
Synopsis: 
The presence of effective mental health services in any healthcare setting is key to an 
integrative model of care. By addressing the potential needs of this population, your facility will 
be able to reduce costs, improve quality of care, and interact with a more well-adjusted patient 
population. 
 

1. Mental health definition 
a. Expand upon the term psychosocial. 

Psychosocial is an adjective often used synonymously with psychiatric, but often times 
people do not know what it refers to. The field of psychiatry and the term psychiatric both refer 
to the inner workings of the mind, including the healthy and unhealthy processes associated 
with mood and thinking. Psychosocial is a term which refers more directly to therapy, as it 
includes the social aspect of a psychiatric illness. Meaning, psychosocial focuses on the social 
interactions which may be impacted as a result of mental illness. Psychosocial is a term 
commonly used when speaking about client-centered therapy which addresses many aspects of 
a person’s life. The term biopsychosocial takes it one step further and encompasses the 
biological effect of mental illness, along with the social and psychiatric components. The 
delicate balance between each of these aspects is something often forgotten by healthcare 
professionals. By keeping in mind that each of these bodily functions has a close relationship 
with one another, healthcare professionals will maintain a wellness-focused demeanor across 
any practice setting. 

b. This term also includes other similar diagnoses. 
Within the (occupational) therapy realm, psychosocial has come to include more than 

just psychiatric diagnoses and traditional mental illness. Psychosocial also includes other 
diagnoses with both behavioral and social impairments, including Autism Spectrum Disorder, 
Intellectual Disability, Developmental Disabilities, and some instances of Sensory Processing 
Disorder. These diagnoses are often medically treated in a similar manner to traditional mental 
illness, with the prescription of sedatives, tranquilizers, and mood stabilizers are common 
first-line treatments. Occupational therapy treatments are also similar in their shared focus on 
normalizing behaviors, teaching appropriate social etiquette, encouraging participation in 
self-care, and increasing a person’s ability to self-soothe and engage in relaxation techniques. 

c. Mental health risk factors 
Education and prevention are some of the most important ways to recognize early 

warning signs of mental illness and appropriately intervene. This includes being aware of risk 
factors for each type of mental illness. While these risk factors vary slightly between diagnoses, 
most are the same across the board. There are several schools of thought on risk factors, which 
has led to two major groups evolving. Risk factors which are intrinsic, or internal to a person, are 
outside of their control. These types of risk factors include a family history of mental illness, 
exposure to drugs, alcohol, or other toxins when in utero, and the presence of chronic medical 
conditions, inflammatory conditions, and/or brain damage which place a person at risk for 
developing mental illness. Other risk factors are categorized as extrinsic, or those which take 
place outside of a person. Extrinsic risk factors include experiencing death, violence, abuse, or 

 



neglect, traumatic situations such as witnessing a natural disaster or military combat, lack of 
social supports, and/or drug and alcohol abuse. 

Any of these risk factors may cause mental illness to develop over the course of an 
individual’s lifetime. However, this does not mean a person with one or even several risk factors 
for mental illness will develop a mental illness of their own.  

Risk factors follow the idea of nature versus nurture. It has long been said that a 
person’s environment has the tendency to ‘make or break’ their situation, so to speak. This 
means poor genetics or genetic predispositions to disease may be overridden by a positive and 
supportive environment. Conversely, an unsupportive and traumatic environment may worsen 
genetic tendencies, meaning the opposite is also true. 

In a more evidence-based light, the idea of mental health risk factors are in line with the 
diathesis-stress model, which states the presence of mental illness is often equally due to a 
family history and stressful life circumstances. According to this model, a person who has a 
family history of mental illness but does not experience any largely traumatic life events may 
never develop a mental illness of their own. This model is great evidence of the importance of 
client-centered care, giving validity to biopsychosocial therapies which take into consideration 
prevention and treatment efforts spanning all areas of a person’s life. 

d. Mental health comorbidities 
There are a range of physical and/or cognitive conditions which are frequently comorbid 

with mental illness. These may be acute health problems which, if neglected over time, evolve 
into chronic health conditions which require more intensive management and maintenance. 
Comorbidities which come along with mental illness include but are not limited to diabetes 
mellitus, hypertension, hypercholesterolemia, hypernatremia, and hyponatremia. When these 
conditions are unmanaged, individuals with mental illness are at an increased risk for 
developing more serious conditions such as cancer, renal failure, congestive heart failure, 
coronary artery disease, dementia, and cerebrovascular accidents, among other conditions. 

Conditions such as diabetes mellitus and hypertension may be easily managed by many 
individuals in the general population. However, certain individuals with mental illness may lack 
the awareness, cognition, and life skills to successfully manage the minor stages of conditions 
such as these. 

e. Early warning signs of mental health 
Whether diagnosed or undiagnosed, there are certain signs and symptoms of mental illness 
which are cause for concern. Each mental health diagnosis has its own warning signs, however, 
being aware of general symptoms of concern is good practice for any healthcare provider. It is 
also important to note the presence of these signs and/or symptoms may be normal for 
someone who does not have a mental illness. The key is to identify the signs and/or symptoms 
which are a major change from a person’s typical behavior. Identifying and acting on these 
changes is crucial in identifying what is potentially the onset of mental illness or a relapsing 
episode of a pre-existing mental illness. 
 
Signs and symptoms to be mindful of include: 
 

 



-Persistent and excessive feelings of happiness, sadness, helplessness, hopelessness, and/or 
anger (this is more than mild feelings of loneliness which many elderly individuals report) 
 
-Difficulty concentrating or focusing on one thing (this often presents itself as getting easily 
frustrated, refusing to participate in certain tasks, or dealing with stress poorly) 
 
-Isolating or having notable difficulties in interpersonal relationships (this often presents itself as 
more than having complaints about several people, rather an inability to get along with anyone 
or willingly choosing not to see other people) 
 
-Significant mood swings (this may appear as going from excessively happy one day to 
excessively sad the next, and so on) 
 
-Changes in sleep patterns (this may include refusing to leave bed or get dressed, staying up all 
night with no sleep, reporting not needing any sleep to function, or staying in bed most of the 
day while sleeping on and off) 
 
-Large changes in appetite (this may appear as refusing meals, stuffing food during meals, 
eating too much, or eating too little) 
 
-Tendencies toward abuse of drugs or alcohol (this may appear as regular and outright use of 
alcohol or drugs, but may also appear as consistently requesting pain medication or collecting 
pain medications they should be taking) 
 
-Neglect of self and/or environment (this may appear as hoarding, largely neglecting self-care, 
living in unclean or unsafe conditions; confronting this may lead to any of the above behaviors) 
 
-The presence of any violence or suicidal feelings/behaviors/thoughts (these may be direct 
statements of wanting to kill oneself or vague/passive statements of hopelessness such as ‘not 
wanting to go on’ or ‘having no reason to live’) 
 
-Vague physical complaints, often of generalized aches and pains with no apparent source 
(these issues may have been brought up to doctors who may be unable to attribute symptoms 
to any injury or medical condition; this may also be a reason someone gives to socially isolate or 
disengage from their surroundings) 
 
-Perseverating on one topic (this may be seen in elderly individuals with cognitive disorders, 
however, this is also a sign of mental illness if it is frequently an unpleasant topic that causes 
increasing distress) 
 
***-Any of the above symptoms which significantly impact a person’s day-to-day functioning or 
simple activities 

 

 



f. Functional presentations of an individual with a common mental health 
diagnosis 
 

Major Depressive Disorder 
This is the most commonly diagnosed mood disorder, though there are others which 

involve cyclical phases of depression. This mood disorder is commonly misunderstood and its 
presentation is often mistaken for someone who is constantly sad. Someone with depression 
may not have any feelings of sadness, yet present with several of the other symptoms.  

Mild depression is characterized by someone who displays many of these symptoms, 
but is typically still able to work, socialize, and go about their daily life as normal. Moderate or 
severe depression may be present in someone who experiences many of these symptoms and 
has also withdrawn from social relationships, familial obligations, and school or work 
responsibilities. 
 
-Feelings of sadness, worthlessness, guilt which are seemingly unrelated to any life event or 
stressor 
-Verbalizing or thinking of suicide 
-Not gaining enjoyment from what were once favorite activities 
-Weight, sleep, appetite changes 
-Low energy, constant fatigue 
-Poor concentration, difficulty making decisions 
 
Bipolar disorder 

This mood disorder is split into two categories, described below. Bipolar I Disorder and 
Bipolar II Disorder are both characterized by several weeks in a manic state (see symptoms 
below) followed by several weeks in a depressive state (see symptoms below). 
 
-Speech which is loud, fast, and long (mania in Bipolar I, hypomania in Bipolar II) 
-Able to sustain high energy while getting very little sleep (mania in Bipolar I, hypomania in 
Bipolar II) 
-A drastic increase in sexual tendencies, substance use, self-esteem, & energy (mania in 
Bipolar I, hypomania in Bipolar II) 
-Many ideas and intricate plans to complete many things in very little time (mania in Bipolar I, 
hypomania in Bipolar II) 
 
-Feelings of sadness, worthlessness, guilt which are seemingly unrelated to any life event or 
stressor (depression) 
-Verbalizing or thinking of suicide (depression) 
-Not gaining enjoyment from what were once favorite activities (depression) 
-Significant changes in weight, sleep, appetite changes (depression) 
-Low energy, constant fatigue (depression) 
-Poor concentration, difficulty making decisions (depression) 
 

 



Schizophrenia 
This perceptual diagnosis is characterized by changes in ways of thinking or processing 

the environment. You will note some of these symptoms are similar to those of depression and 
some overlap is common. However, when these symptoms are severe, it will warrant the 
diagnosis of a depressive disorder also. When a person is diagnosed with a perceptual disorder 
such as schizophrenia and a mood disorder such as major depression or Bipolar disorder, this 
is called schizoaffective disorder. 
 
-Visual, auditory, olfactory hallucinations giving an altered sense of reality 
-Delusions, or strange and far-fetched beliefs which are easily proven wrong  
-Unintelligible speech or speech with no tone changes 
-Difficulty concentrating or completing one task 
-Changes in quality of movement such as slowed movement, muscle spasms 
-Neglect for self-care 
-Isolating socially, lacking pleasure in tasks which were once meaningful 
-A skewed perception of themselves 
 
Substance use disorder 

The use of illegal or legal substances is deemed substance use disorder when it 
interferes with function. This includes legal substances such as alcohol and opiates, along with 
any recreational and/or illegal substances which assist in giving an elevated mood and feeling of 
temporary euphoria. 
 
-Using substance(s) once or more than once per day 
-Taking larger and larger doses of the substance(s) to have the intended effect 
-Feeling urges and impulses for the substance(s) 
-Engaging in risk-taking behaviors, neglecting school, work, familial, or other obligations 
-Suffering from symptoms of withdrawal when not taking the substance(s) 
 
Post-traumatic Stress Disorder 

This condition is often thought of as a direct effect of being exposed to military combat. 
While this is true, the source of this condition may also be from exposure to any violent, 
abusive, traumatic, or catastrophic event. For example, witnessing a death, natural disaster, 
terrorist attack, and violence or abuse directed toward you or your loved ones all might cause 
post-traumatic stress disorder. 
-Intrusive, persistent flashbacks of the event, possibly in the form of nightmares 
-Avoidance regarding discussion, revisiting, or thinking about the event 
-Withdrawing from social relationships 
-Having difficulty engaging in activities you once loved 
-Feelings of hopelessness regarding your situation or detachment from those around you 
-Developing an exaggerated startle reflex in response to minor daily disturbances 
-Becoming more irritable than usual 
-Having difficulty sleeping or concentrating 

 



-Developing self-destructive or risk-taking behaviors 
 
Borderline personality disorder 

This is a personality disorder which is characterized by a mix of psychotic (perceptual) 
and neurotic (anxiety-related) symptoms, hence the term ‘borderline’. Some of these symptoms 
may be present in people you treat or even those you are acquainted with, which often 
complicates the course of relationships and patient interactions. However, an official diagnosis 
will not be made without an individual experiencing many or all of these symptoms, as that is the 
sign symptoms are interfering with function.  
 
-Intense fear of rejection or abandonment 
-Impulsive and risk-taking behaviors 
-Feelings of emptiness, detachment from others, and vague paranoia regarding relationships 
-Unstable relationships with family, friends, coworkers, and significant others 
-Extreme anger or mood swings in response to certain situations 
-Ever-changing self-image, causing difficulty with certain relationship 
-Acting on and/or having thoughts of self-harm and suicide 

 
g. Verbal statements to take note of in an elderly population 

As mentioned earlier, any statements which are vaguely suicidal or indicative of 
depression are to be taken seriously. This means following established safety protocols to 
ensure for the safety and well-being of individuals in crisis. Safety protocols often include 
attempting to verbally de-escalate the patient, assessing/documenting the patient’s risk factors 
for suicide and self-harm (regarding intent, means, likelihood, and impulsivity), and make the 
appropriate referral (either to an emergency care provider or a mental health practitioner). Once 
the intervention has been established (either clarifying there is no risk or confirming there is a 
risk for suicide or self-harm behaviors), it is important to follow-up on this. Each outcome will 
involve modifying the patient’s treatment plan in some way, following up with mental healthcare 
perhaps, or engaging the patient in different behaviors to encourage appropriate coping skills 
and functioning. 

i. Facility-specific protocols/interventions 
Facility-specific interventions are often dependent on whether or not administrative 

professionals are trained to respond to individuals experiencing a psychiatric emergency. This 
training often also accompanies a mental health certificate at your facility. Nursing facilities, day 
rehabilitation centers, and assisted living facilities may all receive mental health certificates 
which indicate their competency in providing services and crisis interventions which address the 
needs of individuals with moderate-severe mental illness. Institutions without experience in 
crisis response may follow their facility’s standard protocol for emergencies in response to an 
individual in crisis. 

ii. Discipline-specific protocols/interventions 
Often times, each healthcare discipline will be trained in specific protocols or 

interventions to follow for individuals in crisis. For example, LPNs and RNs along with some 
other healthcare professionals have a portion of their education dedicated to crisis response, 

 



which includes knowledge of the four levels of signs and symptoms used to describe a person in 
crisis. Once an individual is assigned a level and their risk factors are identified, these 
professionals are trained on techniques such as active patient engagement, focus on coping 
mechanisms, positive reinforcement, medication adherence, awareness/insight, and health 
education. 

Occupational therapists are trained on the use of nuclear tasks as an intervention 
method for someone in crisis. A nuclear task is any activity which encourages an adaptive 
response and problem-solving efforts as a reaction to crisis. 

iii. Suicide prevention 
As mentioned previously, the identification of risk factors largely assist in suicide 

prevention efforts. Healthcare professionals will begin these efforts by completing chart reviews 
and individual assessments with patients at a healthcare facility. These tools, which are often 
standardized, are combined with one-on-one conversations and observation of the habits and 
routines of each patient. This will allow providers the opportunity for early identification of 
individuals at risk for suicidal thoughts and/or behaviors. Identifying risk factors allows 
healthcare professionals to develop plans and strategies which suit the individual’s needs and 
prevents suicide and self-harm behaviors. If an individual is identified as at risk, strategies may 
include an initial or follow-up visit with a psychiatrist for medication or a psychologist/counselor 
for group or individual psychotherapy sessions. 
 

2. Factors influencing MH 
a. Physiological cause vs. MH 

There are several chronic and acute medical conditions whose symptoms often mimic 
those of a mental illness. The most common of these conditions, often found in an elderly 
population, is a urinary tract infection (UTI). This often causes an individual to experience 
sudden confusion or delirium, which often looks similar to dementia, brain injury, schizophrenia, 
or Bipolar disorder. Each of these diagnoses may cause behavioral outbursts, agitation, speech 
difficulties, and memory loss, making them difficult to distinguish between. 

Another medical condition which mimic dementia or another brain injury is acute and 
chronic kidney injuries. The kidneys are responsible for filtering all fluid within the body and 
eliminating waste while sending important nutrients elsewhere in the body for use. Therefore, 
kidney injuries cause the buildup of waste in the body, which causes many organ systems to 
function differently. In the late stages of a kidney injury, symptoms of delirium are often present. 
This also mimics dementia, brain injury, schizophrenia, and Bipolar disorder. 

Other diagnoses which have similar impacts on the body include certain infections, 
metabolic imbalances (such as very low or high levels of sodium in the blood), pneumonia, flu, 
dehydration, and exposure to toxic gases (such as carbon monoxide).  By completing the 
necessary tests to either diagnose or rule out these medical conditions, a physician will 
accurately determine their cause and recommend appropriate treatments. 

b. Poly-pharmacy issues 
Another major cause of symptoms which mimic mental illness is drug toxicity. Drug 

toxicity causes symptoms of delirium and this complication may potentially be fatal if it is not 
addressed. This is a complication which arises from taking several similar medications or 

 



several medications which negatively interact with one another. This complication is also known 
as poly-pharmacy. Medications which often have negative interactions with one another include 
opiates or pain medications, sedatives or sleeping pills, antihistamines or allergy medications, 
anti-anxiolytics or mood stabilizing medications, corticosteroids or anti-inflammatory 
medications, anticonvulsants or seizure medications, and medications for Parkinson’s disease 
(which often have a sedative effect). 

To avoid the effects of poly-pharmacy, constant monitoring from a doctor is required. If a 
healthcare professional feels as if there may be an issue with a patient’s medications which may 
be causing delirium or symptoms of mental illness, a doctor should be consulted to review the 
patient’s medications and make adjustments as needed. 

c. MH’s role in falls and fall prevention 
Most healthcare facilities with residents have fall prevention protocols to ensure their 

patients are safe at all times. While the presence of some sort of protocol is often 
state-mandated, the presence of a protocol does not always mean prevention for all at-risk 
individuals. Similarly to early identification of mental illness, early identification of someone who 
is at risk for falls is important in preventing further injury and disability. 

Fall prevention efforts do not always take into account all factors, rather they often aim to 
identify individuals who are at risk of falling due to decreased range of motion, muscle 
weakness, vertigo, and impaired vision due to vision conditions. Poly-pharmacy plays a large 
role in determining fall risk, especially in the elderly population. The negative interactions 
between prescription medications causes physical symptoms such as sedation, impaired 
balance, dizziness, and changes in depth perception. 

Another factor which is often neglected is the fall risk of individuals with (or without) 
mental illness who have aggressive/violent tendencies or emotional outbursts. Acts of physical 
violence place an individual of any age and health status at risk for a fall, among other injuries. 
Individuals who are experiencing psychotic symptoms, characterized by perceptual changes as 
noted in our diagnosis section, have a greater chance of demonstrating violent behaviors and 
thus are at a greater risk for falls. These individuals often take a combination of medications, 
often consisting of sedatives, tranquilizers, mood stabilizing medications, and anticonvulsants. 
This places individuals with serious mental illness who are heavily medicated among those at 
the highest risk for falls. 

d. Addressing MH in those who are cognitively impaired 
An important ethical consideration of mental illness is a patient’s right to autonomy and 

privacy. Individuals who are severely mentally ill and also lack normal cognitive function may not 
comprehend the concept of consent related to permissions, procedures, and testing. While this 
is a standard step in working with typically functioning patients, this step should not be omitted 
in light of mental illness. This is even the case if a healthcare practitioner is certain a patient with 
mental illness will decline to participate or give consent. 

It remains vital to include consent and conversation surrounding consent no matter what 
the patient population. If an individual with mental illness or a diminished cognitive capacity has 
a power of attorney or a healthcare proxy, that individual (or agency, in some cases) should be 
contacted to obtain consent and provide education regarding potential procedures. This will 
often entail a meeting with the healthcare provider, third-party proxy or appointed member, and 

 



the patient. This ensures for open lines of communication and allows for a discussion to educate 
all members on options available, potential outcomes, and more. 

It is important to keep in mind, the loss of independence related to being unable to 
provide consent often causes feelings of helplessness and emotional distress in those with 
awareness and insight into their condition. This may cause some individuals’ conditions to 
worsen for a period of time. The potential development of these feelings should be accounted 
for and addressed with education, inclusion, and other strategies to make an individual feel as 
comfortable as possible. 

e. Family involvement, community support systems 
This consent may also come from family members or external support systems. As 

mentioned earlier, agencies may be the external supports who are assigned to provide support 
and counsel to patients who are unable to do so. The lack of a supportive third-party, in the form 
of family, friends, or community resources/agencies, has the potential to cause feelings of 
abandonment and isolation which may worsen an individual’s condition. On the other hand, the 
presence of these supports may improve someone’s condition while giving them a sense of 
hope and security. 

f. Loss of identity, cultural connection 
An individual may also experience an increase in symptoms related to mental illness, or 

normal feelings of loss, in response to changes in identity. Many facilities have recreational 
programming to encourage activities and social engagement for residents. Individuals may also 
feel disconnected from their cultural roots, especially if they are in a setting where their culture 
or race is the minority. This contributes to feelings of isolation, separation, detachment, loss of 
identity, and a lost sense of self. Therefore, it is important for facilities to consistently check in 
with their population to ensure services and programming offered are meeting resident needs. 

 
3. Does your facility have a growing increase in non-compliance with therapy, 
medications, PCP visits, etc.?  

i. Non-compliance may point to other issues, making it an “easy fix” (e.g. needing a 
medication review, other issues mentioned under #2)  

a. Does your facility have a growing decline in willingness for therapy and 
recreational engagement? 
b. Does your facility have a large number of falls, especially repeat falls by the same 
individuals? 
c. What are the trends you notice among these issues? 

i. These trends’ impact on overall health 
ii. These trends’ impact on care for individuals demonstrating warning signs 

 
4. Basics of a needs assessment 

a. Identify priorities 
What are you hoping to obtain from an increased awareness of mental health? You may 

want to expand your own clinical knowledge, better serve your patients and/or residents, 
increase the services your facility offers, improve quality statistics, decrease violence at your 
facility, increase revenue, obtain a facility certification, develop new programming for your 

 



facility, or a host of other reasons. It is important to identify your business reasons for wanting 
more experience in mental health treatment. It works best to identify two priorities and develop 
your plan for implementation from there.  

b. Define the population which will be impacted 
This will help cater the details of your plan to the population you aim to serve. You will 

not need to talk about pediatric mental health if you are planning to implement mental health 
programming for the elderly. It is easy to identify the age range you are serving, but it gets more 
complicated when you factor in the ideal, target audience for this service. This means you must 
consider socioeconomic status, likes, dislikes, diagnoses, health status, support systems, health 
literacy, education history, and work history of the patient/resident you most commonly serve. 
This will allow you to develop the most appropriate programming to suit their needs. For 
example, developing a support group for women who are caregivers to spouses or significant 
others with mental illness will not be useful if the majority of your patients/residents are single 
males or females. Make sure you know your audience!  

c. Determine resources needed 
What resources do you need to fulfill your priorities? This may include budgets, staff who 

are available, trainable, and open to learning, a supportive company culture, willing 
patients/residents, therapy supplies, safe and presentable facility space, and facilitators to assist 
with implementation. 

d. Determine resources available 
Now that you know what resources you need, it is time to compare these needs with 

what your facility currently offers. Where do the gaps lie? Is closing these gaps feasible? Is your 
administration open to adding mental health programming or services? 

e. Analyze current programming and services in place 
If you have been in business for a while (or not so long), you likely have an idea of what 

it is you are doing right and what areas could use some improvement. This is a good technique 
to analyze not only the overall strength of your business, but also the programs and services 
which are currently in place. Use these strengths and opportunities to determine whether these 
programs/services are able to be modified or need to be eliminated to start from scratch. 

f. Create goals 
Use the SMART format to determine specific, measurable, attainable, realistic, and 

time-oriented goals. 
 g. Implement and modify as needed 

Again, there will be aspects of your programming that work and aspects which do not. 
You will need to go back through this process quarterly and as needed to analyze your program 
and structure from another angle. This will allow you to find weaknesses, gaps, and areas to 
improve upon. It is also integral to have employees who are on the front lines analyze the 
program and provide their feedback. This should be incorporated with satisfaction surveys and 
other forms of feedback from patients/residents. 

 


