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Abstract
A Vision for Change set out a tripartite governance structure of mental 
health teams comprising of a clinical leader, a team co-ordinator 
and a practice manager. The team coordinator position is a key non-
discipline specific role within the team with significant responsibilities. 
This article sets out how the skill set of psychologists lends itself 
to effectively occupying this role. It outlines the opportunities for 
psychologists, through taking up this role, to impact positively upon 
mental health teams’ structures, processes and working environments. 
It concludes by suggesting a number of practical actions that would 
allow the psychology community to grasp these opportunities. The 
article is targeted at those psychologists working in secondary care 
mental health services, the vast majority of whom are clinically trained. 
Hence, if co-ordinator roles are to be occupied at all by psychologists, 
they most likely will be clinical psychologists.

Introduction
While the central feature of previous Irish mental health policy Planning 
for the Future (Department of Health, 1984) was deinstitutionalisation, 
more recently the focus has been on service transformation to a 
recovery-oriented system. To achieve this, our more recent policy A 
Vision for Change (Department of Health & Children, 2006) has as its 
central theme the development, at all levels, of true interdisciplinary 
mental health teams, including self-managed Community Mental 
Health Teams (CMHTs) at sector level. Although no rationale is given 
for the proposed skill mix and numbers of different professionals, 
this policy document recommended two psychologists per each 
sector CMHT covering a population of 50,000. It also recommended 
a tripartite governance structure of clinical leader, team coordinator 
and practice manager. The teamworking resource paper by our Mental 

Health Commission (MHC; 2010, p.22) provided much greater detail of 
the responsibilities of these roles. Those of the coordinator are listed 
in Table 1.

A Vision for Change (Department of Health & Children, 2006) 
recommended that this team coordinator post be filled by “an 
experienced mental health professional, at least equivalent to a Clinical 
Nurse Manager 3 grade (CNM3) or assistant director of nursing grade, 
as appropriate” (p.80). The Commission’s (MHC, 2010) teamworking 
resource paper outlined that while this post is discipline nonspecific, 
the post holder must be “an experienced mental health professional 
who possesses the requisite organisational and interpersonal skills to 
coordinate the team’s activities” (p.23).  Despite the team coordinator 
post being discipline nonspecific, the assumption may be that this 
team leadership role (as distinct from clinical leadership) is the preserve 
of nursing (Farhall, 2001). Anecdotally, some teams in Ireland are now 
‘piloting’ this post with nurses (typically assistant directors of nursing).

Psychologists, like other minority disciplines, have traditionally exerted 
little influence within CMHTs. Due to a lack of managerial support in 
some teams, creation of psychology posts has not been prioritised 
(over other disciplines) even in contexts that have established the need 
for psychological input. In some other teams with approved posts, 
recruitment remains problematic due to the perception that this is an 
unsatisfactory area within which to work. For those psychologists in 
CMHTs, due to a variety of other factors (e.g., not wanting to be too 
closely identified with teams, concern regarding generic working and 
accountability to non-psychology team leaders), some individuals have 
functioned in a semiautonomous and isolated manner within CMHTs 
(Peck & Norman, 1999). However, in doing so they may predispose 
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to their being perceived as a not altogether well-used and peripheral 
resource and to their comprehensive skill sets becoming invisible.
  
This contrasts with the general trend of psychologists in other 
jurisdictions (e.g., Australia, New Zealand, UK & US), who are either 
working in a more integrative manner with their teams (British 
Psychological Society [BPS], 2007) and/or expanding their roles (of 
influence) within CMHTs from that of specialist therapist to one involving 
more consultative and leadership responsibilities. For example, senior 
clinical psychologists in the UK are now eligible to occupy ‘responsible 
clinician’ positions whereby they have lead responsibility for the 
admission and discharge of service users from inpatient units under 
the new amendments (UK Government 2007) to the UK Mental Health 
Act (UK Government, 1983). While the clinical leader role in CMHTs 

is the preserve currently of consultant psychiatrists (due to “current 
contractual arrangements”; MHC, 2010, p.23), the team coordinator 
role remains a key position that psychologists could gainfully occupy.  

Suitability for Team Coordinator Role
It can be difficult to articulate the degree of proficiency across 
competencies that psychologists with varying amounts of (post-
graduation) experience and training may acquire. However, a minimum 
level of competency across certain specific domains has been outlined 
by the BPS (2010) for all clinical psychology graduates (see Table 2).
competencies that psychologists with varying amounts of (post-
graduation) experience and training may acquire. However, a minimum 
level of competency across certain specific domains has been outlined 
by the BPS (2010) for all clinical psychology graduates (see Table 2).

Table 1.  Team Co-ordinator Responsibilities

Competency Description – For Example, “Ability to…”

Transferable skills Decide, using a broad evidence and knowledge base, how to assess, formulate and intervene 
psychologically, from a range of possible models and modes of intervention with clients, carers and 
service systems.

Synthesise prior knowledge and experience, and apply it to novel situations.

Psychological assessment Choose, use and interpret a broad range of appropriate assessment methods.  Assess using formal 
procedures (i.e., standardised psychometric instruments), through interviewing and using other 
structured methods (e.g., observation).

Psychological formulation Integrate information from assessments within a coherent framework that draws upon psychological 
theory and evidence, and that incorporates interpersonal, societal, cultural and biological factors.

Psychological intervention Based on assessment and formulation, implement appropriate and effective interventions based on 
knowledge and practice in at least two evidence-based models of formal psychological therapy, of 
which one must be Cognitive Behavioural Therapy (CBT).

Evaluation Select and implement appropriate methods to evaluate the effectiveness of an intervention.

Use this information to inform and shape future practice.

Personal and professional skills Understand ethical issues and apply these in complex clinical contexts. 

Appreciate the inherent power imbalance between client and practitioner and how abuse of this can 
be minimised. 

Work collaboratively and constructively with fellow psychologists and other colleagues and users of 
services, respecting diverse viewpoints.

Communicating and teaching Communicate effectively clinical and nonclinical information to a variety of different audiences.

Service delivery Demonstrate awareness of legislation of service delivery and ability to work within the framework

Work within an interdisciplinary team.

Table 2.  Core Clinical Competencies of Psychologists (BPS, 2010)

Provide vision and direction for service development Communicate relevant clinical matters and team activities

Achieve optimum levels of performance Ensure clinical records are adequately maintained

Co-ordinate processing of referrals Profile need for, and organise, teamwork training

Organise team meetings Promote evidence-based teamworking practices

Liaise with external agencies Facilitate internal and external conflict resolution

Profile critical skill gaps Lead in formulating operational policy

Co-ordinate clinical inputs Organise team reviews of practice or clinical audit

Monitor members’ workloads Lead in assessment of local clinical need

Facilitate equitable work burden distribution Co-ordinate members’ leave
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Core Competency Team Coordinator Responsibility

Transferable skills Provide vision and direction for service development

Draw from a range of possible models and modes of intervention, coordinate clinical inputs

Psychological assessment Profile critical skill gaps 

Lead in assessment of local clinical need

Monitor members’ workloads

Co-ordinate processing of referrals

Psychological intervention Promote evidence-based teamworking practices

Evaluation Organise team reviews of practice or clinical audit

Personal and professional skills Provide a more collaborative leadership style  

Facilitate internal and external conflict resolution

Ensure team meetings are inclusive and productive 

Communicating and teaching Communicate relevant clinical matters and team activities

Liaise with external agencies

Profile need for, and organise, teamwork training

Service delivery Lead in formulating operational policy 

Achieve optimum levels of performance

Ensure clinical records are adequately maintained

Service delivery Demonstrate awareness of legislation of service delivery and ability to work within the 
framework

Work within an interdisciplinary team.

Table 3.  Core Clinical Competencies and Team Coordinator Responsibilities

If psychologists have the necessary skill set to appropriately fulfil this 
role, ought they not be more widely considered for these positions? 
Similarly, do psychologists need to consider taking up this role, given 
the potential opportunities in doing so?

Opportunities of the Team Coordinator Role
The opportunities in taking up the team coordinator role primarily 
involve impacting positively upon the team environment, structure and 
process characteristics.

Team Environment:  
Models of Mental Health 
An increasing body of literature now exists relating to the manner 
in which traditional mental health services struggle to best help 
service users with certain disorders or presentations.  For example, 
some reports (National Institute of Mental Health England; NIMHE, 
2003) have highlighted how some service users with certain DSM-IV 
(American Psychiatric Association; APA, 1994) or ICD-10 (World Health 
Organisation; WHO, 1992) disorders (e.g., borderline personality 
disorder) have been excluded from services on the basis of not having 
‘true mental illness’. In fulfilling an important gatekeeping role (i.e., by 
occupying the team coordinator role), psychologists could provide the 
team with the psychological formulations that would better aid them 
in understanding some service users’ challenging attachment seeking 
behaviour. They could also emphasise how mental health distress 
lies on a continuum (rather than always in discrete categories).  This 
would facilitate teams to focus more specifically on the severity and 
level of dysfunction that mental health difficulties cause and ensure 
that services are prioritised for those with the greatest clinical needs.
The debate regarding the primacy of the different theoretical models 
of mental health and the superiority of associated interventions can 
lead to corrosive divisions within mental health teams. Operating 
out of a team co-ordinator role, psychologists could, in contrast, 
advocate for the team to adopt a recovery model of mental health that 
recognises the need to develop a tight bundle of relevant responses 
congruent with the needs of the service user. Psychologists’ training in 

person-centred planning fits well with recovery models, allowing them 
to promote such models more easily, at times, than other disciplines.

Needs-centred Resource Management
Rather than random or arbitrary allocation on the basis of available 
capacity (e.g., who has ‘space in their diary’), an astute team coordinator 
can, while acknowledging it is a team decision, promote appropriate 
matching of clinical need with competencies within a team. In so 
doing, a psychologist in this role can, using their advanced research 
skills, profile what competencies a team might need more of. Doing so 
may highlight the need for additional training or resources including, 
for example, additional psychology posts so that all service users have 
access to an immediate provisional psychological formulation of their 
presentation.

With regard to the internal management of resources, a psychologist 
in this role could, using a scientist practitioner model, also ensure 
the use of evidence-based interventions.  This might include the use 
of relatively brief psychosocial interventions where indicated (e.g., 
a family meeting, some psychoeducational work). Good models 
already exist for psychologists implementing a crucial early triage and 
consultative role in CMHTs, such as Crisis Resolution / Home Treatment 
Teams, Assertive Outreach and Early Intervention in Psychosis teams in 
the UK, Australia, New Zealand, and the US.  
   
A forward-thinking coordinator could also research and implement 
best practices with regard to using resources in an optimal manner. 
For example, different models of service delivery (e.g., direct service 
provision versus consultation) and innovative waiting list management 
initiatives (e.g., Ní Shiothcháin & Byrne, 2009) could be piloted, in 
accordance with the developmental progress of a team.   

Team Structure

Distributed Model of Clinical Responsibility
Many consultant psychiatrists have long asserted that they carry overall 
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clinical responsibility if they are involved, however peripherally, in the 
care of service users, or for all referrals received. This they have done 
on the basis of case law or direction from the (Irish) Medical Council. 
When unable to quote such case law (upon request), the alternative 
refrain from some is that their contract (e.g., with the Department of 
Health & Children) outlines that they have ultimate clinical responsibility. 
However, such a centralised model of clinical responsibility is not in 
keeping with current models of practice (MHC, 2010, p.20). A more 
appropriate model, and reflective of how negligence cases are settled 
(e.g., with our State Claims Agency), is one of distributed clinical 
responsibility whereby responsibility is distributed among the involved 
team members according to their role and contribution.       

As teams decide on what model of clinical responsibility to adopt, a 
psychologist in the team coordinator role could positively influence 
the ongoing debate such that a team moves towards the more 
appropriate model of distributed clinical responsibility.  Adoption 
of this model would promote team members accepting their “fair 
share”of responsibility and becoming leaders in their own right, rather 
than being forced into devalued, disempowered, “handmaiden” roles 
(Rosen, 2001, p.136). This model would also facilitate more inclusive 
and rounded decision making, and improved mutual accountability 
and the notion of ‘being in the boat together’ with regard to achieving 
team goals.

Leadership
The presence of an all-powerful leader can influence conflict levels 
by forcing team members to resort to covert coalition building to 
accomplish their purposes (Eisenhardt & Bourgeois, 1998). In this 
regard, team coordinators can play an important counterbalancing role 
to that of the clinical leader. Indeed, the coordinator “cannot afford 
to be seen merely as the psychiatrist’s proxy and needs to signal a 
degree of detachment from the consultant psychiatrist’s judgements” 
(Griffiths, 1997, p.69). Anecdotally, some (in situ) disciplines have failed 
to do so, thus reinforcing the structures and leadership styles that 
support a medical model.  

In contrast, psychologists’ training promotes working both in a 
collaborative manner (with all stakeholders) and within a broad range 
of theoretical models or paradigms.  Such professional pluralism 
may predispose to a more transformational leadership style that may 
ensure, among other things, that the numerically weaker disciplines 
(within a team) can contribute to creative interdisciplinary discussion 
through using their qualitatively different paradigms when advocating 
for service users. The expression of different perspectives would 
also guard against team members seeking to become the sorcerer’s 
apprentice; that is, attempting to gain influence through accepting 
the dominant paradigm and looking for validation within it (e.g., 
offering up CBT as the latest prescription drug of choice). In addition, 
psychologists’ well-developed group facilitation skills could facilitate 
more productive team meetings that may otherwise remain unfocused 
and time-consuming.

Partnership
It may be that the prevailing mental health care culture remains 

steeped in a discourse of treatment and care, control and compliance 
and professional expertise (Warne & Stark, 2004). A psychologist, 
operating at the centre of a team (in a team coordinator role) could, 
using his/her systemic skills, empower service users and carers to 
become true partners in their care. For example, psychologists could 
promote the development of positive risk taking approaches whereby 
admission under our Mental Health Act (Government of Ireland, 2001) 
is seen as a last resort and an intensive network of support to carers, 
that is home based, is advocated as the standard initial intervention.

Team Processes
Service-user Centred Process of Work
The team coordinator role has a large influence over a range of 
administrative procedures, including the referral pathway and the 
processes of work.  Although decisions are made by the team (rather 
than any one team member), this role has significant influence in 
formulating a variety of service protocols, such as what cases are 
accepted (e.g., severe and enduring presentations), where cases are 
accepted from (i.e., extent of referral net), who can accept referrals 
directly from external sources (i.e., number of access points), who 
initially assesses cases, how cases are allocated to team members 
(post-initial assessment) and how they are reviewed and periodically 
discharged back to primary care services.

Working as a team coordinator, a psychologist could use his/her 
psychological core competencies to ensure that at all times the 
process of work remains service user-centred. For example, s/he 
could formulate and implement referral criteria in such a way so as to 
ensure that those with the greatest need are prioritised (rather than 
marginalised) and service access is improved. S/he could also ensure 
that service user needs are better met by appropriately matching them 
with team member skill set, experience, ethnic origin, gender and 
specialist interests, and on the basis of service user preferences.                

Improved Communication
As a lead clinician within the team, team coordinators have a central 
role in promoting team cohesion and effective communication. 
Psychologists can bring an increased understanding of group dynamics 
and systemic processes to the task of identifying and resolving barriers 
to teamworking as they arise (e.g., interdisciplinary tensions). They 
could also promote a transparent decision making process wherein 
members can voice their opinions, mindful of the power differentials 
that can exist within teams. This may help cultivate a psychologically 
safe environment wherein creativity and communication can be 
enhanced. Psychologists, cognisant of the importance of such fora, 
could also promote a collaborative, inclusive style of peer supervision 
that may differ from the intrusive monitoring experience of supervision 
that some mental health practitioners have historically mistrusted.
              
Conclusion 
Due partially to our limited numbers, psychologists employed in mental 
health teams must of necessity find means (other than direct clinical 
service provision) of advocating for service users and introducing 
into teams more pervasive psychological thinking.  They can do this 
by occupying the team coordinator role. In such a role they would 

Table 4. Opportunities for Psychologists in Occupying the Team Coordinator Role

Team Environment  Team Structure Team Processes

Promote psychological and recovery 
models of mental health

Promote a distributed model of clinical 
responsibility

Promote service user-centred referral 
pathway

Promote service user needs-centred 
resource management

Provide strong transformational leadership Promote service user-centred processes of 
work

Promote use of evidence-based 
interventions

Promote carers and family as genuine partners 
in their care

Cultivate psychologically safe communication
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be better placed to provide the strong transformational leadership 
necessary to ensure that more appropriate models of mental health 
and clinical responsibility are adopted. They would also be able to 
ensure that resources are managed to best meet service user needs 
and that service users are empowered to work in true partnership 
with team members.  Additionally, psychologists could help foster a 
psychologically safe team environment; one where communication is 
improved and where the processes of work are genuinely service user-
centred. These potential opportunities are summarised in Table 4.

These opportunities, however, may well be lost if psychologists of 
different grades do not act now to promote psychologists taking up 
these roles. Associated action points are outlined in Table 5. It remains 
the case that many service users who engage with our mental health 
system never get to meet a psychologist or have a psychologist centrally 
involved in their care.  If this is to change, and if psychologists are 
committed to ensuring that the use of psychological models become 
central to service users’ care, it is incumbent upon psychologists to 
take up central positions of influence within our mental health system 
when such opportunities arise. 

There are many challenges inherent in taking up this role, including 
that of some services effectively limiting the role’s salary cap to that 

of a Staff grade psychologist (as transpired with many of the team co-
ordinator posts for our (Disability) Early Intervention Teams).  However, 
chaired by Martin Rogan (Assistant National Director for Mental Health 
Services), our Vision for Change Implementation Group is constructively 
addressing such issues.  More specific to the scarce resource that is 
psychology, taking up this role may also necessitate post-holders to 
work clinically in a more efficient manner given that some of their 
time will be taken up with team co-ordinating responsibilities.   Such 
challenges need to be overcome given the significant opportunities 
inherent in psychologists taking up this role.  Such opportunities, 
however, may all too easily be lost, and psychology as a profession 
may become even more marginalised in mental health services, if 
inaction on our behalf leads to other disciplines taking over this role.

Principal psychology managers / Heads of 
Service

Encourage and support specialist principal and senior psychologists in forwarding 
themselves to take up this role.

Advocate at senior management level for psychologists to be appointed to the role of team 
coordinator.

Psychologists in teams Put themselves forward for this role.

Work with psychology colleagues and other therapists in redesigning the model of 
psychological service provision to facilitate taking up the role of team coordinator.

Inform their local IMPACT branch secretary and the IMPACT psychology vocational group if 
disciplines are being assigned, even on a pilot basis, to team co-ordinator posts.

Psychology community / Psychological 
Society of Ireland

Commission a guidance document for psychologists on how best to meet the challenges of 
occupying this role.

Widely promote the appointment of psychologists or psychosocial practitioners to team 
coordinator roles as standard.

Table 5. Action Points for Psychology Practitioners
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