
The National Initial Assessment and Referral in 
Mental Healthcare Project is an initiative of the 
Australian Department of Health and aims to 
provide advice to Primary Health Networks (PHNs) 
on establishing effective systems for the initial 
assessment and referral of individuals presenting 
with mental health conditions in primary 
healthcare settings. 

The Guidance and Implementation Toolkit brings 
together information from a range of sources 
including Australian and international evidence 
and advice from a range of leading experts. Click 
the image for a link to the Guidance. 

Intake services will be underpinned by the IAR 
approach. 

https://www1.health.gov.au/internet/main/publishing.nsf/Content/2126B045A8DA90FDCA257F6500018260/$File/National%20MH-IAR%20Guidance-%2030Aug2019_V1.02%20Accessible.pdf


Objectives of IAR

• Individuals seeking mental health assistance have their experiences understood in the 
context of holistic assessment domains (the 8 domains).

• Individual treatment needs and recovery goals are understood and matched to a suitable 
service type and intensity (the 5 levels of care). 

• A nationally consistent decision support tool to guide clinical judgement and consumer 
choice

• Minimise the risks that arise through under-servicing (poor outcomes) and over-servicing 
(unnecessary burden of care for the consumer). 

• Reduce the likelihood of ineligible and inappropriate referrals 



Initial Assessment and Referral (IAR) is focused on guiding initial 
assessment and supporting informed decisions about suitable and 
appropriate treatment choices/options (finding the right service 

type and intensity). 



IAR development timeline

2017

Environmental scan

Literature review

PHN state of play 
report 1

2018

Consultation draft of 
IAR Guidance 
released- feedback 
from 26/31 PHNs, 
National Mental 
Health Commission, 
RANZCP

2019

Release version 1.0

Implementation 
review Round 1

2020

Implementation 
review Round 2

2021

PHN state of play 
report 2

Nationwide 
implementation 
underway

Stage 5 adaptations 
for children and 
young people 
commences



The Expert Advisory Group (EAG)

• Chaired by the Dr. Caroline Johnston (GP)

• Representatives from all relevant mental health colleges (Royal Australian College of 
General Practitioners, Australian College of Rural and Remote Medicine, Australian and 
New Zealand College of Psychiatrists, College of Mental Health Nurses, Australian 
Association of Social Workers, Australia Psychological Society)

• Consumer and carer representatives (4)

• University representatives (University of Melbourne, University of Queensland)

• Sector representatives (Black Dog Institute, Brain and Mind Institute, MindSpot, 
headspace National, Orygen)

• PHN representatives 



What isn’t it?

• Not a new assessment tool – designed to sit alongside existing assessments

• Not prognostic, diagnostic or predictive

• Not a treatment planning tool

• Not a replacement for clinical judgement and decision-making
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Initial assessment domains 



The IAR Decision Support Tool

https://iar-dst.online/#/

Access this link now on your device, laptop or computer

https://iar-dst.online/#/


Where and why the IAR-DST might be used
Referrer led Referrers and intake teams 

working together
Intake of commissioned provider

Use of IAR-DST by a clinician familiar with the 
person (e.g., GP) may improve the 
completeness and the accuracy of the 
information used to rate the IAR-DST. 

Confirming the level of care and navigating 
the referral to a service that is compatible 
with the indicated level of care or 
recommending an alternative service option 
for consideration.

Use of the IAR-DST to confirm the 
appropriateness of the referral.

Early use of IAR-DST in care journey may 
decrease likelihood of inappropriate referrals 
and the burden of the assessment process on 
the consumer.

Supporting referrers to use the IAR-DST. Use of IAR-DST within a service where the 
service is accepting provisional and informal 
referrals (e.g., referrals from non-health 
providers, self and family) or no previous 
assessment has been undertaken or referral 
information is limited. 

Use of the IAR-DST to determine initial 
intensity of service provision (e.g., frequency, 
duration and type of care needed from the 
service) to be provided by service. 
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The Glossary and the 
Decision Support Tool



THE GLOSSARY- EXAMPLE FROM DOMAIN 4 (CO-EXISTING ISSUES)

0= No problem in this domain – no descriptors apply

1= Minor impact

a. Occasional episodes of substance misuse but any recent episodes are limited, are not currently causing any concerns and do not impact on the concurrent mental health 
condition of the person.

b. Physical health condition(s) present but are stable and do not have an impact on the concurrent mental health condition of the person.

2= Moderate impact

a. Ongoing or episodic substance abuse impacting on, or with the potential to impact on, the concurrent mental health condition of the person or ability to participate in 
treatment.

b. Physical health condition present and impacting significantly on the mental health condition of the person or their ability to participate in treatment.

3= Severe impact

a. Substance use occurs at a level that poses a threat to health or represents a barrier to mental health related recovery.

b. Physical health condition present and require intensive medical monitoring and are seriously affecting the mental health of the person (e.g., worsened symptoms, heightened 
distress). 

c. Intellectual disability or cognitive impairment that impacts significantly on the mental health condition and impedes the person’s ability to participate in treatment 

4= Very severe impact

a. Severe substance use disorder with inability to limit use without specialist AOD intervention, in the context of a concurrent mental health condition.

b. Significant physical health conditions exist which are poorly managed or life threatening, and in the context of a concurrent mental health condition.

c. Severe intellectual disability or severe cognitive impairment that impacts significantly on the mental health condition and impedes the person’s ability to participate in 
treatment 



Rule 1

While terms vary, the rating scale for each domain follows the general 
format: 

0 = No problem 

1 = Mild problem 

2 = Moderate problem 

3 = Severe problem 

4 = Very severe problem



Rule 2

The coding of ratings as numeri’s is not intended to imply that an 
overall composite score can be used for making decisions about the 
person’s service needs. The numbers should be regarded as just 
shorthand for summarising severity.



Rule 3

Within each domain, if more 
than one descriptor applies to 
the consumer, the descriptor 
with the highest rating should 
be selected. 

• Example one: if 3-b, and 
3-c apply, but 4-a is also 
present, the rating 
selected is 4. 

• Example two: if 2-a and 
2-b apply, but 3-c is also 
present, the rating 
selected is 3. 



Rule 4

Use all available information in making your rating. This may include 
clinical interview and information gathered from the person’s family, 
referrers or informal supports.



Rule 5

Guidance is given for each domain on examples of problems that 
should be considered for specific ratings (the ‘descriptors’). Consider 
these as examples only rather than an exhaustive list of all factors 
relevant to the domain. Therefore, at times, referring to the underlying 
rating format may be helpful. 
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Standard Assessment Tools

Standardised assessment tools such as the K10, K5 (for Aboriginal People), PHQ-9, 
GAD-7 and the EPDS can be useful tools for guiding ratings on Domain 1 (symptom 
severity and distress). The Work and Social Adjustment Scale (WSAS) can be a 
useful for tool for guiding ratings on Domain 3 (Impact on Functioning). The 
thresholds should not be used to determine a rating on Domain 1 or Domain 3 but 
may be useful in understanding symptom severity and distress, and impact on 
functioning. 



Implementation findings

➢ Understanding the GP clinical workflow is important for thinking about the integration of the DST within

this context. This includes the question of how a provider might access the DST from their current

electronic systems to complete an assessment and if this is within the consultation how does this fit within

the flow, and, how do GPs easily maintain a record of the outcome (e.g. referrals made) for future

reference and review purposes within electronic medical records.

➢ Round 2 established that integration of the DST within the general practice setting for use by GPs or mental

health nurses would require further education and understanding of the clinical workflows for

implementation.

➢ The Productivity Commission report also called for the co-design of a person-centred tool consistent with

the Guidance to be implemented across the mental health system.1 The tool should be available to be used

by GPs and individuals freely with mental health clinicians for evidence based guidance and should be a

part of a national digital platform to support mental health care in Australia.



Supported decision making

file:///C:/Users/jenni/OneDrive/Documents/Consultancy%20Work%2013-12-2019/VicPHN/Guidelines-for-Supported-Decision-Making-in-Mental-Health-Services.pdf
https://healthtalkaustralia.org/supported-decision-making/resources-and-information/#a5.3

