer than 2 years experiencaespendent had 2-5 years experience and

five had five or more year’s experience.

Practice nurses encounters with patients with mentaealth concerns

The frequency of the mental health conditions pe@pésented to general practice that were

encountered by PNs is shown in Table 4. This questias generally answered well by

respondents with only one respondent not answehi@gjuestion at all and no respondents

giving prominence to one response. It should beechdtere that schizophrenia was not

included in the list of conditions. This was inadeatly left off during the development

stage of the questionnaire.

Table 4. Frequency of practice nurses encounters thipeople with mental health

conditions
Condition Mode Daily Weekly | Monthly | Annually| Never | Missing
n (%) n (%) n (%) n (%) n (%) n (%)

Alcohol/addictions Monthly 4(8) 14(27)] 19(37)] 10 (20) 0 (0) 4(8)
Anger issues Monthly 4(8) 11(22)| 22 (43) 9 (18) 3 (6) 2 (4)
Anxiety Weekly 8 (15) 27 (51)| 12 (23) 1(2) 2 (4) 1(2)
Bipolar disorder Monthly 1(2) 11(22) 22 (43) 9 (18) 2 (4) 6 (12)
Dementia Monthly 3(6)] 10(20) 19 (37)| 11(22) 5 (10) 3 (6)
Depression Weekly 14(271) 21 (40)| 10 (20) 3 (6) 1(2) 2 (4)
Eating disorders Monthly 1(4d) 8(@6)| 17(33)| 16(31) 4 (8) 5 (10)
Grief Monthly 1(2) 15(29)| 23(44) 6 (12) 1(2) 5 (10)
Panic disorders Monthly 1(3) 11(22)] 22(43)] 13(25) 1(2) 3 (6)
Personality disorders Monthly 2(4) 98| 19(37)| 11(22) 4 (8) 6 (12)
Suicidal ideation Annually 0 (O 0(0)| 18(35)| 17(33) 7 (13)| 10 (20)

It is clear from Table 4 that anxiety and depressaoe the most common illnesses seen.

People with anxiety were encountered at least welkkl66% (n=35) of the respondents,

and depression was seen by 67% (n=35). Of thierlgtbup 14 (27%) acknowledged that

they care for depressed patients daily. Peopleviggewere also commonly seen with 75%

(n=39) of the nurses witnessing grief at least mignfPeople with panic disorders and anger

issues were also regularly managed by respondetit6/f of respondents seeing people

with these conditions at least monthly and 22% Wweek
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Suicidal ideation was the least frequently encawtteondition only being seen by 35% of
respondents monthly. One respondent also mentithra¢dhey worked with people who had
issues with cannabis and another wrote of seeitigrs with postnatal depression. It is
very clear from this table that PNs are nursingpteavith a wide range of mental health

issues frequently.

Table 5 shows that the respondents reported thageath mental illness and mental health

needs they worked with ranged from children throtggelderly.

Table 5. Frequency of practice nurses encounters phtients by age

Age Groups Daily Weekly | Monthly | Annually| Never Missing
n (%) n (%) n (%) n (%) n (%) n (%)
Child 3 (6) 4 (8) 7(14) |16(31) | 12(23) 9 (18)
<15 years
Young adult 4 (8) 8(16) | 19(37) | 19(20) 4 (8) 6 (12)
15-20 years

Adult- 5 (16) 16 (31) | 20 (39) 5 (10) 1(2) 1(2)
20-64 years

Older adult 5 (10) 16 (31) | 12 (23) 8 (16) 5 (10) 5 (10)
65+years

Not surprisingly the most frequent daily contactswaith adult patients with 47% of
respondents seeing adult patients with a menta¢si at least weekly and 84% at least
monthly. The lowest number of contacts was fordreih with 54% of respondents seeing

these patients annually or never.

Confidence in providing mental health care

The respondents confidence in caring generallyp&dients with a mental health issue was
low, with 23 (44%) of PNs reporting they had littenfidence and 21% (n=11) having no
confidence. Of the remaining 18 nurses, 10 (19%ewenfident and five were reasonably
confident. No respondents indicated they were liotainfident and three respondents (6%)
left this question unanswered. The mean confidencearing for people with a mental

health concern in general was 2.8 + 0.90, range 1-4
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The Mann WhitneyJ test revealed no significant difference (z=-0.5820.59) in general
confidence levels between the 14 nurses enrollddrinal education (Mn= 23) and the 35
nurses not enrolled in formal education (Mn=26)efEhwas also no significant difference
(z=-0.291, p=0.77) in the scores of the 21 nursiés postgraduate qualifications (Mn=26)
and those of the 28 nurses who do not have postgradqualifications (Mn=25). Re-
grouped primary nursing qualification leaving twevéls of nurse — degree nurses and
hospital trained was used which allowed for analysing a Mann Whitney test. This
showed no significance (z=-0.19, p=0.88) in thenBAses who had a degree (Mn=25) and
the 15 nurses who did not have a degree (Mn=2dpmfidence levels of caring for patients

with a mental health problem in general.

Table 6. Practice nurses knowledge of mental healtonditions

Condition Most Most Most Most
knowledgeable| knowledgeable| knowledgeable| knowledgeable
1 2 3 Total
n (%) n (%) n (%) n (%)
None 7 (13) N/A N/A 7(13)
Depression 20 (39 12 (23) 2 (4) 34 (65)
Postnatal 7 (13) 7 (13) 4 (8) 18 (35)
depression
Anxiety 4 (8) 5 (10) 3 (6) 15 (24)
Bipolar disorder 4 (8 4(8) 4(8) 12 (23)
Dementia 3(6 2 (4) 1(2) 6 (11)
Grief 3 (6) 1(2) 2(4) 6 (11)
Schizophrenia 1(2 2 (4) 3 (6) 6 (11)
Eating disorders 12 1(2) 1(2) 3 (6)
Suicide/Suicidal 0 1(2) 0 1(2)
ideation
Anger 0 0 1(2) 1(2)
Anorexia 1(2) 1(2) 1(2) 3 (6)
Panic 0 1(2) 0 1(2)
A&D 0 0 1(2) 1(2)
Missing 2(4) 10 (19) 23 (44) N/A

The findings from the top three conditions that tharses rated they were most
knowledgeable about are presented in Table 6. Tespandents did not provide a list, 14
gave one answer, 13 gave two responses and 23tgeae responses. Of the 50 who
responded, two thirds (65%) reported they were rkiostvledgeable about depression. This
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result was obtained by adding the percentage ofedsjon for answers one, two and three.
In second place at 35% came postnatal depressixty. r8ne percent of respondents also
named a second condition they knew most about. greatest response here was also
depression, followed by 13% postnatal depressiah H0Po anxiety as a mental health
condition they knew a lot about. The third columh most knowledgeable conditions
produced a lot of missing data with 56% respondeptsgiving an answer. Respondents
who stated “none” accounted for 13% presumably@#nowledge about any conditions.
The remainder of the results were spread equallyngna wide variety of conditions. The

greatest responses here were depression and pbstetession with 9% each.

The findings from the ranking exercise concernirfgcl three mental health conditions the

nurses felt least knowledgeable about are display@dble 7.

Table 7. Mental health conditions practice nurses are least knowledgeable about

Condition Least Least Least Least
knowledgeable 1| knowledgeable 2| knowledgeable 3| knowledgeable
N (%) N (%) N (%) total
N (%)
All 8 (16) N/A N/A 8 (16)
Schizophrenia 11 (21) 5 (10) 1(2) 17 (33)
Suicide/suicidal 7 (14) 3 (6) 4 (8) 14 (28)
ideation
Bipolar disorder 6 (11) 4 (8) 2 (4) 12 (23)
Personality 6 (11) 3 (6) 0 9(17)
disorders
Eating disorders 0 3 (6) 1(2) 4 (8)
Anger/panic 1(2) 1(2) 2 (4) 4 (8)
Depression 12 1(2) 0 2 (4)
Dementia 0 2 (4) 0 2 (4)
A&D 1(2) 1(2) 0 2 (4)
Childhood 1(2) 0 0 1(2)
Grief 1(2) 0 0 1(2)
Phobia 1(2) 0 0 1(2)
Others 0 3 (6) 5 (10) 5 (16)
Missing 6 (11) 23 (44) 37 (71) -

Schizophrenia with 21% was the number one conditmmst PNs felt they had the least

knowledge about with a total 33% of respondentscatthg they were in this area. Bipolar
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disorder and personality disorder with 23% and Wéte also positive responses. For the
purposes of coding, suicidal ideation and suiciéeawoth categorised as suicide and gave a
response rate of 23% requiring education here. wWhis followed by all conditions at 16%.
There were a large number of conditions listedylte® in a wide spread of results and the
nurses who had expressed “all conditions” as thalmu one least knowledgeable did not
add further to their list. This caused a larger hamof missing data. For the third least
knowledgeable condition, missing data accounted 7% of replies. Only 15 nurses

answered this with the greatest responses beicsglswand schizophrenia with 8%.

Interventions used by practice nurses

The frequency of the use of screening tools wawaresi by all nurses. Thirty seven percent
(n=19) of respondents answered that they had wsd#sl with six of these nurses stating that
they used more than one tool. Only 13 of the 1pardents named the tools used. The most
common tools used were the Kessler 10 and the menital state examination both used by
four nurses. The COOP tool and the EDGE were thé¢ m®st common tools with two
nurses mentioning these. Single responses weregalised for the Hamilton Depression
scale, the Beck Depression Inventory, the SandeMauth Scale, and the Edinburgh

Postnatal Depression Scale. Two respondents didamge the tools but stated they were for
alcohol and depression with one nurse statangood prompt aid”. Confidence in the use

of these tools was answered by 38% (n=20). Fousasustated they had no confidence,
seven a little, eight were confident and only oespondent ticked totally confident in using
these tools. Some nurses highlighted assessméist ahd communication as needed with
one nurses commentinthow to best approach communicate with persons vitHl

problems. Signs behaviour person with mental hgaitfhlems”

Respondents were asked to indicate how many imeores they performed fopatients
with a mental health concern. The results are dygal in Table 8. One respondent did not
do any mental health interventions stating tttegat physical illness”and“refer” patients
with a“mental iliness”. Eight respondents ticked one response. Thirfyardents indicated
they undertook between two and four interventioma/o respondents indicated they

undertook eight interventions, the maximum numbeesponses.
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Table 8. Number of interventions undertaken by pratice nurses

No. of No of
interventions responses
(n=52)
Nil 1
One 8
Two 10
Three 10
Four 10
Five 5
Six 3
Seven 3
Eight 2

The types of mental health interventions undertdkeRNs are shown in Table 9. The most
common intervention reported was the administratbdepot injections with 67% (n=35)
of respondents. This was followed closely by colimgewith 60% (n=31). As evident in
the table only one respondent described an “othw€rvention which was “noticing

changes”.

Table 9 Mental Health interventions currently undertaken by practice nurses

Intervention N=52 (%)
Depot injections 35 (67
Counselling 31 (60
Medication advice 28 (54))
Problem solving 25 (48
Anxiety management 23 (44)
Grief management 17 (3%)
Education 11 (21
Treatment advice 6 (11)
Others 1(2

How confident the respondents were at providingnieatal health interventions is shown in
Table 10. This table indicates that the respondéats limited confidence in providing
specific interventions. Although not presented mhest common median was in the little

confidence column.

-65 -



Table 10. Confidence in interventions performed byractice nurses

Intervention No Little Confident Reasonably Totally Not known | Mean £SD
confidence | confidence confident confident
n (%) n (%) n (%) n (%) n (%) n (%)

Counselling 12 (23 27 (59) 8 (1%) 4 (8) 0 (0) 1(2) 2.04(0.81)
Depot injections 3(6 1(2 12 (23) 11 (21) 20 (39) 5(10) 3.94 (1.17)
Medication 1(17) 14 (27) 15 (29 11 (21) 0(0) 3(6) 2.54(1.04)
advice

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

Problem solving 11 (21 20 (39) 12 (2B) 5 (10) 0 (0) 4 (8) 2.19 (0.90)
Anxiety 11 (21) 22 (42) 11 (21 4 (7) 1(2) 3(6)] 2.19(0.94)
management

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

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

The highest level of confidence was with depotdh@ns with a mean of 3.94 + 1.16 range
1-5 and a mode response of reasonably confidém. respondents indicated that giving
treatment advice had the lowest confidence levil wimedian response of little confidence
in their skill level (1.84 +0.79, range 1-4). Alther interventions had mean scores between
these two figures (Table 10). When tallying the fm®nce scores of the eight possible
interventions together the total level of confidemanged from 8 to 13 out of a possible
score of 40.

A Kruskal-Wallis test revealed no statistical sfgi@ince difference in confidence in
performing interventions by work settings (urbaoyal and mixed practice). Primary
qualifications and actual interventions performgdchrses were compared using regrouped
qualifications, that is, only nurses with a dega@é hospital trained nurses. As can be seen
in Table 11, the comparisons between activitiesettaten by PNs compared to primary
qualification were not significant with one excepti There was a statistically significant
difference in respondents giving treatment adva@dtients (p=0.05); those with degrees

were more likely to give treatment advice than degree respondents.
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Table 11. Comparison between practice nurses withedgree and those with hospital

based training and mental health activity undertake by nurses

Activity Hospital trained | Mann -Whitney u Degree
Mean, (n) Z, (p) Mean, (n)
Counselling 24, (32 -0.858, (0.85 27, (17)
Depot injections 25, (32 -0.132, (0.89 25, (17)
Medication advice 26, (32) -0.583, ( 0.56 24, (17)
Treatment advice 23, (32) -1.886, (0.05 28, (17)
Problem solving 25, (32 -0.378, (0.70 26, (17)
Anxiety management 23, (32) -1.372, (0.17 28, (17)
Grief management 23, (32) -1.421, (0.15 28, (17)
Education 26, (32) -0.673, (0.50 24, (17)

There were no significant results when comparingfidence in performing mental health
activity and primary qualifications (Table 12). Giolence in caring for patients with a
mental illness in general was also compared to gmngualification with hospital trained

nurses, although not significant (Z=1.70, p=0.08¢ tresults indicates that those with
degrees generally scored higher.

Table 12. Comparison between practice nurses withedgiree and those with hospital
based training in confidence at performing interverions

Activity Hospital trained Mann Whitney U Degree
Mean, (n) Z, (p) Mean, (n)
Counselling 25, (31) -0.294, (0.76 24, (17)
Depot injections 23, (30) -0.232, (0.81 24, (16)
Medication advice 26, (30) -1.536, (0.12 20, (17)
Treatment advice 23, (27) -0.535, (0.53 21, (16)
Problem solving 23, (29) -0.326, (0.74 24, (16)
Anxiety management 25, (30) -1.102, (0.27 21, (16)
Grief management 24, (29) -0.948, (0.34 21, (16)
Education 22, (27) -0.581, (0.95 21, (15)
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Practice nurses recognition of co-morbid disease

Eighty three percent (n=43) of respondents recegnibat more than one mental health
condition may be present at one time. Seven regpaadicked “No” indicating that they
did not encounter co-morbid illness and two resposl did not answer. Respondents were
also asked to name which conditions they see dogutogether. This was generally poorly
answered. Many respondents seemingly got confustd tiwe question and highlighting
physical conditions with mental iliness where thiestion asked only for co-existing mental
health problems. In total 42 (81%) respondents gawten answers. However, 44% (n=23)
of responses mentioned co-existing physical diseagth mental illness where a co-existing
mental health issues were asked for.

The results indicate mixed understanding about odbidity. The example given for co-
morbid mental health in the questionnaire was dsioe and anxiety and 16 nurses (31%)
responded with this answer. Three nurses also oresdidepression and sleep issues. Four
nurses cited alcohol and drug issues with a co-idariental health condition. Although no
consensus was reached as to which conditions otogether eating disorders was
recognised by five PNs as a problem that is oftesoeated with mental illness with one
nurse did stating that it wakaused by the medications they takeDther conditions

mentioned singularly were bipolar disorder, schimepia and self harming.

The number of respondents who recognised that gdiysonditions also occur with mental
illness is also high at 67% (n=35). Thirteen resgjmms (25%) ticked “No” and four did not
answer this question. Of the physical conditionswtio@ed, seven mention chronic illness
and depression, three stated diabetes and depremsibthree respondents’ noted anxiety
with a physical complaint. Five respondents mentiofexisting physical conditions with no
mention of a mental health component. Sixty onegmr (n=32) of respondents chose to
comment on co-existing physical disease and mdimass (Q15) and five nurses stated co-
morbid mental illness which would have been morpragpriate to Question 14. Twenty
seven percent (n=14) of respondents stated diab&tes range of mental health issues, the
most common being depression with 11 positive nesp®. The next most common issue

was schizophrenia with nine nurses recognisingttiiathas a co-morbid element, the most
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common mentioned being depression. While mentdtthead weight issues were pointed
out by six respondents, five recognised that cleramedical conditions such as high blood
pressure and heart disease can also affect a fmtraental health. Three respondents

mention purely physical conditions with no mentahhh component.

Referrals and liaison with mental health services

Question 24 asked respondents if they had a stapdacess to follow when they suspect a
patient has a mental illness. Only 24% stated tey a referral process to follow, 46%
ticked “No” and 30% were unsure. Twenty one percgintespondents made comments
around this. Eighty two percent of those respontiinthe question stated they would inform
the GP and 36% stated they would refer to mentaltiheservices if they felt it was
appropriate. One respondent statetidd to direct patients to the care of their GPather
appropriate person/team if possibleAnother nurse commented they may be the first point
of call stating’l think people know me well and come in to discusth me what they can’t
discuss with family and friends and sometimesaiyjtiwith the GP”. Two respondents
stated they would refer to a counsellor and ongevsbe would access a GP with specific
authority to access PHO and District Health BoarHBOunding to help their patient.

The majority of respondents knew how to accessialgcservices with 78% having ticked
“Yes” to this question. Two respondents did notvagrsthis question. The particular mental
health services which the 44 respondents who aesltbis question liaised with regarding
mental health problems varied. The services indudssis, inpatient unit, community
mental health services (including key worker andydauthorised officé¥), child and

adolescent services, psychiatrists, counsellorsprMaervices, and lastly, an “other”

category. The results are shown in Table 13.

® Duly authorised officer is a person who is appeihtinder the Mental Health (Compulsory Assessmeaht a
Treatment) Act (1992) to make arrangements to bgverson assessed under this act.
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Table 13. Liaison between practice nurses and mentaealth services

Team referred to No.

Crisis 38
CMH 20
Child and adolescent services 10
Inpatient/hospital services 6
Counsellor/psychologist il
Psychiatrist
Maori mental health service 3
Link nurse/mental health liaison service 2
Other service
Nil/no service 2

D

Lo,

As many respondents listed more than one senheetable reports the actual number of
responses. By far the greatest response was s @vith 38 respondents. One respondent
commented on referring to crisis statirfigrgent acute care- this is not always helpful
however as not always able to be seen and oftethsegydon’t meet their criteria{No. 50).
One respondent described her personal triage modash involved listening to the patient
assessing their needs, and then discussing thesis before referring to the appropriate
service. The “other” responses included two nuvdes liaise with social services regarding
children issues, one nurse who referred to eldedptal health services and one nurse who
referred to an addictions service. Two nurses dttitey do not liaise with any service and

one nurse requested a list of whom to refer to I &B).

Education

The results concerning who should provide educagioth where this education should be
provided were inconclusive. Respondents were ablgite more than one answer and
choices were short lectures delivered at your m@cshort lectures delivered elsewhere, a
course for PNs and lastly practical onsite helgtyFsix percent (n=29) had only one

preference of the form of education, 32 % (n=17) h&o preferences, 13% (n=7) three

preferences and 2% (n=1) four preferences. In #&b (n=21) of respondents answering
this question indicated either short lectures @eéd at their practice or 40% (n=21)

delivered elsewhere. Fifty eight percent of resgonsl would like a course for PNs on

mental health and 21% (n=11) ticked that they wéptactical onsite help.
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Respondents indicated an overall preference ofagducprovider as community psychiatric
team, form the pre-identified groups in the questare. Other groups listed psychiatric
nurse working at your practice, PN at your practiG® at your practice, educational
provider and an “other” category. Of those thatwared this question 54% (n=28) had only
one preference of provider, 33% (n=17) two prefeesnand the remainder shared between
no preference and three providers. The preferrediger (n=37, 71%) was the community
psychiatric team. Twenty respondents (39%) inddtate educational provider would be the
preferred option. Only 10% (n=5) of respondentsdatdd that a psychiatric nurse working
at their practice should provide this education, @¢#2) indicated a PN, and 6% (n=3) a
general practitioner. One nurse commented hpreférably someone whose specialty was
mental health and is a great presentemhis nurse is seeming expressing a need for the
presenter to be credible and have experience. Tw®ea also commented on counsellors
with experience or named particular people whom dieldvered previous education in this
area. Another nurse also commented on the neegrésentation to be dynamic stating

“someone who will keep me awake”

Practice nurses were also asked about their atz@ssntal health education and to describe
any difficulties they had with receiving educati¢Q11). Fifty five percent had never
accessed any type of formal education, 39% havesacgearly, and only 6% (n=3) have
regular (monthly) access to education in their yatake. One third (32%) of respondents
had no difficulty receiving education and two tir@®8%) raised issues. The responses from
the 44 respondents who wrote of difficulties clustearound five themes. The themes were
time constraint, urban versus rural nursing, bgiag of a Primary Health Organisation

(PHO), staffing issues, and lastly, no issues wagieducation.

Of the respondents who had difficulty accessingcatian, 36% (n=16) mentioned an
element of time management as an issue. This waer erganisational for exampleme-
not a priority in case load’or personal time constraints for exampléork 40 hours per
week most education takes place after woAdur respondents mentioned working full time

as a constraint on accessing education. Only sporelent mentioned finance as a barrier
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stating “Who pays for it” and this respondent also describes difficultiesaatess to

information on relevant courses where she \gasside the loop”.

Staffing difficulties were raised as restrictingcass to education and mentioned by seven
(16%) respondents. Comments includ#taving sufficient staff to cover’and one
respondent expanded on this further by saymg replacement. Manager expects staff to

find own replacement. Difficult to find a locumraplace”.

Working as part of a Primary Health OrganisatioHCR that directs the training the nurses
have to attend was mentioned by four respondengassue. While being part of a PHO
helped one respondent who statBtHO organise education. Employers very keen tousr
to attend”, others considered that working for a PHO was arhimeck to receiving mental
health education as it did not fit in with the need the PHO, whichdlready[had] a lot of
training” and it was“not considered a high priorityfas] other topics get funded and
scheduled first."Distance learning or travelling time for rural nesswas an issue for three

PNs with one nurse statirfigural-difficulty in getting to education settinga cities.”

Nine respondents (17%) reported none or very lidifficulty in attending education
sessions. Comments ranged from a siniene” to “Very little difficulty to access
ongoing education. | work in a very supportive teand any educational courses | have

wished to go on have usually been allowed.”

Education priorities

Table 14 lists the specific mental health topicpureng education which were identified by
48 respondents (92%). Here nurses were askedduotige these issues from one being the
highest priority to six being the lowest. The madenber of areas respondents requested
issues listed was three. The most common issuethatiighest priority was suicidal issues
with 28 (54%) of respondents listing this and 1@%® of these respondents listed this as the
highest priority. Cognitive behavioural therapy waso listed frequently by 15 (29%)
respondents and eight respondents giving this ititeekt priority. Postnatal depression was

a common response received from 15 (29%) resposdberitonly given priority by four of
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these respondents. Family issues were also lidted, awith 13 (25%) responses, but only
directly given priority by one nurse however, thpes and family dynamics was also
included to ease coding. Suicide, postnatal defpressid cognitive behaviour therapy were
the examples given on the questionnaire. All typledepression were the next issue which
stood out with 16 (31%) respondents highlightinig thut this was only given the highest
priority by three respondents. Depression of tldedy was specifically mentioned by three
respondents. Other types mentioned were depreasbichronic illness, general depression
and management of patients.

Table 14. Specific mental health topics where praicte nurses would like education

Condition No

Suicide 28
Postnatal depression 18
Depression 17
Cognitive behavioural therapy 15
Bipolar disorder 15
Family issues/therapy 13
General mental health conditions 13
Adolescent/ child issues 7
Addiction 5
Anxiety 4
Eating disorders 4
Assessment issues 4
Schizophrenia 4
Mendication issues 3
Counselling 2
Others 2

Conclusion

This chapter has explored and described the resldtained from the questionnaire

distributed to PNs in the Tairawhiti and Hawkes Bagions. In total 52 completed

guestionnaires were returned. The demographicshefréspondents were shown to be
broadly similar to earlier studies on practice esrsThe PNs were found to have
considerable contact with people with a mentak#k or mental health need across the life-
span. The most frequently encountered conditione wepression, anxiety and grief. There
was confusion around the results for co-morbid aiserecognition. The most commonly

performed mental health intervention for thesequasi is administering depot medication
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which the PNs are confident to administer. Confeaem performing interventions generally
scored low with the mean being little confidencewsh. The majority of respondents knew
how to access help from mental health serviceshhdtno standardised process to follow.
The respondents felt least knowledgeable aboutzgphrenia and most knowledgeable
about depression. Access to education was discusgledb5% of respondents having no
access to any education. In the next chapter (Eh&t these findings are discussed in
relation to the known literature. In this way edimaal themes emerge from the data which
will be of assistance to educators helping PNsheirteducation. The implications of this

research to nursing in general and areas for fustudy will be discussed separately in
Chapter 7.
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Chapter 6. Discussion

The findings presented in the previous chapteeapdicit in that they highlight many areas
where there is a need for practice nurses (PN®ntw more about mental health and
mental illnessWithin this chapter | explore these findings anldtes this to what is known
about the subject and present day implication effildings. This study aimed to describe
the needs of PNs in relation to mental health. bjectives were to describe the current
characteristics of PNs, examine the nature of nhéngalth problems encountered by these
nurses, describe the mental health interventioes by them in their everyday work and
identify their perceived learning needs. This chagets out to discuss these aims in light of
the findings of this study.

Description of practice nurse sample

Fifty two PNs chose to participate, a return rete8@%. The sample represents a diverse
group of female PNs; from newly qualified to veryperienced, young to more mature
nurses and from various settings. The responsesatidriginate from any particular area or
practice but were generated from across the papalafiki Tiki to Hastings, which gave a

diverse sample of nurses.

The comparison of the sample demographics andngudsscriptors with those of the two
national New Zealand (NZ) surveys (MOH 2003, 20@8)cates the sample in this current
study were similar on age of the participants, ofaaal mix of practice situations as well as
the type of practice and the mean hours workedveek. The main differences between this
study and those of the MOH (2003) were the numbeegree nurses, the ethnic mix of the
participants and the mean years worked as a peactisse. With similar respondent
numbers for enrolled nurses, hospital qualifiedsearbut different degree trained nurses
with 4.5% for MOH (2003) while this current studsports 35% (Table 2). The difference in
the number of degrees reflects the changing qoatiin to become a registered nurse. The
MOH study published in 2003 was undertaken in 2@@ich may account for some of the

disparity as only all newly registered nurses wirgree qualified since 2001.
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The differences between the mean hours workedsrcthrent study with those of the MOH
(2005) (Table 3) occurs primarily around the 40rs@ection. In this current research report
the hour brackets used was from 40- 49 hours, whiekes interpretation difficult as it
combines full time with those nurses who work oveet The MOH study also looked at all
types of community nurses therefore there may motriee comparability with this current
research. The average hours worked in both rurélrem-rural compare favourably with

this study implying some representativeness os#mple chosen.

An important difference between this study andfM@H (2005) study is that of ethnicity.
This current research has a higher number of relgpda who are Maori than the MOH
(2005) and subsequently a lower number of partitgpavho are European with no Asian,
Pacific Island (PI) or other ethnicities reporté&the likely reason for this is Tairawhiti and
Hawkes Bay both report a greater than average nuailidaori in the population 47% and
23% respectfully (Statistics New Zealand, nd.) #md higher number is also likely to be
reflected in the nursing population. Both Hawkey Bad Tairawhiti have fewer Asian and
Pl peoples than the national average. Larger diteage higher than average Asian and PI
populations and the absence of these ethnicitidggnthis current study’s respondents may
be a reflection of this. Given the small size of #tudy and low numbers of responses

received then the true rate representativenedhioicgy cannot be made.

Within this study the extent of engagement in p@stgate (PG) education was difficult to
calculate as the level of qualification was notndtrdised within the responses. Some
respondents reported work-based courses suchHa®ilyy planning and sexual health

which are not likely to be PG qualification. Sucbrikrbased certificates are important, and
may be a possible vehicle for which to promote priinmental health nursing education.
Future surveys should re-phrase the PG educatieapgture information on undergraduate

study, work-based certificates and PG with releessaimples given.

The higher figures quoted in this current study iforolvement in further study may be

representative of the availability of courses arihi€al Training Agency (CTA) funding
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which in recent times has been targeted at prirhaajth. This funding arose out of the

Health Workforce Advisory Committee (HWAC), (2008ho examined the foreseeable

workforce needs including education in implementamgnary health strategies. Part of the
recommendations of the HWAC was that CTA fundingswaviewed and money placed

within the District Health Boards (DHBs) and diredtto tertiary education institutions to

meet perceived needs. This funding is designeddistaregistered nurses in their PG study
and includes cost of papers, travel and release tiom work. As a consequence of this
policy and CTA funds being directed to primary andal health, new PG primary health

courses provided by colleges such as the PG courdasth primary and rural healthcare

now available. See the University of Auckland wabsi available from

http://www.fmhs.auckland.ac.nz

Finlayson et al. (2009) in their recent survey bsHound that 39% of PNs did not have PG
courses available to them locally and a furtherv@e unsure. These percentages of nurses
were also not encouraged to attend and 22% weragimeh paid leave to attend and a
further 22% were unsure if paid leave would be tgdnClearly there are still problems of

access to CTA funded PG courses for practice nurses

Representativeness and generalisablity

An important factor when discussing the results aofsurvey is to report on the

representativeness of the sample and generaligalilithe findings. In this research this
involves establishing how well the sample mirrdrs whole population of practice nurses.
If the sample does not match the population, thenresults can only be applied to the
sample in the study and not to the whole populat#rslianian, 2000). This sample has
similarities with both MOH surveys. The MOH (2008)rvey describes the primary health
nurses as over 35 years of age, non-Maori, femabeking part time and who had been
working in their area for more than six years. Appmately 25% of these nurses had
professional certificates but with few at PG levidis current study reports a predominantly
non-Maori and female nurses with similar age spread working part time. Therefore

overall aspects of this study are representativea aghole but caution is needed with

representativeness in respect to primary qualiboat PG qualification and aspects of
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ethnicity. In the just released report, PNs wergcdbed as between 41 and 60 years of age
and predominantly female (Finlayson et al., 200®ars and hours worked as a PN within
this current study and Finlayson et al. study aw®y similar with over 50% having been a
PN for less than 10 years and over 75% of nursekimgpin excess of 30 hours per week.
The ethnicity in this sample does vary with botls tturrent research and the MOH 2003
and 2005 documents. The Finlayson et al. repoat ladsl differences in ethnicity with the
MOH studies. Here 60% European, 5% Maori, 1.6% #siEb Pacific Islander and 32%
other were reported. This may reflect the sampda @hosen for this report as this was not
specified or it may be reflective of the questianirsed. Given this latest report, overall the
sample in this current study is generally simitaptevious studies involving PNs but given

that there is no national profile of PNs it is iffit to say it is representative.

Generalisablity is the extent to which the rescéts be applied to other PNs who are outside
the study sample. If the generalisablity is loverthhe results may have limited applicability
to the larger population of practice nurses, thenusefulness of the data can therefore be
limited (Arslianian, 2000). The sample area chosas limited by the nature and time frame
of the research and the area which could be redah¢lde researcher. From the returns, no
one geographical area was over-represented, vatiméination of larger and smaller, urban
and rural practices and generally a representamnple was obtained. Nevertheless, no
large metropolitan areas were sampled and thispbasibly affected the ethnicity of the
sample compared with nationally known populatiohBNs and so limits the generalisablity

of the study.

A low return rate is also a threat to the geneadlisy and validity of any survey. This study
generated a return rate of 36%. The latest PN gubyeFinlayson et al. (2009) had a
response rate of 38% for PNs and 27% for the mecis a whole. The MOH (2003)
response rate was higher at 46% and the MOH (26ffly does not report the response
rates specifically for PNs making interpretationffidult. Response rates for postal
guestionnaires are generally low. A meta-analysgorted by Badger and Werrett (2005)
described a response rate of 20-40% as commonrefbcampleted postal questionnaires

and that a higher response rate does not necgssstéct the representativeness of the
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sample. This study’s response rate is thereforlyfigipical for this type of research and this
group of nurses and so, the threat of low resposigeto generalisablity of the study is not
great. How the non-responding PNs would have areivdre survey is not known, their
lack of response many indicate they had differesivs from the respondents on this topic.
Nonetheless given the overall general represeetass of the respondents and that
limitations to the generalisablity of the study damjustified then the findings in this report

still have value to PNs and educators in mentdlkiea

Despite these limitations it is important to higili that within the literature review there
was no consensus reached internationally on thestgp interventions used, or the types of
mental illness encountered specifically by practiceses. Therefore this study is the first
study to highlight this. In addition, no resear@s hooked into the confidence of PNs when

performing these interventions.

The nature of mental health problems encountered bpractice nurses

It is clear from the results of this study that P&fe encountering patients with a mental
illness almost every day. Adults were the most camrgroup seen, closely followed by

older adults then young adults and lastly, childnawe the lowest frequency of contacts
(Table 5). These results do not reflect the prexadeof mental illness but the PNs perceived
interactions with these patients taken from adfsbptions given in the questionnaire. The
most common conditions seen by the nurses wiemession, anxiety and grief. Panic
disorder and anger issues were also frequentlyrtesghal hese findings contrast slightly with

known research where depression, anxiety, demantiaaddiction/alcohol problems were

the most common (Lee & Knight, 2006; Secker etl#199) conditions seen by nurses.

It is apparent from Table 4 that depression wasntlest common illness seen with two-
thirds of nurses seeing this condition at leastkiye@lthough a similar proportion of PNs

also ranked this the condition as one they knew rlosut, there is a significant sized group
of nurses in this study who report that they do Immte a good level of knowledge about
depression. Given the importance and prevalencdepfession in the community and

recognition of depression has been reported aaraitg) need within the literature it should
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not be ignored (Andrews et al., 2000; Goodyear-Bmital., 2004; Renwick, 2007; Russell
& Porter, 2002). Practice nurses often see patmmtkeir own, and it is therefore important
that all PNs are confident in recognising this dbod and that all nurses are regularly
updated on changes in management of depressioh.eslucation should commence as part
of in-service or workplace orientation when a nuceenmences practice nursing and it
should involve education on how to use the managewfedepression guidelines published
last year (New Zealand Guidelines Group (NZGG),800hese guidelines provide flow
charts for adult and young, adult mild to modedpression to assist both GP and nurses in
the care and making of treatment plans for thedeerga. A particular subset of nurses
should also be targeted for education on depressitire nurse who provides Care Pluss

depression is often a co-morbid illness in peopté wther long term conditions.

Suicidal ideation was the least frequently encawdteondition and with the highest level
of missing data (Table 4). Depending on interpretabf the results, suicidal ideation is
perhaps seen as often as monthly by on third gforegents. It is not clear whether the
missing data equates to “never” as no visible patteuld be seen from the responses. If the
10 missing respondents are removed from this aisalffeen 43% of PNs are dealing with
patients experiencing suicidal ideation at leasntimy. Conversely, when missing and
never are combined for suicidal ideation, then 3%urses are not seeing this condition.
Nonetheless many PNs are encountering patientsswitidal ideation with varying degrees
of frequency. These nurses may be an importantitinke chain and so this type of research
may ultimately influence outcomes. One in four @ats who commit suicide are seen by
their GP and are not referred to mental healthisesy the reasons for this as yet are not
known (Didham, Dovey & Reith, 2006). From this remnt research it is now known that
PNs are seeing these patients and so perhapsishareole for them to play in suicidal
assessment and referral. Assessment frameworksiifodal ideation are easy to use and are
included within the NZGG (2008) guidelines and #fere readily available and should be

part of PN’s orientation.

" Care plus Care Plus is a primary health caresinit targeting people with high health need duehionic
conditions, acute medical or mental health need®rminal illness.
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Other commonly seen mental health conditions (Tdblénclude alcohol and addictions,
dementia, anger issues and panic disorders arelseen least 50% of the respondents
monthly and all conditions are often associatedh \wiimary health. Bipolar disorder, eating
disorders and personality disorders are also sgewdr 50% of PNs at least monthly. These
conditions are normally associated with severe emdlring mental illness. They are seen
often also in secondary services and are conditwhere collaboration with secondary
services is an important part of the patient's ngangent. Practice nurses are therefore
caring for a wide range and severity of mental theabnditions frequently, making the
correct education in these conditions urgent. Agiycation also has to span issues related to

both mild to moderate illness and more severe addring iliness.

Given that the PNs reported seeing patients witiing mental health conditions frequently
and that it is known that one in four patients k#lve a mental illness and at least half of
these patients will have their illness undiagnceed treated (MaGPle, 2003), it is important
that PNs have education in how to screen and akseasange of mental health conditions.
Ansseau et al. (2004) discuss the reasons forotverdte of diagnosing of mental illness
which can be related to either the patient or tbgessment. Assessment issues include
limited time available, inadequate knowledge, sasatibn of symptoms and underlying co-

morbidity masking the mental iliness.

Co-morbidity and mental health

In that the work of the PN covers people with agenf health conditions it is important that
PNs have a good understanding of co-morbidity hwitiin mental health and between
mental health and physical health. The commonlyuoay co-morbid conditions were
described in Chapter 2. In this study the majoaftyPNs acknowledged working with
patients with co-morbid mental illness. Still, et examples given by the respondents
were confusing. Almost half of respondents mentibaephysical illness when a mental
illness was asked for. The example given in thestiolenaire was depression and anxiety
which was the most common response. The mentagssinconditions that occur
simultaneously are not surprisingly the most commamditions, either mood disorder with

somatoform complaint or mood with anxiety. Anssetal. (2004) while describing these as
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“hidden” psychiatric conditions states that 8% oégenting patients will have all three

disorders simultaneously (Andrews et al., 2001).

Phelan et al., (2001) discussed severe mentasdlaad physical problems. They state there
is a strong link between poor physical health whaskers life expectancy and gives rise to
a wide range of physical complaints (Goldberg & &afi996; Happell & Platania-Phung,
2005; Holdaway, 2003; MaGPle, 2005; MOH, 2002; R&d05; Roy-Byrne et al., 2000;
Warner, 1998). This knowledge is therefore impdrfanall primary health nurses to know
so that they can effectively care for their patemnt the community. Within this study 67%
of respondents stated they see patients in theseairtheir work with a co-morbid physical
complaint. Yet irrespective of any qualificatiolmeir knowledge of common simultaneously
occurring conditions seemed limited. Mixed respsna&re obtained when respondents
were asked to name a physical disease that ceedxisith a mental illness. Again the
example given was the most common answer. Knowledigeit co-morbidity in primary
health is important as 50% of patients with a miahteess will have some co-morbidity, but
in 35% of these patients their coexisting diseasendiagnosed (Andrews et al., 2001) The
consequence for the patient when co-morbid disisaset recognised and managed can lead
to death — hypertension and lung disease are the gaase of death for long term mentally
ill patients (lacovides & Saimouli, 2008). It is @gyent that education into co-morbid

disease and mental health is needed.

Mental health interventions performed by practice rurses

The vast majority of PNs performed more than oteruention (Table 8) with some nurses
indicating they complete many types of intervendidor patients with a mental illness.
Practice nurses perform at least depot administrattounselling and medication mental
health interventions regularly. These interventioaisge from screening and assessment to

management to referral.
Screening and assessment

Given that early intervention for patients with wbsacute mental illness greatly improves

outcomes for patients and often relies on adegg@tening and assessment (McMenamin,
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2005) it is important that PNs can recognise asgaord to the presence of such illness at an
early stage of illness. Appropriate help at thidb-fweshold level may simply be the

education for the patient, self help strategies@sythosocial support (Andrews et al., 2001,
Parker et al., 2008; Patel et al., 2007). All iméztions a nurse could perform. This current
study did not specifically explore the confidenéenorses’ assessment and diagnostic skills,
it did however find out how familiar nurses werellwimental health screening. The results
indicated there was a low use (only 37% of nursé$dols such as the mini mental state or
COORP tool. Given that the confidence in the useheSe tools was also low and this

guestion was also answered by fewer than 40% pbretents, the remainder presumably do
not use tools, have no access to the tools, or haveonfidence in the use of these tools,

education related to screening for mental illnesmportant.

The use of screening tools is also an importantnsed communicating the care of patients
to doctors, including assessment and treatmentiatrahs. There use is reliant on access to
the relevant tools and competence and confidentdgein use (Hsu et al., 2005). The World
Health Organisation (1996) stated that screeningniental health should be part of a
nurse’s role and MOH (2005) state that health sareening is a common task for practice
nurses. Recently a new approach to assessmentatindtfself-management — the Flinders
Model — used to assist the nurse in formation @l gentred care plans for patients is being
incorporated into PG papers in primary care. Thigleh provides an assessment framework
for primary health nurses and while not specificaésigned for mental health it does use a
holistic approach to care (Harris, Williams, Denrdsvar, & Davies, 2008). Within this
study, respondents were not asked if they beli@weds their role to perform screening and

care planning for mental illness.

Decisions are therefore urgently needed on whidhede tools nurses should be competent
in using and a plan to provide this put in placeoas of the first activities undertaken.
Guidelines released late last year after commengeaighis research, by the MOH contain
many assessment frameworks which are easy to uleefadentification of common mental
disorders and which are designed for use by prirhegjth nurses (NZGG, 2008). The tools

include assessment frameworks from young to oldcaveér primary and secondary mental
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health issues including suicidal intent with guides on how to use these tools. This

document needs to be made available to practicesaur

The most common disorders in children and youthaaseety and depression and cannabis
addiction, therefore education should focus onstémlscreen and assess for these conditions
(Bittner et al., 2007; Gregory et al., 2007; Reylet2002). One fifth of older people have a
mental illness and 54% of nurses surveyed encceohderly patients with a mental illness
weekly or monthly. Given the increasing elderly pigpion this figure is likely to rise. The
two major disorders affecting older people are desgion and Alzheimer’'s disease. The
tools for these conditions are relatively easydmiister such as the Geriatric Depression
Scale (GDS) and the Alzheimer’s disease ScreeRranary Care (Grober et al., 2008; Hsu
et al., 2005). No respondents stated they usec ttoeds. While how to use these tools is
often self explanatory, choice of an appropriatd t® not, and will require educational and

multi-disciplinary team input.

Screening for depression is also a topic that requeducation. Mann et al., (1998) in their
British pilot study patients diagnosed with depi@ssvere either assigned to GP follow up
or PN follow up. The nurses were trained in theegssent of depression using the Beck
Depression Inventory and its management. All of 680 patients recruited showed
improved outcomes in their mean depression scarésPals were at least as successful at
treating these patients. Therefore PNs can maki#esethce given training in this area. Gray
et al. (1999) also reported approximately 50% afes directly give advice to patients on
depression and its treatments. This knowledge nesdrno be explored with PNs to
encourage them to make a difference within theirrkwaith patients experiencing

depression.

Management of mental health issues

Here the most common intervention performed with thehbg confidence level was the
administering of depot injections. This concurs lwath Gray et al. (1999) British study
where 61% of PNs administered long term antipsychoedication in the form of depot.

Burns, et al., (1998) also reported on the useepiot medication by PNs and found that
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while 68% of nurses gave this medication most lddke confidence and training to do so.
Although the nurses in this current study repor®ihg confident in giving the depot
injection, given the lack of mention of the mini-mal state exam or AIMs test it is possible
that their confidence is in the injection technigqgseopposed to the mental health assessment
that should also accompany this every time an figeds given. Burns et al., found that one
third of patients receiving depot medication haeecontact with secondary mental health
service, PNs therefore have a significant “respwoliyi of care” for these patients.
Therefore an assessment of the patients’ mentde sthould be completed when
administering a depot medication (Burns et al.)thii this report few PNs used this tool,
thus, when to perform an assessment may be an isgu&ing education. Nelson et al.,
(2003) in their evaluation of primary care sharedviges briefly discussed education
requirements for general practice staff and menti@nneed to train staff in the use of an
AIMS tool for detection of side effects from lorgyin use of antipsychotics. What is clear is
that education on the patient assessment and rm@bpities of administering depot

medication is needed to ensure that it is admirgdteafely for patients.

Other common interventions performed by the nuiseshis study were counselling,
medication advice, problem-solving and anxiety ng@maent, with medication management
other than depot being rarely performed. Theseirfgel are generally similar to what is
known in the literature where these are the mostneon interventions (Lee & Knight,
2006; Secker et al., 1999). However, they diffenfrthose of Gray et al., (1999) who found
that in the United Kingdom medication managemens We most common intervention

performed by practice nurses.

The list of possible interventions used by the BN#his current research was short, yet as
demonstrated in international research, PNs canfheential in improving care for patients
with a mental health issue when taught intervesti@faton et al., 2001; Sokhela, 1999).
The interventions within the international reseanele included assessment, general mental
health education and giving treatment advice andicaion adherence. These are similar
interventions some nurses in this current reseased and so patient outcomes could be

improved directly through providing this educatiarthese interventions.
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The areas where confidence at performing intereastiwas lowest (Table 10) would
perhaps suggest where extra educational inputjisres. These are important areas as these
interventions are commonly performed. For examalgiety is the second most common
condition met by nurses in this study and threeatgus of nurses had little or confidence in
their performance in anxiety management, yet alnfedt the nurses performed this
intervention (Table 9). Half the nurses who resahstated they had little or no confidence
in their skill at giving medication advice yet thigas a common intervention performed.
Giving correct medication advice to patients ishlygmportant as the wrong advice could
have an adverse affect on patients; nurses therefeed urgent education on medication
used within mental health to increase their comfcde Getting education to PNs on these
interventions and management of conditions is ingmrso that they can deliver the correct

care with confidence to their patients needs shbealdxpedited.

Confidence in caring for patients or performing taémealth in general scored low, mean
confidence in performing specific interventions fatients with a mental iliness also scored
low and this was not influenced by PG educatiorb(@d0). Confidence was influenced by
primary qualifications and experience working wphtients with mental health concern.
Nurses who held degrees in nursing also showe@asorg confidence in caring for these
patients in general. Although not statisticallyrsfigant it does show a trend which is
positive given nurses in NZ now all qualify with degree. Confidence in performing
specific interventions also scored low with the epteon of giving treatment advice to
patients and holding the primary qualification of ceamprehensive degree showed

statistically significant increasing confidence gared to nurses without a degree.

With the exceptions noted above these results giypagree with Secker et al. (1999) who
found that primary qualifications of PNs had beéritde or no help with mental health

issues. The results also agree with Henderson. R@07) and Kerrison and Chapman
(2007), who reviewed mental health theory taugtgttmlents within comprehensive training
and found while there is limited research into #iea; there is still a wide held belief that

training hours are inadequate for practice. Firdayst al. (2009) also commented on the
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inappropriate and poor quality of placements fothbendergraduate students and for new

graduate nurses as being workforce developmergsssu

To be considered competent there needs to be aiwmaimon of the right knowledge
(education), skills and attitude (Redfern et a002. All of the nurses taking part in this
report could recall mental health education inrthr@ining but it was of little help in gaining
confidence in mental health skills. A higher prdpor of nurses than previously examined
in research held comprehensive degrees which ab dnly limited influence on

interventions performed or confidence in performimgrventions for patients.

Clearly there is the need for appropriateness iafcell placements in mental health to be
called into question. What is needed are mentdtth@éacements where clinical skills are
taught and a supportive learning environment iswta@ed for the student to gain skills and

help with knowledge acquisition that can be broudghtvard into a career in primary health.

Where training additional to primary qualificatiohas been given to PNs it has improved
outcomes. Katon et al. (2001) trained PNs in bim@kerventions including clinical

assessment, education, monitoring adherence tomeets and follow-on referrals for

patients suffering from depression and found ndedihce in outcomes for patients
allocated to nurse intervention or GP interventgiooups. Therefore with the right education
and skills PNs can become proficient at helpingehpatients. Specific PG education in
mental health interventions is needed to incred&se dkills and consequently improve
confidence and competence for these nurses. Thisagdn needs to have a practical focus
with onsite education based around real patien&se Hbrimary health educators, mental
health liaison nurses or mental health nurse edtxatay have a role to play in this type of

delivery, perhaps in the form of a mentoring raedither new PNs or new graduate nurses.

Collaboration and referrals
The majority of PNs in this current study liaisetlwa wide range of mental health services
and therefore this research agrees with previossareh completed by the MOH (2003).

Crisis services gave the greatest response. Toleirwas described by the Mental Health
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Commission (2001) as addressing the needs of patidmo have not been in mental health
services and those with a recurring mental illnass, provide a mobile call out and triaging
service. Therefore this is an appropriate teamaisd with when nurses are concerned for
any patients. Although as one nurse stated thésigrtare not always helpful’and patients
“don’t meet the criteria”. It could perhaps be the case that this nurse efasring patients
who would be more appropriately cared for withimpary health. A referrals process would
therefore help this nurse with whom to refer pdtean.

Many nurses also gave more than one answer fortiqne26 indicating a knowledge of
mental health services, ability to access mentaltheare and collaboration in that care.
Finlayson et al. (2009) states, that the PHO systasngenerally increased PNs participation
in delivering a collaborative service to patiemdthough few nurses within this current
study identified themselves as belonging to a PtH€se numbers are likely to increase with
time, then collaboration in care of patients witntal health issues may also increase. This
may already be the case given the diverse lisenfices and the high response rates for this
question (85%) with the majority of nurses givireysral responses to this question (Table
13). Four nurses liaised with counsellors and pshpgists and three nurses indicated they
liaise directly with the psychiatrist, indicatinghagh level of collaboration and participation

in mental health care for their patients.

Only one nurse indicated they contacted serviceelfterly mentally ill despite this being

the second highest contacts with patients and 5086 of PNs caring for elderly patients
with a mental health concern monthly. Also only enuese mentioned referring patients to
addictions service despite 70% of nurses statiay tare for patients with addictions issues
and one nurse highlighting this as an educatiom&#dn Therefore there are still issues
around liaison and referral which require educatiorensure patients get referred to an
appropriate service.

Primary mental health liaison or link nurses wogkivithin the practices and community

teams have been shown to improve outcomes andasemental health awareness (Lee &
Knight, 2006; Nelson et al., 2003; Rodenberg ef@04). These nurses facilitate a multi-
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disciplinary approach to care and help with liaidoetween services. Only two nurses
surveyed indicated they worked with a liaison/lisemmunity mental health nurse. A
possible explanation for this is that these nursa® developed in an ad-hoc manner, there

Is no standardisation in their titles or the PNs ot aware of these nurses (Nelson et al.).

While the nurses in this survey knew who to refatignts to, most nurses had no referral
process to follow. Many nurses made comments abeytrocess and there appears to be no
standardisation of this process. Written respohses centred on what the nurse felt was the
right thing to do“sometimes our work is intuitive —gut feeling tejlsu something is not
right” (No. 39). And another nurse statétl| feel it's serious | will discuss with the
patients that | may need to speak with their GNo. 38). Nonetheless, most nurses
responding to question 24 stated they would infdtrenGP. Some nurses stated they would
triage patients with one nurses expressing this thefer on if risk evidenced. Triage/
assess/ analyze-refer to appropriate servic@§o. 40). While another nurse stated she
would leave“a note for the GP”. Another nurse stated she would listen to patiet a
described collaborating with their doctor beforeking an appointmerfiacknowledgement

to the patient that this issue is important to Mken through discussion with their GP we
would either make an appointment for the patientvigit GP or referral to counsellor
depending on issue(No. 24). Other nurses stated they would encouthgeatient to see
the GP. One nurse commented on the inadequate ssrdoe referrals stating lack of
“interdisciplinary services communication can lepple with mental health issues down”
(No.32).The World Health Organisation (WHO) and World Ongation of Family Doctors
(WONCA), (2008) global report into primary mentaaith stipulates a more organised
approach to referrals and sets out guidelines aticig when to refer and which service
patients should be referred to. WHO and WONCA sthte is dependant not only on
adequate processes but also on the skills andierperof the primary health workedne
nurse appears to identify with this and statédvbuld be beneficial to patients and nurses
in primary health to have an index of servicésld.32). This nurse wants some type of

structure to the process at a very basic leveetp refer to the right person.
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It is clear from this current research that thealgwyment of local guidelines which leads
into a standard referrals process would assist iRNgaging patients with mental health
conditions. One experienced respondent articuldteid skill in the triage process well but it
is evident from her response that guidelines wbelg her decision making process.

“Ask if they would like some help.-who is suppatson. Listen -personal

safety. Is help needed today/tomorrow- Dr/ dulyhaused officer on duty

or midwife if postnatal depression. Depending onbtem ask for advice

and share the joy. Any self harm-get help sooneaveHto balance

confidentiality with safety(No. 38).
This area is perhaps where mental health nurseasug¢ psychiatric liaison nurses and
community mental health staff should get involvetting out clear local referrals processes
and guidelines for PNs to help with their decismaking. As consequence of this research |
am at now part of a project looking at early ingertton procedure protocols and referrals
for patients with a mental health concern. Accessdrvices at the right time and better

linkages with community is one of the aims of tfisup.

Preference for mental health education and perceivelearning needs

The nurses themselves indicated their interestvalidgness to engage in such education.
One nurse stated that the completing the questientraade me realize that there are some
gaps in my knowledge. | am very interested in &ieducation”(No. 27). The finding that
few nurses considered they had a firm groundingnémtal health as an undergraduate was
not unexpected. Henderson et al., (2007) have quely reported this in the Australasian
context. Given this finding it will be importantahany education developed be positioned
to both educate the registered nurse with limiteshtal health knowledge and experience,
and to extending the nurse who has considerable/lkdge and experience. The needs of
the more experienced group may best be met in RGatidn, while those of the former
group are engaged in work-based or short courdexsselwho are involved specifically with
patients with a mental health problem or have & &scus of their practice would need more

advanced education.
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The majority of research into the provision of natiitealth education in primary health has
concentrated on skill acquisition and outcomesdb's, and studies have failed to recognise
the needs of PNs in this area (Corney, 1994; Goidige Gater 1996; MaGPle, 2005;
Russell & Potter, 2002). This current research nmspon the PNs preferred provider,
duration, and location of primary mental health adion. The results were split between
short lectures delivered at their place of work aatside their place of work. It is clear from
the research that nurses would prefer a coursefispéig designed for PNs in mental health
which should be delivered by community mental e@@MH) team. This places the burden
on the overstretched CMH staff which as Secket.g{1099) state they would be unable to

cope with.

Few nurses in this study either referred to oetishe psychiatric nurses at their practice or
psychiatric liaison nurses as preferred educadoes.previous research has highlighted the
educational role of these nurses to enhance méeith awareness in a collaborative
learning environment (Badger & Nolan, 1999; Lee &i¢ht, 2006; Rodenberg et al., 2004;
Secker et al., 1999). As few nurses in this suihvay experience with liaison nurses then the
effect their presence makes on either collaboratare or collaborative learning is still un-
quantified in NZ. Given the few link/liaison nursasd the focus of their work being severe
mental illness, it is perhaps appropriate that Chittl psychiatric liaison nurses should
jointly present education for practice nurses. Thuld reduce the burden of providing

education for both parties.

Table 12 specifies the nurses’ identified learmeguirements. Suicide was listed highest by
the nurses yet this has the fewest contacts (T&bhléhis may perhaps relates to life and
death consequences arising from this concern. Tinges in this current survey cared for
patients with a wide range of issues and commoryninistered a wide range of
interventions. Yet the examples in the questiomnaiere the most common responses. The
nurses’ confidence in performing these intervergiovas low suggesting an educational
need yet the nurses did not highlight interventiaasa need. The nurses responding to this
question may not know which conditions, therapiegr@atments available in mental health

to help them answer this question. In prioritisiaducational requirements from the
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responses gained while depression and postnatalessepn are conditions that the
respondents knew most about, they still identifiedse disorders as requiring education.
Perhaps this is due to depression being the megtdéntly encountered condition. Postnatal
depression was not a condition listed in the qaestire where respondents could record
the frequency of encounters therefore the rates w&ain this group of respondents is not
recorded specifically. The incidence of postnaggrdssion is placed between 13% and 35%
(Harvey & Pun, 2007; White, 2008) and responsehiwithis current research also suggest
it is common.

The specific mental health issues PNs felt thewirecadditional education on are wide and
varied. Given the lack of experience in mental theather then on the job training this
education has to start with very basic concept® fassessment through to management and
be built upon. Prioritising these needs should m®rabination of the patients most often
seen, the PNs perceived learning needs and arease wdonfidence in performing
interventions was low. Conditions such as anxigtyef, alcohol and drug issues which
nurse see often (Table 4), and schizophrenia, dipdisorders, suicide which nurses
highlighted (Table 14). As confidence is low atfpening interventions, undergraduate
training experience limited and PG primary mentalth for PNs not yet available, then this
training should start at the basics of mental heattd be built on to cover the types and
conditions the nurses care for. Education shoudédt svith the most commonly met
conditions, for example, depression and anxiety iaitially concentrate on adult issues.
Then education should progress to less commonlycoraditions and older adult conditions
such as dementia and their management. Themesatbaencountered by nurses less
frequently such as children’s mental health issarek suicidal ideation are still important as
education around recognising these conditions nmeayfbconcern and so should still be
prioritised. In this way a comprehensive educaptan will be developed concentrating on
greatest need.

One way of doing this would be to initially covendergraduate content and relate this to

mental health problems encountered by nurses mgoyi care, in this way using their

current knowledge and experience. This form of erpéal learning permits internalisation
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of previously held knowledge building on this tovdlp new meaning and understanding
(Jarvis, Holford, & Griffin 2004). Experiential le@ing can start with very basic concepts
and progress to more complicated principles quickhd therefore also assist more
experienced nurses. This was demonstrated by Sokb@99) where this type of on the job
practical learning was used to improve primary theaurses understanding and skills in

mental health.

The education should include general recognitionaofvide range of mental health
conditions and tools that can be used to assessityewof the illness. It should also be
considered that patients present early and insadeste stage of their illness to primary care
and so assessment and early recognition of problenmsportant (Parker et al., 2008).
Patient self help strategies should be taught tsesuand other more general interventions
that a nurse can use in sub-threshold illness @wslret al., 2001; Katon et al., 2001; Patel
et al., 2007). Lastly, where to get effective higlppatients when needed, using a structured
referral process (WHO, 2008). With the PNs in tusrent research stating they would like
a designated course for PNs perhaps the link-nwrkese part of their role is to train and
educate staff could take up the challenge and desighort course for PNs to be delivered

locally .

Educational Barriers

Both the Ministry of Health Workforce Survey (MOBIQ03) and Baird (2003b) highlighted
finance as the greatest barrier to PNs’ educafioligwed closely by time and staffing
problems. These studies also report employer aggistand lack of available courses. This
present study reports issues with time and staffingance directly was only mentioned by
one nurse who statedvho pays for it. Have attended outside of work Bo@utside the
DHB you are outside the loop of continuing edugatidormation” (No. 33).This comment

appears to concur with Baird’s (2003a) report whreneses attended study in their own time.
This study while small also looked at the difficedt endured by rural nurses. Only five rural

nurses took part in this survey, and three desdriificulties accessing education. One

nurse summed up the responses by sayingal- difficulty getting to educational sessions

-03-



in cities- time constraints, no locum nurses toetdbNo.17). This was highlighted as a
barrier by the MOH (2003) in a ministerial repontdapartly as a result of this report PNs
can now access CTA funding directly through theversities or via the DHB. The goals of
CTA funding include paying for staff replacememgvel as well as the cost of the papers.

This does not appear to have unblocked the batoerducation for the nurses in this study.

The emergence of PHOs was an issue not raisedyinpavious research as affecting
education for practice nurses. Within this study tésults were mixed on how these affect
access to education for practice nurses. Whilewhis raised by only four nurses, it is worth
noting that the PHOs tends to direct education tf@se nurses and if mental health
education is not seen as a priority for the PH® the&vill not happen. The profile of mental
health education for primary nurses would needetadised for priority to be given to this
topic. How feasible this is with restraints on eatimn funds of the PHO, allocated
educational time and PNs time is unknown. The Pmyntdealth Care Nurse Innovation
Evaluation Team, (2007) also recognised an issueruial nurses and PHO providing
education but their focus was on prioritising furgli Also this was in respect to the Health
Practitioners Competence Assurance Act (2003) hag to not specify any education on
mental health. They do stress the importance nicell education and state this is dependent

on location and time.

Finlayson et al. (2009) briefly discusses the rofePHOs in education in relation to
implementation ofThe Primary Health Care Strateg{King, 2001). They mention nurses
having to negotiate release time and funding farcation. They state that primary health
care courses, professional development sessionsnantbrship may be strategies to help
support practice nurses. The mental health comparighese courses may not be adequate.
For example, according to the University of Aucklamebsite-Primary Health Care Nursing
course in 2009 does not recommend any mental heatérs for a PG certificate or diploma

in primary health (http://www.fmhs.auckland.ag.nZhere appears to be no structured

mental health component to any of the papers andburse. Therefore these papers may
address other concerns in primary health, and doegot, at present address mental health

problems in primary health. CTA funding should #fere be extended to cover the mental
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health educational requirements of practice nufB@s. may require an extension of primary

health CTA funded papers or an additional papenade available.

Where to from here?

In a report to the MOH, The Health Workforce Advis@ommittee (2008) set out goals in
delivering primary health education to nurses wheré is accessible, affordable and
appropriate. That New Zealand Nursing Council, ewducators, PHOs, CTA and DHBs
coordinate a national framework for delivering eatian on primary health which takes into
account undergraduate preparation and PG needbinWiftis report there is no specific
mention of mental health educatiomhe Blueprint for Mental Healt{Mental Health
Commission, 1998) states that the primary healtttoseshould bear the burden of
responsibly in caring for the 17% of patients whary one time will have a mental iliness.
At present the government is implementifhg Kokiri, The Mental Health and Addiction
Plan 2006-2015(MOH, 2006a), an action plan to equip the primapalth sector for
delivering primary health policy. Primary healthre@rganisations are expected to lead the
challenge in building capacity for primary healtfeeaorkers including nurses, to assess and
meet the needs of patients with a mental healtiteron be involved in early intervention,

improve patient outcomes and promote recovery.

In prioritising educational requirements from tloisrrent research it can be deduced that
PNs need urgent education about general mentalhheahditions, including all types of
depression and suicidal ideation. To this end #higly concurs with Renwick’s (2007)
report where there is a need for training in mehéallth interventions including depression
screening, which will improve competence in skillBractice nurses need greater
understanding of co-morbidity which may directly prave patient outcomes.
Responsibilities surrounding administration of depedication also need education where
PNs have the burden of care. Education is neededharh assessment tool should be used

and when, and lastly, a standardised referral ggoce

This research was conducted with a view of helpimegprovide mental health education to

local PNs and thereby improving outcomes for thiiepts | meet in my every day work. It

-95-



also has implications wider than my local communipw and by whom should education
be delivered to PNs? In some instances it may peoppate for local educators to run short
up-dates for PNs, discussing management and reemgnof particular conditions.
Orientation programmes for PNs could involve spegdiime with community mental
health services learning about liaison with thesiserand how to use the screening tools.
How feasible this is would be dependent on nursesgoreleased from their duties. This
topic is much wider than can be taught in an aftemtherefore a more formal approach
may be needed by tertiary providers.

Conclusion

This study was designed to describe the percewanhing needs of PNs in mental health
and explore their involvement with these patiefiise aims were to gather demographic
data, examine the nature of problems encounteredubges, describe the interventions
currently used by these nurses and identify peeckilearning needs. To this end the
research has been successful. While demograptacdehihot show true generalisablity, the
respondents were broadly similar to previously knopopulations. This is the first NZ
research to capture the work of PNs with patients & mental health concern and the
results demonstrate that PNs are involved dailh yiatients’ with wide ranging mental
health concerns, the most frequent conditions negtgoanxiety and depression. They
provide a wide range of mental health interventiongh administration of depot
medications and counselling being the most prevat@nfidence in these tasks was limited
and not influenced by basic education. The respusdeere able to liaise with a wide range
of services but no standardised referrals process iplace and nurses have to use
professional judgement when referring patients. mheses listed their perceived learning
needs which centred on general mental health dondiand other learning needs arose out
of this research which includes education on cobmdodisease and mental health and

screening. The aims of this study have therefoen lmeet.

- 96 -



Chapter 7.Conclusion and implications

This study reported on the educational needs imgm mental health of a sample of 52
practice nurses (PN) in New Zealand (NZ). The fugdi are important given the move
within health services for increasing the capaoityhe primary health care sector to extend
and expand its contribution to improve mental teattcomes. This final chapter will
discuss the limitations of this research and thelications for nursing practice, education
and research.

Limitations of the study

These findings may have some limited degree of rgdisablity to other practice nurses PNs
within NZ therefore results may not be applicabdeetvery area. There were no large
metropolitan areas sampled and so results mayendilly representative to these regions.
Another limitation of the study is that it only mides a snapshot of the current work
undertaken by PNs in the field of primary mentadltreand their current perceived learning
needs in this area. Both of which will change avree and given the release late last year of
the new guidelines in primary mental health (NZGX®08) change may have already
occurred. It is therefore important that a furteardy is done in two to three years to see

whether knowledge and confidence has improved.

A further limitation of this research is the lowtumn rate. Of the potential 143 nurses
sampled in the area only 52 nurses chose to regpametating a response rate of 36%, a not
uncommon response rate for postal surveys andieatyigsponse rate for other surveys of
practice nurses. The low return rate means thaesmaution is required in making decisions
for all PNs based on these findings, non-resporsderdy hold alternative views on this
topic. There was no consensus of roles, knowledgk canfidence, and the respondents
listed different needs which means that not onbséhwith an interest or skill in providing
primary mental health services responded. The rigglitherefore are important but any
development of local education based on them i$ d@sied out in negotiation with the

nurses specifically targeted for the education.
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From a methodological perspective the low retutie @ccurred despite the use of many
strategies to increase the number of returns. Wdueveys are used the only solution to
increase the actual number of returns, as oppasttetactual return rate, would be to send
more out. This would be time consuming given thek laf an accessible data base on
general practices throughout NZ. Perhaps a regidtgeneral practitioner (GP) practices
and/or PNs could be developed to allow easy ideatibn of the population, thereby reduce
the time taken to locate the sample. While this matyincrease return rates it may allow a

greater sample area and so a larger sample.

Rigour in this study was maintained throughouttifloations were made in the text for the
methodological process followed. One of the manedts to the rigour of this report is the
questionnaire which was developed specificallytfos research. This was validated by a
peer review and a pre-test, with changes made ddaelkd questions refined for ease of
understanding. In general the questionnaire seitgegurpose well. Other researchers
undertaking a similar study should consider malgogie changes. These include clearer
definitions of formal education, postgraduate (R@&idy, and better definitions of primary
qualifications. In future studies which include qmansons of primary qualifications the
standardising of nursing qualifications will evealty become easier as fewer hospital
trained nurses and diploma nurses will be repldned@¢omprehensive degree nurses. The
present confusing state of primary qualificatiosdikely to continue for some time. Two
guestions on co-morbidity which gave ambiguous emnfusing answers should be altered
with better examples and clearer definitions. Patsindepression and schizophrenia would
need to be included as conditions to gauge comtétt patients with these conditions.
Additional questions may be needed around bart@m@nd funding for education to help
tease out more information. The final phase of thgearch is to share the findings locally,
and nationally to both mental health nurses and &Nthat other regions can also benefit

from this research.
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Summary of implications for nursing

Primary health policy states that the majority afipnts with a mental health concern should
be cared for within primary health system. Practcgses are the largest group in the
primary health workforce have a major role to playmplementing this policy. While the
scale of this research is small, it provides a gbd picture of PN involvement with
patients who have a mental health issue. It captilnise aspect of the work which up to now
has not been examined in New Zealand. This workphegiously gone unrecognised. It is
now known that PNs work daily with patients of afles with an extensive scope of mental
health concerns and that they provide a wide rasfgenterventions for these patients
frequently. The most common conditions seen aralépession and anxiety disorders and
the most frequent interventions performed are celling and administration of depot

medications.

Practice nurses themselves have now articulatece saintheir learning requirements in
mental health which centred on particular condgisach as suicidal ideation, depression,
and postnatal depression. Particular treatmentogtifor patients were also raised for
example, behavioural therapy. This research hasrbegopen the debate in New Zealand
around the issue of mental health screening ingmyrhealth. With few nurses screening for
mental health concerns and even fewer feeling denfiin this and with restrictions on PNs
time, this area needs to be explored more thorgqu@wnfidence is linked to competence
and skill level (Redfern et al., 2002) and giver tlurses confidence in interventions was
low, it is likely that their skill level was alsardinished. This places the patient and nurses
at some potential risk when nurses are providing tlaey are not competent to provide.
Therefore training in the provision of interventsois needed urgently to reduce the risks to

patients and the nurses.

This research also allowed the respondents totstledest means of delivery of education
and their perceived educational restraints. Fiithepercent of respondents wanted a short
course designed for PNs around mental health pedvither by community psychiatric

services or an educational provider. This couldh@ps be run as an orientation programme

for new PNs or with an increasing uptake of PG sesirtby PNs as part of these primary

-99 -



health educational initiatives run by tertiary poers. This study agrees with previous
research on the barriers to providing educationciwvhn the main were concerned with
staffing, finances and time. A completely new fimglis the influence of the Primary Health
Organisation (PHO) whereby if the education is arganised through these organisations it
may not happen. Mental health education will nezde seen as a priority for PHOs to

release practice nurses.

It is clear from this research that a coordinaggreach to educating PNs is called for. This
will demand liaison, coordination and collaboratibetween primary health educators,
tertiary education providers, community mental tiegkervices and primary liaison nurses
(Ford, 1998). Primary health education provider® warrently provide education for PHOs
need to take account of the PNs educational needsental health. Community mental
health and secondary services could open up thserivice training around primary health
to PNs and PHOs staff. At present in Tairawhitievant training is often open to mental
health providers and liaison nurses. This shouldextended to include PNs and content
centred on primary health needs issues includingpee structured referral process so that
knowledge of this process can be more widespregisdn nurses should get involved in
training PNs and the setting up of a referrals @sscin this way PNs will become aware of
the role these new nurses perform in the care aitatig ill patients in primary health and

will become part of the PNs referral pathway.

With Clinical Training Agency (CTA) funding beingvailable to PNs and primary health
PG papers coming to fruition, the postgraduatenimmgi opportunities for PNs should
increase. Priority needs to be given to primary talehealth in these courses by tertiary
providers for PNs to be in a position to implemprimary mental health policy. Tertiary
education providers also need to review undergtadeducation in mental health and
supply more appropriate clinical placements in rakimé¢alth to undergraduate nurses. These
placements should take into account the actual wonie in primary health by nurses so that

the content of the courses can be changed to rtfaoihneeds.
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It is now known that PNs liaise with an extensiist bf mental health services, with the
most common team to refer to is crisis mental hesdrvices, few appeared to liaise with
primary mental health liaison nurses. Practice emiege in a position to pick up subtle clues
about a patients mental health state while sympt@masub-threshold, and are in a position

to initiate nurse driven interventions proven t@move outcomes.

The extent of this liaison with services may needhier investigation to understand how
PNs collaborate in care. From this research thesefew practices with a standardised
referral process when nurses are concerned abtienh{sa mental health and so perhaps
debate is needed as to when do patients need tefdreed outside primary health and to

whom.

With many educational implications not fully undexsd as yet and a multidimensional
course needed the setting up of an educationalrgmoge is still too difficult to be
accomplished by an individual. Locally this mayéworking party perhaps consisting of a
mental health educator, community mental healttsesjra group of PNs, primary health
educators and liaison nurses collaborating togathehe first stages of a programme. As a
series of sessions is needed, collaboration suthisasill develop the multifaceted aspects

of a course. In this way it may start to meet thental health needs of practice nurses.

Implications for further research

Descriptive research is designed to provide anwoswrof a situation, describe phenomena
and variables that impact on that phenomena (Kel#grk, Brown, & Sitzia, (2003). It is
not designed to give in-depth analysis of spe@§ipects nor explore any lived experiences.
In this way it is designed as a starting pointftother research when little is known about a
topic. This study has therefore raised some importendings which need further
investigation. The background to this study cleabntifies how little is known about the
PNs’ role with patients who have a mental healthceon and the findings indicate several
areas for further research. These include the fores more in-depth look at the number of
contacts made by PNs in the course of their worth vpeople with a mental illness,

particularly around suicidal ideation, depression @postnatal depression. Are the nurses
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reporting the number of known cases or are theyimga&n assessment and reporting the
number of suspected undiagnosed cases? How PNss dksemental health of patients and
which tools they should use also requires resediche importantly, what do they do with
the information when the assessment has been nfdde3tudy also mixed sub-threshold,
mild moderate and severe mental illness therefare tnvolvement with sub-threshold
mental iliness, patients where perhaps only nurmiention is needed, was not reported.
This requires further investigation. More in-dep#search into the confidence levels of
nurses performing interventions and the effectdasing education has on their confidence

level is needed.

Additional research is also needed to discernaf BiNs are reporting the known cases of
mental illness, that is, where a patient has preshobeen formally diagnosed or if they are
reporting the suspected cases prior to a diagndisis@ay also not be the place for PNs to
diagnose patients but only report suspected casas@P for assessment. This may be the
case as the majority of PNs stated they would mfdre GP if a suspected mental health

issue arose.

While this study reported the mental health intatiens PNs perform, little is known about
the quantity or quality of the interventions penf@d by these nurses and this remains a
topic for more in-depth study For example, how mfteaow long and what training they
require to perform this intervention? This reseasduld need a small group of nurses and

some type of qualitative approach to complete.

The effect PHOs have on education provision neadsdr investigation. With few PHO
respondents within this study, then true conclusioauld not be drawn. These agencies
direct the education for PNs within their employdahe potential to restrict education is
great. More research into rural nurses accessuoatidn is needed where access is further
restricted. Again a larger sample would be needagkamine the impact these new agencies

have.
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It is very clear that all nurses in this study wergeountering people with a wide range and
severity of mental illness frequently but what ageup the patients belong to and whether
this is a previously diagnosed illness or an ilingsat the PN suspects, is not known. Future
research relating to the age and conditions sed\sywould be required to give a complete
picture including comparisons made with what is Wwnoabout the patients seen. This
current research was also not designed to collet@ dn how PNs respond to particular
mental health conditions encountered within thearkvbut with this high rate among this
small sample it may also be worthy of interest &tar date. The attitudes of PNs towards
patients with a mental illness are also worth examg as other studies have shown that
health professionals discriminate towards patiesith a mental illness (Jorm, Korten,
Christensen & Henderson, 2002).

More research is also needed on to the use of saseas tools by practice nurses. For
example this current study did not examine whe#lmgr assessment such as a mini mental
state examination was made during depot administradr if nurses understand their
responsibilities when administering depot medicatiand need further research to
comprehend this. What tools are available to PNghiwitheir workplace if the latest
guidelines by NZGG (2008) are available would needbe researched before it is known
whether the low rates of use is an inability to tise tools, lack of access or lack of
education and competence in their use. Researblapeshould also occur into who decides
which assessment tool should be used. Is thissae ifor public health, the GP, the PNs, the
practice manger or mental health services? Deliseshould develop around whose role it
is to administer the tools, the nurse or the Gig,vahat do with the assessment information

once gathered.

It is not known from this research in what circuamgtes the nurses liaise with mental health
services. How the role of primary mental healthsearliaison services link into that of PNs
also warrants further investigation. It is timetyibvestigate the location, the numbers and
the roles performed by these link/liaison nursestlfics to be clarified. How to access this

service needs investigation, as few nurses indhisent research referred to these nurses.
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What role should these nurses perform in educafimgctice staff also warrants

investigation.

Closing statement

Practice nurses clearly have an important roleraviging primary mental health services.
Thanks to the 52 nurses who responded to this guinege is now a better understanding of
this work and the educational needs of these nufses nurse working in mental health |
look forward to using these results to help PNminregion be better equipped so that the
people of Tairawhiti and Hawkes Bay can have imptbwnental health outcomes. By
publishing the results of this survey nationall#@n help other mental health departments

and educators such as me to provide educationgtgrones for the PNs in their area.
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Appendices

Appendix A: Questionnaire

Practice nurses educational needs in mental health

This questionnaire is divided into three sectioBection 1 asks you for some personal details to
describe the sample, Section 2 covers your praoticge experience with people with mental illness,
and Section 3 asks you about your education ndéusanswers provided will remain confidential.
No identifiable information about you will be reved in written or verbal reports, results will be

aggregated. Quotations may be used to highlighesoomts.

Section one — Education

1. What best describes your nursing qualificatiom®k one only
Enrolled, community nurse or nurseistssit
Registered nurse with hospital basading
Diploma in nursing general obstetriasing
Diploma in comprehensive nursing

Degree in nursing comprehensive

[ ]

[ ]

[ ]

[ ]

[ ] Registered nurse other e.g. psychojgaed
[ ]

[ ] Nurse practitioner

[ ]

Other please specify

2. What year did you first register?

3. Do you have any post graduate qualifications insimg, for example a post graduate
certificate?
[ ] Yes [ ] No

If yes please list
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4. Are you currently enrolled in any formal nursinghmalth study?
[ 1T Yes [ ] No

If yes, please name the course(s)

5. Do you recall having any mental health education your undergraduate
training/education?
[ 1] Yes [ ] No

6. How regularly do you have access to formal mengalth education at or through your
place of work?

Monthly Annually Never

Z. If some additional mental health education werbdarranged for practice nurses what
forms should it take@Please tick as many boxes as you wish)

Short Lectures delivered at your pragtic

Short Lectures delivered elsewhere atdocal hospital

[ ]

[ ]

[ 1 A course for practice nurses on commymniental health issues

[ ] Practical onsite help related to speqgifeople e.g. case conference
[ ]

Other —please state

8. Who would you prefer to provide this education?
Community psychiatric team
Psychiatric nurse at your practice
Practice nurse working at your practice

[ ]
[ ]
[ ]
[ ] GP working at your practice
[ 1 Educational provider

[ ]

Other
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9. Please identify any specific mental health issueg. (suicide risk), therapies (e.g.
cognitive behaviour therapy), approaches (e.g. lfatherapy) or conditions (e.g. postnatal

depression) you would like education on?

(Please list in order of priority to you, with ohaving the highest priority)

o O A W N

10. Have you any direct experience as a registerecenuosking with patients with mental
illness- for example working in a mental healthahent unit?
[ ] Yes [ ] No
If Yes how long did you work there?
[ 1 <2years [ ] 2-5yrs [ ] 5years+

1. Please describe the types of difficulties you peatlg have with receiving education in

your current work situation?
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Section two- Encounters with Mental Health Clients.

Mental illness can be defined as a clinically diagable disorder that significantly interferes witin

individual’'s cognitive, emotional or social abiét

12. How often as a practice nurse do you work withgras in the following age groups

with mental health and mental illness needs?

Age Daily Weekly Monthly Annually Never
Child — up
to 15years:
Young adult
— 1520years
Adult —
20-64years
Older adult
— 65+years

13. How frequently as a PN do you work with patientthwhe following conditions?

Condition Daily Weekly Monthly Annually Never
Depression
Suicidal ideation
Anxiety

Bipolar disorder
Eating disorders

Personality disorder
Grief/bereavement issues

Alcohol/addiction
problems

Dementia
Panic attacks
Anger issues

Others —(please
describe)

)

14. Do you ever see patients who have co-existing rhani physical illnesses present at
the same time such as depression and anxiety?
Yes [ 1] No[ ]
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If yes which conditions do you see occurring togeth most often?

15 Do you ever see a patient with a mental illness tlag a co-existing physical illness?
For example schizophrenia and diabetes.
Yes [ ] No[ ]

If yes which conditions do you see occurring togeth most often?

16. How confident are you in caring for patients witmantal iliness in generaf?ease circle

most appropriate response)

Not confident A little confident Gident Reasonably confident  Very confident

17. Please list the mental health conditions you agertbst knowledgeable about?

1

2

3

18. Please list the conditions you feel thdeast knowledgeable about?
1

2

3

19. Providing primary health care requires nurses teuiake a range of nursing activities.
Which activities listed below do you normally prdeifor patients who have a mental health
issue?Please tick as many boxes as you wish)

[ ] Counselling (any type)

[ ] Depotinjections

[ ] Medication advice
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Treatment advice on mental health issue
Problem solving

Grief management

[ ]
[ ]
[ ] Anxiety management
[ ]
[ ] Education on mental health issues
[ ]

Others (please describe below)

20. How confident are you in your ability to providestie services?

Condition No A little
confide confide Confident
nce nt

Reasonabl

y
confident

Totally
confident

Counselling (any type)

Depot injections

Medication advice

Treatment advice on mental health

Problem solving

Anxiety management

Grief management

Education on mental health issues

Others (please describe)

21. Have you ever used any screening tools which asktguns about mental health issues

e.g. depression alcohol and drug intake?
[ 1 Yes [ ] No

If yes, which tools and how useful did yooidfithem?

22. If you have used screening tools, how confidentydid feel in using them?Please circle

most appropriate response)

Not confident A little confident Gident Reasonably confident

Very confident

23. In the course of a consultation with a patient, peaome aware of a mental health issue

that previously has not been raised by the patwmdt is your usual course of action?
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24. Do you have a standard process to follow in yourkpiace when you suspect a patient
has a mental iliness that has not been formallgrdiaed or documented?
Yes [ 1] No [ ] Not sure [ ]

If yes, please describe this process

25. Do you know where to go for specialist mental Healervices if you feel they are
needed for a patient?
Yes [ ] No [ ]

26. Please list the types of mental health serviceshvigou liaise with regarding mental
health matters.
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Section Three- Personal details

27. Areyou: [ ] Male [ ] Female

28. Please indicate which ethnic group(s) you identifh most out of the following(Tick as many
as are applicable)

] NZ European

] Maori

[

[

[ ] Pacific Island
[ ]Asian

[

] Other (please describe)

29. Which age group do you belong to?
[ 12029 [ ] 30-39 [] 40-49 [ ] 50-59 [ ] 60+

30. Which of the following best describes the geogreahiocation of your place of work?
[ ] Rural [ 1 Urban [ 1 Mixediral /urban

31.How many hours per week do you work as a practicse

|8}

31. How many years have you worked in practice nursing?

0

2. Which category bestescribes your practice setting belong
General practitioner services (private)

Maori provider including Iwi provider

Community practice

— — — — — |

]
|
] Pacific provider
|
|

Other (please state)

33. Please add any additional comments you would bkadke
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Thank you for participating in this survey

Please return in the prepaid envelope enclosed to
Anne Prince,

Mental health Department,

Tairawhiti District Health,

Gisborne, PO Box 7001.

| can also be contacted by email at annepr@tdh.omz
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Appendix B Rationale for inclusion of questions
Section one-Educational needs in mental health, exénes the present educational level

of PNs and their need for MH education.

+ Questions 1 and 2 determine the base level of &dacand post graduate level of
education.

+ Question 3 and four ask about post graduate siliaig. will allow for comparison with
the NZ primary health survey and also permit fomparisons with level of education and
confidence competence in mental health.

+« Question 5 asks if mental health education deltyeharing training is beneficial. This is
to determine if, as research suggests, little beisefeceived from comprehensive education
in relation to mental health. Again correlationsi dze made with level of education and
confidence in MH interventions and conditions.

+ Questions 6-8 examine MH educational issues asking should provide education,
what format and what form the education should,takeesearch in this area is inconclusive.
¢ Question 9 asks the PN to state which therapiessappes they would like education
about.

¢ Question 9 asks PNs to rate educational needsdasgaio priority. While this question
does list some therapies and approaches the imergti not to lead the respondent. This
guestion allows for comparisons with conditionsamtered and educational needs.

¢ Question 10 asks about difficulties in receivingueation. This question is an open
guestion as the difficulties will be contextualtheir practice.

«+ The final question in this section asks for anyiclilties around receiving education that

may help describe the situation for them.

Section two- encounters with patients with a mentalhealth issue. Looks at the
interactions and interventions PNs have with MH paents.

¢ Questions 12 and 13 ask for previous experiencesandunters with mental iliness. As
research states that PNs are dealing with MH isauesss the lifespan Research suggests
that PNs are nursing patients with mental illnes®ss the lifespan but this has yet to be
guantified in NZ. PNs are asked to rank how ofteeytencounter types of mental health

issues with patients. The examples chosen are tlakenresearch. While addiction, grief
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personality disorders are not strictly definableasental illness they are often interpreted as
such. This survey is about finding out what inteti@ns are encountered within primary
health and so are likely to be in the mild to madierange of mental illness. However it is
acknowledged that patients with severe mentalsiingill also visit their GP and so a range
of illness is provided with opportunity to add athe

+ Question 14 and Question 15 centres on co-morbatty mental health. Research has
clearly shown that even mild mental iliness is agged with both co-morbid mental and
physical iliness. It is important in primary healttat this issue is recognized. Education may
be needed to highlight common conditions that oftecur simultaneously.

¢ Question 16 asking about confidence with mentalthéssues. Correlations can be made
between practice setting, experience, confidendesdncational level.

+« Question 17 is Question 18 asks PNs to rate thdiwons they have most and least
knowledge about. In this way teaching can be grimd to best meet the needs of the nurses
themselves.

+ Questions 19 is concerned with quantifying and mgminental health interventions
actually performed by PNs as international resedods not agree on what interventions are
actually being performed. Again these are takemfresearch examined with the literature
review there is opportunity to add any that arepresent.

¢ Question 20 is a Likert question asking the nucseate themselves on how confident
they are in performing certain interventions.

+ Questions 21 and 22 asks about the use of scremulgy International research suggests
that primary health should be employing screenidstfor mental health yet their use in NZ
has not yet been quantified.

+ Questions 24-25 asks the PNs where they go for. fidlis question is included to see if
they have access to further help when need asro#ssaggests they feel isolated when
dealing with mental health clients.

+ The final question, 26, in this section is a limispestion as research suggests this may
be an issue
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Section three- Personal details

This section collects demographic data allowing tlesearcher to test the tool for
generalisablity and to make comparisons and caiwakwithin the sample.

<> Question 28 looks at ethnicity and in order to dinthe many nationalities present
within NZ this has been simplified to meet with N&nsus information.

X Question 30 asks the PNs to describe their settimigan rural or mixed. While this
may subjective for the nurse it does follow the sjiomnaire design of the MOH, (2003)
design. It also allows checking for standardizatiothin the sample.

X Question 34 asks the PN to describe their praditing again allowing for

generalisablity of the sample with the known popataof practice nurses.
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Appendix C Practice nurses letter

TO:
Address

Date:

Name of studyPractice nurses educational needs in mental hehlt

Dear

I am a nurse working in mental health at Gisborospital and am currently a research
student at Victoria University looking into the nta@nhealth educational needs of practice

nurses.

You receptionist informed me that you would be best person to address this to and |
would be grateful if you could distribute this gtiesnaire to the nurses in your practice. |
appreciate that you and your colleagues are vemly lpeople so please advise your
colleagues to complete this questionnaire at a tfrteeir convenience over the next couple
of weeks. The questionnaire will take no longernttib-20 minutes to complete. It is

important to complete the questionnaire within timseframe as the questionnaire may be

mailed out a second time if insufficient returns sgceived from each practice.

This study is important because it will give preetinurses their say in their mental health
educational requirements, work that has not beenptzied in New Zealand yet. More
information about the study is included in the detaccompanying the questionnaire.
However, if you or your colleagues wish to disctigs study with myself or my supervisor,
we shall be happy to do so. Please contact me ¢ Arince at the address below, or my

supervisor Dr Kathy Nelson at the Graduate SchdoNwrsing, Midwifery and Health,
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Victoria University of Wellington, PO Box 600 Wailljton.Kathy.nelson@vuw.ac.nPh 04
463 6138.

| look forward to receiving the returns from youagtice,

Yours faithfully,

Anne Prince

Mental Health Nurse
Tairawhiti District Health
Gisborne

Ph (06) 8690512

Email: annepr@tdh.org.nz
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Appendix D Participant Information Sheet

Name of studyPractice nurses educational needs in mental health

Investigator: Anne Prince
Mental Health Nurse
Tairawhiti District Health
Gisborne
Ph (06) 8690512
Email: annepr@tdh.org.nz

| am a Masters student in nursing at Victoria Ursitg of Wellington. As part of this degree
| am undertaking a research project leading toesish The project | am undertaking is to
examine the nature of mental health problems erteoenh by practice nurses, describe the
mental health interventions currently being usedtiym and to identify the perceived
learning needs of practice nurses in mental hedltis study has been approved by the

Victoria University of Wellington Human Ethics Corntiee.

This study is important because PNs role and education in mental heakhnba been

addressed in New Zealand and therefore, at prédbent is no acknowledgment of this
aspect of their work. Also no research in New Zedldas examined the skill level of
practice nurses in mental health or quantifiedrtlegirning requirements in this field. When
this is known, it will allow for the development specific education for practice nurses in
mental health, and so giving practice nurses thppnity to contribute to their educational

programmes.

As a practice nurse you are invited to particigatéhis survey. The survey should take no
longer than 20 minutes to complete. Participati®rcompletelyvoluntary so please take
time to think about it and decide whether you wishake part. Return of the questionnaire
will be taken as an indication of your consent aotigipate in the study. Please complete the
guestionnaire at a time convenient for you and eldee completed survey in the prepaid
envelope and post.
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About the study

» The aim of the study is to establish the work @& ghactice nurses with people who have
mental health and mental illness problems and ifyetite perceived learning needs of PNs
in mental health.

» The project involves surveying all practice nurBesn Te Araroa to Hastings and includes
Taradale. The survey will run from July to Augu808.

* A nurse at your practice was written to and theppse of the survey was explained to
them. This nurse has distributed this pack to you.

» The packs include this Information Sheet, a Questde, a Prize Draw Sheet, and a
prepaid envelope.

» The survey is designed to be anonymous and no ifidéa¢ personal information is
required.

 All questionnaires will be stored in a locked fdircabinet until the completion of the
project, when they will be destroyed.

» The thesis will be submitted to the Graduate Sclddursing, Midwifery and Health for
marking and once examined will be deposited inUheversity library. It is intended that an
article will be submitted for publication in a sd¢éudy journal. All practices will receive a

summary of the results which will be available gbFuary 2009.

Benefits of participating in the study:

The benefits that may come from the study inclutbetéer understanding of the contribution
that practice nurses make to mental health careerGthat primary health services are
expected to contribute more in mental health neé¢gstients, it is important to know what

the skills, knowledge and education requirementrattice nurses are in this field.
Prize draw

Nurses who participate in the survey are invitethte@ part in a draw for one $100 voucher

to a restaurant of your choice.
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» Taking part in the prize draw is voluntary. You cill take part in the survey if you do
not wish to take part in the draw, but you CANNQ@Ké part in the draw without completing
the survey.

* To ensure anonymity the researcher will NOT seedtiagv information sheets. The prize
draw information sheet will be separated by a neseassistant BEFORE the researcher sees
the completed questionnaire. Only the assistarised this information.

* The research assistant will supervise the draw hvhitl take place in September 2008.
The draw will happen independently from the redear@and the study, and contact details of
those in the draw will be destroyed at this time.

» The nurse who wins the draw will be notified in tivrg in September 2008.

* A letter will be sent in September 2008 to eachigipating practice informing the practice

that the draw has been won and which area the hueskin who won the draw.

Further information

If you would like further information about thisusly please contact Anne Prince at the
address above, or her supervisor Dr Kathy NelsothatGraduate School of Nursing,
Midwifery and Health, Victoria University of Wellgton, PO Box 600 Wellington.
Kathy.nelson@vuw.ac.nPh 04 463 6138

-121 -



Appendix E Participation sheet for prize draw

Please fill this sheet out if you wish to parti¢dgén the prize draw for a $100 voucher for a
restaurant of your choice. Participation is voluptaand you can still complete the

guestionnaire if you do not wish to take part ia thhaw.
NB The information contained in this sheet will oty be viewed by an assistant and will
not be viewed by the researcher. Only the name ohé winner of the draw will be seen

by the researcher who will be notified late Septendr 2008.

Name

Practice

Address where you wish voucher to be sent is :

Phone no.

Name of nominated restaurant is:

Address of restaurant

Thank you for participating in this research, and te best of luck in the draw.
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Appendix F Research assistant confidentiality agrement

Name of research&nne Prince
Title of researchPractice nurseseducational needs in mental health

SupervisoDr K Nelson Victoria University of Wellington

I Stephan Bushell have been given an explanatioth@fresearch and had any questions

answered to my satisfaction.

| agree to keep all information provided to me witlthe realms of this research project

confidential. | will not disclose the informatioa the researcher or any other third party.

| shall keep any confidential information in a seclocked cupboard.

| agree to pass on the completed questionnairdsetoesearcher without inquiring into the

content in any way.

| shall destroy all prize draw patrticipation shegt®n the researcher informing the winner of

the draw.

Signed dated

Research assistant

Signed dated

Research
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Appendix G Flier

SURVEY
98Nt your suryay hack now!

Dear PNs,

A Big Thank You to everyone who has returned the questionnaire so

far, your effort is very much appreciated. For these who have lost/
misplaced the survey, please photocopy the questmmaire attached and

return in the envelopes provided.

Remember!
Prize draw foi$100restaurant voucher will be drawn or"3®eptember- please

send back questionnaires before this!

Erustrated, waitingifogquestionnaltes,

Want to know more:
Email Anne Prince
annepr@tdh.org.nOR
Her supervisor at Victoria
University of Wellington
kathy.nelson@vuw.ac.nz
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Appendix H Letter to practices informing them that the incentive had been won

Date: 7/10/08

Name of studyPractice nurseseducational needs in mental health

Dearpractice nurses

This letter is to inform you that the prize draw fbe above study of a restaurant voucher has
been won by a practice nurses in the Havelock Nanea

Thank you to all the nurses who recently took part in tresearch, your information is
already producing some very interesting and importasults. In all | have received 52
completed returned questionnaires but would skk Imore. If any nurses still want to

participate, there is still time to do so. Pleas&aé me atannepr@tdh.org.nand | shall be

very pleased to send you a copy.

If you wish to discuss this study with myself or sypervisor, we shall be happy to do so.
Please contact me , Anne Prince at the addresw betany supervisor Dr Kathy Nelson at
the Graduate School of Nursing, Midwifery and HeaWictoria University of Wellington,
PO Box 600 WellingtonKathy.nelson@vuw.ac.n”Ph 04 463 6138.

Yours faithfully,

Anne Prince

Mental Health Nurse
Tairawhiti District Health
Gisborne

Ph (06) 8690512

Email: annepr@tdh.org.nz
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Appendix | Variables used to input into SPSS

Q. Variable/ description Variable value Variable
NO type
Nurse qual 1.EN Nominal

2. RN hosp
3. DIP GEN
4. RN other
5. DEG
6. NP
7. Other

2 Yrreg As per description Nominal

3 Post grad 1Y Nominal
2. N

4 Enrolled in formal ed 1Y Nominal
2. N

5 Mental health ed 1Y Nominal
2. N

6 Access to MH ED 1.monthly Nominal
2. annually
3. never

7a Mh ed lectures @ practice Y. Nominal
2. n

7b lectures @ other ly Nominal
2. n

7c Course ly Nominal
2.n

7d practical l.y Nominal
2. n

Te other As per description String

8a Provider of ed CMH ly Nominal
2.n

8B psych nurse @ ly Nominal
2. n

8C pract l.y Nominal
2. n

8D PN l.y Nominal
2.n

8E GP l.y Nominal
2.n

8F ed provider ly Nominal
2. n
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8G

other

As per description

String

MH issues
document

type up as wo

rd

As

per description

String

10a

Experience in MH

1.

Y
N

Nominal

10b

How long

wl™

<2 yrs
2-5yrs
Syrs+

Nominal

11

described difficulties

document

wor

4
5
AsS

per description

String

12a

Encounters VS age child

child daily
child weekly
child monthly
child annually
child never

Ordinal

12b

Encounters VS age young ad

ult

young adult daily
young adult weekly
young adult monthly
young adult annually
young adult never

Ordinal

12c

Encounters VS age adult

adult daily
adult weekly
adult monthly
adult annually
adult never

Ordinal

12d

Encounters VS age older ady

older adult daily
older adult weekly
older adult monthly
older adult annually
older adult never

Ordinal

13a

Frequency conditiorn

depression

S

RN ORODMRORONE ORONMEORODNDE

dep Daily
dep Weekly
dep Monthly
dep Annually
dep Never

Ordinal

13b

Suicide

1.
2.
3.
4.
5.

Suicide Daily
Suicide Weekly
Suicide Monthly
Suicide Annually
Suicide Never

Ordinal
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13c

Anxiety

1. Anxiety Daily
Anxiety Weekly
Anxiety Monthly
Anxiety Annually
Anxiety Never

akrown

Ordinal

13d

Borderline personality disorde

BPD Daily
BPD Weekly
BDP Monthly
BPD Annually
BDP Never

arwdpPRE

Ordinal

13e

Eating disorder

1Eat dis Daily
Eat dis Weekly
Eat dis Monthly
Eat dis Annually
Eat dis Never

arwN

Ordinal

13f

Personality disorder

1PD Daily
PD Weekly
PD Monthly
PD Annually
PD Never

abrwn

Ordinal

13g

Grief

. Greif Daily
Greif Weekly
Greif Monthly
Greif Annually
Greif Never

akrownN,

Ordinal

13h

Alcohol & drugs

1.a/d Daily

2. a/d Weekly
3. a/d Monthly
4. ald Annually
5. a/d Never

Ordinal

13i

Dementia

1.dementia Daily
2. dementia Weekly
3. dementia Monthly

4. dementia Annually

5. dementia

Ordinal

13]

Panic attacks

1Never
PA Daily
PA Weekly
PA Monthly
PA Annually
PA Never

oahwn

Ordinal

-128 -




13k Anger 1. Anger Daily Ordinal
2. Anger Weekly
3. Anger Monthly
4. Anger Annually
5. Anger Never
13| Others As per description String
1l4a More than 1 MH condition ly Nominal
2. n
14b Which conditions As per description word String
doc
15a MH & Physical ly Nominal
2. n
15b Which conditions As per description String
16 Confidence & MH 1.not Interval
2. alittle
3. confident
4. reasonably
5. very
17a £ Most knowledgeable 1 As per description String
17b 2nd most knowledgeable 2 String
17¢ 39 most knowledgeable 3 String
18a ' Least knowledgeable 1As per description String
18b 29 Least knowledgeable 2 String
18c 3% Least knowledgeable 3 String
19a MH Activities counselling ly Nominal
2. n
19b Depot ly Nominal
2.n
19¢c Med advice ly Nominal
2. n
19d treatment options ly Nominal
2. n
19e prob solving ly Nominal
2. n
19f anxiety mngt l.y Nominal
2. n
199 grief mngt ly Nominal
2. n
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19h

ed on MH

ly
2. n

Nominal

19i

other

As per description

String

20a

Confidence in MH activities
Counselling

counselling none
counselling little
counselling confiden
couns reasonably
couns totally

Al A

[

Interval

20b

Depot

=

. depot none
depot little
depot confident
depot reasonably
depot totally

abrwn

Interval

20c

Meds

[

. meds none
meds little
meds confident
meds reasonably
meds totally

abrwn

Interval

20d

Treatment advice

1Rx advice none
2. Rxlittle
3. Rx confident
4. Rx reasonably
5. Rxtotally

Interval

20e

Problem solving

1prob solv none
2. prob solv little
3. prob solv confident
4. prob solve
reasonably
5. prob solve totally

Interval

20f

Anxiety

[

. anxiety none
anxiety little
anxiety confident
anxiety reasonably
anxiety totally

aRwN

Interval

20g

Education on MH

1.ED MH none
2. ED MH little
3. ED MH confident
4. ED MH reasonably
5. ED MH totally

Interval

20h

Other

As per description

String

2l1a

Screening tools

ly
2. n

Nominal

21b

Which ones

As per description

String

22

Confidence in tools

1not

Interval
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2. little

3. confident
4. reasonably
5. very

23

What do you do for pt

As per description

String

24a

Process for referrals

V.
2. n
3. unsure

Nominal

24b

Describe process

As per description

String

25

Specialist services

ly
2. n

Nominal

26

Liaison

As per description

String

27

Sex

1.m
2. f

Nominal

28

Ethnicity

. NZ euro
Maori
Pl
Asian
other

Nominal

29

Age

R|OA WD

. 20-29
30-39
40-49
50-59
60+

GIRRN

Ordinal

30

Place of work

1.rural
2. urban
3. mixed

Nominal

31

Hrs of work

As per description

Interval

32

Yrs of practice

As per description

Interval

33

Practice setting

1private GP
2. Maori
3. Pacific |
4. community
5. other

Nominal

34

Comments

As per description

String
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Appendix J- Ethics approval

TE WHARE WANANGA O TE UPOKO O TE IKA A MAUI

FezI VICTORIA

‘ UNIVERSITY OF WELLINGTON
Dt

Phone  0-4-463 5676

MEMORANDUM Fax  0-4-4635209

Email Allison.kirkman@vuw.ac.nz

TO Anne Prince

COPY TO Dr Kathy Nelson

FROM Dr Allison Kirkman, Convener, Human Ethics Committee

DATE June 26, 2008

PAGES 1

SUBJECT Ethics Approval: No 15732, PN Education Needs in Mental
Health.

Thank you for your application for ethical approval, which has now been considered by the
Standing Committee of the Human Ethics Committee.

Your application has been approved from the above date and this approval continues until 30
March 2009. If your data collection is not completed by this date you should apply to the Human
Ethics Committee for an extension to this approval.
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