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Executive Summary 
  
In order to facilitate recovery within the community and provide service users with a 
continuum of care, a high degree of coordination and collaboration is needed between primary 
care teams and secondary care mental health teams.  In 2012 the HSE National Vision for 

Advancing the Shared Care 
Approach between Primary Care and Specialist Mental Health Services
number of recommendations on delivering effective shared care.  Using a survey method, the 
current research aimed to examine the extent to which mental health teams in the Republic of 
Ireland were achieving these recommendations. 
 
A questionnaire consisting of 29 items was used to examine the shared care activities of mental 
health teams in Ireland.  The questionnaire was hosted online using the LimeSurvey website. 
An email with the online survey link was sent to 17 Executive Clinical Directors within the 
HSE who were requested to pass the survey onto relevant services.  This email was also sent to 
the Directors of Nursing, the Heads of Discipline, and (regional) Mental Health Specialists for 
distribution.  One participant from each mental health team was requested to complete the 
questionnaire.  A total of 39 mental health teams responded to the survey, with adult mental 
health teams being the most frequent responders (48.7%, n = 19). 
 
The overall levels of coordination and liaison with primary care was poor, with approximately 
only half of mental health teams having agreed referral (53.8%, n = 21) and discharge 
protocols (43.6%, n = 17) with primary care teams.  Support for primary care teams was also 
low, with a minority of mental health teams providing consultation (41%, n = 16) or training 
(25.6%, n = 10).  High compliance among teams was observed for providing service users with 
an input into shared care decisions (97.3%, n = 36) and service design (75.7%, n = 28).  Across 
multiple questionnaire items, teams indicated a need for improved referral procedures in order 
to minimize inappropriate referrals.  Furthermore, teams indicated a need for greater 
engagement of primary care team staff in the shared care process, both in terms of meeting the 
mental and physical care needs of service users. 
 
Based on the results of the survey, a number of recommendations were made.  These include 
the need for greater collaboration between mental health and primary care team members with 
regard to the management of specific cases, including formulating care plans and discharge 
planning.  There is a need for national referral and discharge procedures to be implemented by 
mental health teams and primary care teams, with a member from each team to take the lead in 
developing agreed shared care protocols at a local level.  Furthermore, there is a need for 
mental health teams to provide greater support to primary care teams (e.g., consultation, 
training) in order to improve shared care working and support the management of mental 
health difficulties in primary care. 
 
The main limitation of the current research was the small number of mental health teams 
responding, with there being potential for a response bias towards mental health teams that 
were more engaged in the shared care process.  There is a need for continuous assessment of 
the extent to which shared care activities are being achieved, with effectiveness evaluated from 
the perspective of mental health teams, primary care teams, and service users and carers. 
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Chapter 1: Introduction 
 
In order to provide service users with a continuum of care and facilitate recovery within the 
community, effective coordination is needed between primary care and mental health teams.2  
Given the diverse needs of service users and the increasing use of multidisciplinary 
interventions, achieving such coordination is a complex process.  Our primary care strategy, 
Primary Care  A New Direction (Department of Health & Children [DoHC], 2001) initially 
proposed enhancing integration between primary care and secondary care mental health 
services, including the development of agreed referral and discharge protocols, and integrated 
care pathways.  Building on this, A Vision for Change (DoHC, 2006) proposed that the 
consultation-liaison model be adopted to support links between community mental health 
teams (CMHTs) and primary care.  The overarching goal is to support the management of 
mental health difficulties in primary care and to improve the effectiveness with which service 
users are transferred between general and specialist care.  
 
1.1 Consultation-L iaison model 
The consultation-liaison model recommended by A Vision for Change (DoHC, 2006) is not a 
unitary model, but has been implemented in diverse ways across various jurisdictions (Bower 
& Gask, 2002; Kelly, Perkins, Fuller, & Parker, 2011).  At a basic level, the consultation 
element of the model relates to input and support by specialists on cases in primary care, while 
liaison relates to the provision by specialists of more general advice and education (Katon & 
Gonzales, 1994).  One example of a consultation-liaison model that has been evaluated is the 
Consultation-Liaison in Primary Care Psychiatry Program (CLIPP) implemented in 
Melbourne, Australia (Meadows, Harvey, Joubert, Barton, & Bedi, 2007).  This model 
consisted of two key elements.  First, a psychiatrist from the mental health team attends a 
primary care clinic every two weeks and assesses clients referred by general practitioners 
(GPs).  With each client, a management plan is developed for treatment within primary care, 
with specialist support provided if needed.  The second element of the model focused on 
transferring service users from community mental health services into primary care.  Again 
using a management plan, the GP takes over clinical responsibility, with a supervisory input 
from the community mental health service.   
 
The service discussed represents one version of a consultation-liaison model but there is much 
variation.  Within A Vision for Change (DoHC, 2006) alone, reference is made to four potential 
ways of shared care working; (1) Shifted outpatient clinics; (2) Mental health professionals as 
part of the primary care team; (3) Consultation model; and (4) Liaison-attachment model (see 
Table 24 in Appendix A for details).  There is variation on many dimensions such as whether 
mental health specialists directly engage in clinical work in primary care; the intensity of 
specialist supervision; the level of educational input; and whether there is co-location (Bower 
& Gask, 2002; Gask & Croft, 2000). 
 
One example of a consultation-liaison service is that provided by mental health services in 
County Kilkenny ( & Kelly, 2013).  Similar to the first 
element of the CLIPP program (Meadows et al., 2007), a psychiatric liaison clinic was held 
every two weeks in a primary care centre.  A management plan for treatment in primary care 
was developed for referred clients.  This typically related to medication management and 
suggestions for referral onto psychological or social services.  This model was successful in 

                                                 
 
2  Refers to secondary care mental health teams. 



2 

terms of the high attendance at the liaison clinic; the low requirements at follow-up; and the 
reduction in referrals to secondary care services. 
 
As mentioned, a potential model of shared care working indicated by A Vision for Change is 
that of mental health professionals working as part of primary care teams (see Appendix A).  
One service that is particularly relevant to this model is the Roscommon Primary Care Adult 
Mental Health Service, now named Access to Psychological Services Ireland (APSI).  In recent 
years, primary care mental health practitioners have effectively provided low intensity 
and high throughput psychological interventions using a stepped care model (Bourke & Byrne, 
2012; Kelly, Sammon, & Byrne, submitted; McHugh, Brennan, Galligan, McGonagle, & 
Byrne, 2013).  APSI has several benefits as part of a shared care model of working.  First, by 
providing accessible, high throughput primary care psychological services, mental health 
difficulties can be more effectively managed in primary care.  In the absence of such a service, 
many individuals with mild-to-moderate mental health difficulties may be unnecessarily 
referred onto secondary care services, or will fail to receive adequate treatment.  Second, when 
primary care staff are unclear about the management of certain cases, APSI can be beneficial 
both in providing a rapid and comprehensive mental health assessment service, and by being 
accessible to primary care staff for consultation via mental health practitioners working 
in outlying primary care centres.  Third, this service may provide a better utilisation of 
resources as mental health teams members would be required to engage in less direct clinical 
and consultative work in primary care. 
 
The consultation-liaison model as recommended by A Vision for Change is relatively non-
specific about the exact procedures for implementation.  The key aim is to develop closer links 
between primary care teams and mental health teams in order to support the management of 
mental health difficulties in primary care.  One protocol specified is the provision of a single 
point of access by the Community Mental Health Team (CMHT) for referral and 
advice/information.  It also indicates that mental health professionals should work as part of the 
primary care team, though it does not specify how this may be implemented and who would be 
the relevant mental health professionals.  In order to advance the consultation-liaison model in 
Ireland, there is a need to provide greater guidance for professionals on implementing shared 
care. 
 
1.2 Mental health in primary care 
Primary care provides service users with a local and accessible point of entry into the health 
service.  For those experiencing psychological distress, a GP will be the most common 
healthcare professional to which they disclose their mental health difficulties  (Tedstone, 
Doherty, Moran, & Kartalova- , 2008).  Once an individual has sought help, there 
needs to be adequate assessment of their mental health needs in order to determine the most 
appropriate services and treatments.  Table 1 provides a guideline on the mental health 
difficulties that are suitable for primary care, and those that possibly require secondary care 
services.  As indicated, judging suitability will depend on the type of mental health difficulty, 
the severity of the difficulty (e.g., level of distress, functional impairment), and the level of 
risk.  Deciding what service to refer to can be a complex process, especially within the limited 
timeframe of a primary care consultation.  It is therefore important that primary care services 
have support from mental health teams in making such decisions.  Support at this stage can 
significantly reduce the number of inappropriate referrals to secondary care mental health 
services. 
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1.3 Coordination and collaboration 
To facilitate the smooth transition of service users between primary and secondary care mental 
health services, there is a need to have agreed referral and discharge procedures.  A recent 
Health Information and Quality Authority report (HIQA, 2011) found that the biggest risks to 
patient safety occur when a service user passes across care (or service) boundaries.  While the 
specific protocols can be agreed between teams at a local level (Burns & Kendrick, 1997; Gask 
& Croft, 2000), national referral and discharge forms could be adopted to support standardised  
 
Table1. Mental health difficulties suitable for primary care and secondary care services. 

Primary Care Mental H ealth Services  Secondary Care Mental H ealth Services 
Mild-to-moderate presentations with low risk , 
or aftercare post-risk 
 Depressive disorders 
 Anxiety disorders (e.g., Generalised Anxiety 

Disorder; Panic disorder; Social phobia; OCD; 
Health anxiety) 

 Interpersonal difficulties 
 Stress 
 Low self-esteem 
 Coping with physical illness 
 Bereavement and non-complex loss 
 Life cycle development issues 
 Problems of adjustment 

Moderate-to-severe presentations* or active 
r isk 

 Severe and chronic depression 
 Bipolar Disorder 
 Severe and chronic anxiety (e.g., complex 

post-traumatic stress disorder) 
 Schizophrenia & related disorders 
 Substance abuse/dependence 
 Personality & behavioural disorders 
 Cognitive impairment  
 Dementia 
 Eating disorders 
 Somatoform disorders 

* Including those presentations that have responded inadequately to primary care interventions (e.g., psycho-
education, low-intensity psychological interventions; NICE, 2009)  
 
procedures.  Progress has been slow in this regard, with a recent survey finding that only 58% 
of respondent primary care teams had formal referral procedures with mental health teams 
(HSE National Vision for Change Working Group, 2012).  The efficiency of referral and 
discharge processes could also be improved by the development of a secure electronic pathway 
for transferring information (Safran & Goldberg, 2000). 
 
Primary Care  A New Direction (DoHC, 2001) proposed the development of a primary care 
network involving a range of health and social care professionals (HSCPs) including dieticians, 
psychologists, and speech and language therapists.  Many developments could be made to 
greater engage such professionals in the shared care process.  For example, primary care 
HSCPs could have greater capacity to refer directly onto mental health teams, with clear 
protocols in place to ensure this would not lead to an increase in appropriate referrals. 
Furthermore, in seeking to meet the range of needs of the service user, mental health teams 
could greater collaborate with primary care HSCPs, such as during discharge planning.  
 
In seeking to create an environment for the service user that supports recovery in the 
community, primary care teams and mental health teams need to also coordinate with 
community services, including state, non-governmental organisations and local agencies.  As 
everyday stressors related to life domains such as housing, employment and education can 
significantly contribute to mental health difficulties (Amnesty International Ireland, 2010; Patel 
& Kleinman, 2003), coordinating with these services can help to prevent service users falling 
into a cycle of socioeconomic stress and psychological distress.  Collaboration with social 
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inclusion services may be helpful here, particularly in supporting vulnerable service users and 
in facilitating community integration (Office for Social Inclusion, 2009).  
 
In order to support a structured and efficient approach to shared care working, mental health 
teams need to provide a single point of access for routine and crisis referral, as well as for 
advice and information.  With regard to developing shared care procedures and protocols, a 
lead liaison person within the mental health team is needed.  The team coordinator would 
appear to be well positioned to take this lead, extending their role on formulating operational 
policy (Byrne & Onyett, 2010).  However, all mental health team members should seek to 
routinely communicate with primary care team member services with regard to the treatment of 
specific cases.  Such regular communication between services will be a key component in 
maintaining effective shared care practices and in allowing services to adapt to the various 
challenges that may arise (Crawford, de Jonge, Freeman, & Weaver, 2004).  A key facilitator 
of such routine communication would be the co-location of primary care teams and mental 
health teams (Oishi, Shoai, Katon, Callahan, & Unutzer, 2003).  In 2010 there were 31 mental 
health services located in primary care centres, while 17 others were in the process of being co-
located in 2011 (A Vision for Change Monitoring Group, 2010; 2011).  
 
1.4 T raining of primary care teams  
An important part of the consultation-liaison model is the development of skills and knowledge 
of primary care staff in managing mental health difficulties (Bower & Gask, 2002). The 
development of such skills may lead to more accurate identification of mental health 
difficulties, improved selectivity for referral onto secondary care, and better management of 
mental health difficulties within primary care.  In Ireland, such training appears to be needed as 
many primary care professionals, including GPs, lack training in mental health (Copty & 
Whitford, 2005). 
 
Topics of training could include the assessment and treatment of mental health difficulties in 
primary care (including managing risk); developing referral and discharge protocols; and 
training on relevant mental health legislation.  An example of a training initiative is the Team-
based Approaches to Mental Health in Primary Care  program, developed by Dublin City 
University (DCU).  Initiatives such as these provide valuable opportunities for inter-
professional learning and can help support a culture of collaboration across disciplines (Begley, 
2009).  Mental health teams themselves would appear to be well positioned to provide training 
to their local primary care teams.  While consultation on cases can have an educational benefit 
(Bower, 2000), without designated training, consultation alone is unlikely to provide the 
necessary competency development (Bower & Gask, 2002; Midgley, Burns, & Garland, 1996). 
 
1.5 Role of service user and carers 
Integrating recovery principles within our mental health services requires ensuring an active 
and meaningful role for service users in their own treatment (Anthony, 2000; DoHC, 2006).  
This includes their having an input into shared care decisions (e.g., referral onto a service), as 
well as having an input into service delivery (e.g., type of treatment provided).  Within mental 
health teams, the s  care coordinator will have a key role in encouraging and 
utilising their input.  There also needs to be frequent opportunities available for service user 
feedback (e.g., satisfaction questionnaires, focus groups).  Furthermore, the perspective of 
service users needs to be represented at an organisational level, such as with advocacy groups. 
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1.6 C linical responsibility 
As shared care involves a range of professionals working together in complex ways, it is 
important that there is clarity regarding clinical responsibility (Hampson, Roberts, & Morgan, 
1996; Kelly et al., 2011).  A lack of clarity may contribute to a diffusion of responsibility 
between professionals whereby nobody takes responsibility.  Within the shared care process, 
the most suitable form of clinical responsibility would appear to be a distributed model of 
responsibility, rather than a centralised model (Byrne & Onyett, 2010).  With a distributed 
model, each professional involved in the care of the service user is assigned responsibility 
based on their role and quantum of contribution.  Thus if an error is made, accountability is 
assigned in a proportionate manner.  As both within- and between-team competition can result 
in fragmented care, it is important that teams work on developing a culture of collective 
responsibility in their local area (e.g., develop collective values to support reciprocal 
collaboration between teams). 
 
1.7 The current study 
The HSE National Vision for Change Working Group (2012) published a guidance paper 

Advancing the Shared Care Approach between Primary Care and Specialist Mental 
Health Services
communication and information sharing, harnessing existing resources, and supporting 
training.  Under the guidance of the Vision for Change Mental Health in Primary Care 
Implementation Subgroup (see Appendix B for membership), the current research used a 
survey-based method to examine the extent to which mental health teams in the Republic of 
Ireland were achieving these recommendations.



 

6 
 

Chapter 2: Method 
 
Questionnaire 
A questionnaire was developed to examine whether mental health teams in Ireland were 
achieving the recommendations of the HSE National Vision for Change Working Group 
(2012) regarding shared care activities with primary care.  A draft questionnaire was amended 
based on feedback from the Shared Care Implementation Sub-Group of the Vision for Change 
National Implementation Group. 
 
The final questionnaire consisted of 29 questions, with a mixture of closed and open-ended 
questions (see Appendix C).  The areas examined in the questionnaire were the coordination of 
protocols and policies with primary care, communication with primary care, the provision of 
consultation and training to primary care, service user input into shared care decisions, and the 
needs of mental health teams themselves in enhancing shared care.  The questionnaire was 
developed into an online survey using the website Limesurvey.  The questionnaire was hosted 
on this website. 
 
Data collection procedure 
The current research attempted to sample all mental health teams in Ireland.  A cover email 
with an online survey link was sent to the 17 Executive Clinical Directors within the HSE who 
were requested to pass the survey onto the relevant services.  It was also requested that this 
cover email be sent to the Directors of Nursing, the Heads of Discipline, and Mental Health 
Specialists.  One participant from each mental health team was asked to complete the 
questionnaire. 
 
Data analysis 
Data collected from respondent teams was transferred electronically to an SPSS data file.  
Responses to open-ended questions were coded to allow a quantitative analysis of the data.  
This involved initially reading through all the responses and assigning each response into a 
category relevant to the question.  Using SPSS software, frequency and descriptive statistics 
were calculated from the data.
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Chapter 3: Results and Discussion 
 
3.1 Participant mental health teams  
Thirty nine mental health teams responded to the survey.  As there is approximately 300 
mental health teams in Ireland, this represents an approximate response rate of 13%.  As 
indicated in Table 2, adult mental health teams were the most frequent responders (48.7%, n = 
19), although a significant proportion did not identify their team (20.5%, n = 8).  The HSE 
region of respondent teams is presented in Table 3, with the HSE West being the region with 
the highest number of responders (41%, n=16), and only one response from the HSE Dublin 
North East.
 
Table 2. Mental health team respondents.  

Team Type n % 

Adult Mental Health Team 19 48.7% 

Child and Adolescent 
Mental Health Team 4 10.3% 

Mental Health Team for 
Older People 4 10.3% 

Rehabilitation and 
Recovery Mental Health 
Team 

2 5.1% 

Forensic Mental Health 
Team 1 2.6% 

Mental Health Team for 
People with Intellectual 
Disability 

1 2.6% 

Unspecified 8 20.5% 

 
Table 3. HSE region of respondent teams. 

HSE Region n % 

West 16 41% 

South 12 30.8% 

Dublin Mid Leinster 9 23.1% 

Dublin North East 1 2.6% 

Unspecified 1 2.6% 
 
 
 
 
 
 
 
 

 
3.2 Coordinating shared care activities 
With regard to coordinating shard care activities, the proportion of teams that were achieving 
these activities is presented in Figure 1.  A small proportion of mental health teams were co-
located in the same building as a primary care team (17.9%, n = 7).  The physical integration of 
CMHTs and primary care services needs to be greater prioritised in the coming years, in 
parallel with the development of primary care centres.  Co-location facilitates regular 
communication between mental health teams and primary care services, supporting 
collaborative care and the provision of training and support.  Co-location may also reduce 
stigma for service users and contribute to an enhanced experience of coordinated care.  
 
Just over half of mental health teams had an agreed written referral protocol with their primary 
care teams/GPs (53.8%, n = 21), with a somewhat lower proportion having an agreed discharge 
policy (43.6%, n = 17). Those teams without such agreed protocols will face a number of 
challenges at the shared care interface, such as a greater number of inappropriate referrals and 
a greater need for support for primary care staff.  Furthermore, service users will be more 

; Lester, 2005).  A significant proportion of mental health teams 
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had service users that were not registered with a GP (20.5%, n = 8), acting as an obstacle to the 
provision of a continuum of care across services.   
 

 
F igure 1. Proportion of mental health teams achieving shared care activity. 
PC = Primary Care: SU = Service users 
 
A minority of mental health teams accepted referrals from non-GP primary care team members 
(23.1%, n = 9).  The non-GP primary care professionals from whom these teams accepted 
referrals are presented in Table 4, with six teams (15.4%) accepting referrals from any primary 
care professional.  It is uncertain, however, the extent to which such referrals are made in 

services and ensure an efficient referral process, it is important that GPs are not the sole 
referring agents to mental health teams.  However, in order to minimise the number of 
inappropriate referrals to mental health teams, such professionals need to be competent in 
identifying mental health presentations and be aware of the criteria for referral onto mental 
health teams.  Thus, such efforts to increase accessibility to mental health teams need to be 
combined with the training of primary care staff. 
 
Table 4. Number of teams accepting referrals from non-GP primary care professional. 

Primary Care Professional n % 

Any Primary Care Professional 6 15.4% 

Psychologist 3 7.7% 

Social Worker 1 2.6% 

Public Health Nurse 1 2.6% 
 
Approximately half of mental health teams indicated that they refer service users to non-GP 
primary care team members (48.7%, n = 19).  The non-GP primary care professionals to whom 
service users are referred to are presented in Table 5. It is important that mental health teams 
can efficiently refer service users onto such primary care professionals in order to meet the 
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range of needs of the service user.  An important part of this process is the greater integration 
of HSCPs into the primary care network.   
 
Table 5. Number of teams referring to non-GP primary care professional. 

PC Professional n % PC Professional n % 

Public Health Nurse 11 28.2% Community Nurse 2 5.1% 

Social Worker 8 20.5% Counsellor 2 5.1% 

Occupational Therapist 6 15.4% CBT Therapist 2 5.1% 

Dietician 5 12.8% Addiction Counsellor 2 5.1% 

Psychologist 4 10.3% Home Help 1 2.6% 

Physiotherapy 3 7.7% Chiropody 1 2.6% 

Speech and Language 
Therapist  3 7.7% Team did not specify 2 5.1% 

 
All but one of the mental health teams indicated that they liaised with local statutory, voluntary 
or support agencies (97.4%, n = 38).  The agencies that these mental health teams liaise with 
are presented in Table 6.  Collaboration with housing, employment and education agencies was 
the most frequent, and such agencies are important in helping service users escape the cycle of 
socioeconomic stress and mental ill health.  It should be noted, however, that the level to which 
mental health teams engage with these agencies is unclear.  
 
Table 6. Number of teams liaising with various organisations.  

O rganisation n % O rganisation n % 

Housing  22 56.4% Carers groups 4 10.3% 

Employment  16 41% Universities/Colleges 3 7.7% 

Education 14 35.9% Gardai 3 7.7% 

Counselling  10 25.6% Co Council/Local 
authorities 3 7.7% 

Social services 7 17.9% Social welfare 3 7.7% 

Charity organisation 7 17.9% Substance 
misuse/addiction 3 7.7% 

Training organisations 7 17.9% Schools 2 5.1% 

Mental health organisation 6 15.4% Rehabilitation 2 5.1% 

Financial Assistance 4 10.3% NSUE 2 5.1% 

Family resource 
centre/support services 4 10.3% Child protection 2 5.1% 

 
Mental health teams were asked to indicate whether they provided primary care services with a 
single point of access for advice/information, routine referral and crisis referral.  The results 
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are presented in Figure 2, with a large majority of teams providing a single point of access for 
each. Providing primary care services with a clear point of access will increase administrative 
efficiency and will provide primary care teams with an identifiable point of contact. A single 
point of access is especially important for crisis referrals which require service users to be 
transferred to secondary care as quickly as possible. A total of 71.8% (n=28) of teams provided 
a single point of access for all of these activities, indicating that there is scope for improvement 
for a significant number of teams.  
 

 
F igure 2. Proportion of teams providing primary care with a single point of access for each type of 
activity. 
 
Mental health teams were asked to indicate how the handover of service users between their 
team and primary care could be improved.  Responses which were indicated by two or more 
teams are shown in Table 7.  The most frequent responses related to improved communication 
with primary care, such as more meetings, having a dedicated liaison person, and greater 
communication at discharge.  With regard to the latter, one team specified:  
 

 
 
Table 7. s to how the handover of service  
users with primary care could be improved. 

Suggested Improvement n % 

Greater communication with GPs at discharge 6 15.4% 

More meetings with primary care 6 15.4% 

Dedicated liaison person 6 15.4% 

Better GP attendance at care planning meetings 4 10.3% 

Improved referral procedures with primary care 3 7.7% 

More developed primary care teams 2 5.1% 

Team did not specify 8 20.5% 
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Discharge planning is a key process in supporting the management of service users in primary 
care and in ultimately reducing re-admission rates (Nurjannah, Mills, Usher, & Park, 2013).  In 
order for this process to be effective, a high degree of multi-agency and multi-disciplinary 
working is needed (Health Service Executive, 2008).  Furthermore, the process needs to be 
service user centred, taking into account their interests and wishes, as well as those of carers.  
 
3.3 Communication with primary care teams 
Respondent mental health teams were asked to indicate their use of four forms of 
communication (Email, Fax, Phone and Letter) for advice/information, routine referral and 
crisis referral with primary care teams/GPs.  The proportion of mental health teams using the 
communication method for each activity is presented in Figure 3.  Communication by phone 
was the most common method for both advice/information and crisis referral, while 
communication by letter was the most common method for routine referral.  This indicates a 
greater need for immediate contact regarding crisis referrals and advice/information.  Due to its 
efficiency, communication by telephone between primary care and secondary care 
professionals is an effective method for routine contact, and it is important that the contact 
details of team members are shared between teams.  Email was used by a small number of 
teams, being most commonly used for the purposes of providing advice/information.  The 
development of a secure electronic information management system could have much potential 
in increasing the efficiency of shared care activities (Safran & Goldberg, 2000).  Such a system 
would need to be compatible with information management systems within primary care.  
 

 
F igure 3. Proportion of teams indicating that they used communication method for type of activity with 
primary care. 
 
Just under half of mental health teams had a dedicated liaison member who worked with local 
primary care teams/GPs (46.2%, n = 18).  The team member(s) that had this role are indicated 
in Table 8, with four teams (10.3%) having two or more members with this role.  Three teams 
(7.7%) specified that the team coordinator acted as the designated liaison member. There 
would appear to be a need for a lead liaison person within the team to coordinate shared care 
policies and protocols with primary care. As with some teams in the current survey, this role 
could be taken by the team coordinator.  Coordination may be most effective if there was also a 
lead liaison member on the primary care team.  With regard to the treatment of specific cases, 
each professional on the team needs to liaise with primary care in seeking to meet the diversity 
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referral onto primary care professional), the care coordinator can liaise with primary care staff 
on such issues.  
 
Table 8. Number of teams indicating professional as dedicated liaison member.  

Professional n % Professional n % 

Community mental health 
nurse 6 15.4% Any team member 1 2.6% 

Team coordinator 3 7.7% Psychologist 1 2.6% 

Social worker 3 7.7% Clinical nurse specialist  1 2.6% 

Addiction Counsellor 2 5.1% Nurse Coordinator 1 2.6% 

Consultant Psychiatrist 2 5.1% SCAN nurse 1 2.6% 

Community Psychiatric 
Nurse 2 5.1% Nurse (unspecified) 1 2.6% 

 
Those teams that had a dedicated liaison member were asked to specify the type of support this 
liaison member provided (Table 9).  The most common response was the provision of advice 
and information to primary care, although the specific context was not indicated.   Activities of 
the liaison member that were specified were attendance at primary care meetings, carrying out 
assessments, and responding to referrals. The latter type of support is important in minimising 
inappropriate referrals and in dealing efficiently with crisis cases.  
 
Table 9. Type of activity liaison member engaged in. 

Type of Activity n % 

Advice/Information (unspecified) 10 25.6% 

Attends meetings with primary care/GPs 4 10.3% 

Assessment 3 7.7% 

Responding to referrals 2 5.1% 

Team did not specify 5 12.8% 
 
A minority of teams had a member that attends primary care team meetings (38.5%, n = 15).   
Table 10 indicates the member of these teams that attended, with nursing being the only 
profession that was specified.  Table 11 indicates how frequently these meetings were attended, 
with monthly attendance being the most common frequency (n = 7, 17.9%).  The low 
proportion of teams attending primary care team meetings combined with the narrow range of 
professionals attending is of concern. The absence of attendance for many teams may be 
attributed to the lack of a lead liaison member, but also the lack of developed procedures for 
the collaborative care of service users between primary care and secondary care. Without 
routine structured communication with primary care, establishing shared care protocols and 
policies at a local level will be more challenging.  It is encouraging, however, that some teams 
did have members attending primary care meetings on a regular basis.  The regular 
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Table 10. Number of teams where 
professional attended primary care meetings. 
M H T member n % 

Community mental health 
nurse 10 25.6% 

Any 2 5.1% 

Clinical nurse specialist  1 2.6% 

Community psychiatric 
nurse 1 2.6% 

Nurse (unspecified) 1 2.6% 

Table 11. Frequency of attendance at primary 
care team meetings. 

Attendance n % 

Monthly 7 17.9% 

As required 3 7.7% 

Weekly 1 2.6% 

Fortnightly 1 2.6% 

Unspecified 3 7.7% 

 
attendance by mental health teams members may not necessarily be required, as long as 
team members are available (e.g., by phone, email etc.) to address clinical and procedural 
issues of the shared care process where the need arises.   
 
Almost all of the teams provided feedback on service users to their local primary care 
teams/GPs (97.4%, n = 38).  As indicated in Table 12, communication was relatively 
consistent throughout the treatment process, with almost all teams communicating with 
primary care teams/GPs at assessment, during treatment, and at discharge.  Despite this 
consistent communication however, only a minority of teams provided GPs/primary care 

s (25.6%, n = 10).  The sharing of care plans can be 
valuable in allowing primary care staff to better meet the ongoing needs of services users, 
and to better prepare them for when service users are discharged into primary care (see 
Appendix D for sample care plan template).  It should be noted that any such sharing of 
information needs to be compliant with existing data protection policies.  The development 
of a secure information management system would be a significant facilitator for such 
information sharing.     
 
Table 12. Number of teams that communicated with  
GP/primary care teams at each treatment stage. 

T reatment Stage n % 

Assessment 35 89.7% 
During Treatment  37 94.9% 

Discharge 38 97.4% 
 
Respondent teams were asked to specify how communication between their team and their 
local primary care teams/GPs could be improved. Responses indicated by two or more 
teams are presented in Table 13. The most frequent response was more meetings with 
primary care teams/GPs.  Such meetings would encourage structured communication 
relating to the coordination of shared care activities.  Improving referral procedures with 
primary care was another common response, with some teams indicating a lack of detail in 
referrals received:  
 

l letters can be vague at times and may not contain 
 

 
Some teams also indicated a need for GPs/primary care teams to become more involved in 
the care planning process.  
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feedback from medical reviews. Joint care plans would be an 
 

 
Table 13. Ways of improving communication with primary care teams / GPs. 

Suggestion for Improvement n % 

More meetings with primary care 7 17.9% 

Improved referral procedures/protocols 6 15.4% 

Sharing care planning with primary care 5 12.8% 

Dedicated liaison person 4 10.3% 

Providing greater information to GPs 3 7.7% 

Developing primary care teams 3 7.7% 

Greater GP engagement 2 5.1% 

Team did not specify 5 12.8% 
 
3.4 T raining and consultation  
Just under half of respondent teams indicated providing on-site consultation to their local 
primary care teams/GPs (41%, n = 16).  Table 14 indicates the team members that provided 
such consultation, with five of the teams (12.8%) indicating that any member could provide 
consultation.  Nursing professionals were the most common profession specified.  For one 
team, a Suicide Crisis Assessment Nurse (SCAN) provided consultation, with this 
professional being involved in the timely assessment of suicide risk (School of Nursing and 
Midwifery NUI Galway, 2012).  The primary care professionals that were provided with 
consultation are presented in Table 15. GPs were the most common recipients of 
consultation.  
 
Table 14. Number of mental health teams where team member provided consultation. 

M H T member n % M H T member n % 

Any team member 5 12.8% Psychologist 1 2.6% 

Community mental health 
nurse 3 7.7% Occupational therapist 1 2.6% 

Clinical nurse specialist 2 5.1% Nurse (unspecified) 1 2.6% 

Consultant psychiatrist 2 5.1% SCAN nurse 1 2.6% 

Social worker 2 5.1% Addiction counsellor 1 2.6% 
 
Table 15. Number of teams where consultation was provided for primary care professional.  

PC member n % PC member n % 

GP 6 15.4% Social worker 1 2.6% 

Any PC professional 3 7.7% Psychologists 1 2.6% 

Public health nurse 2 5.1% Unspecified 5 12.8% 

Nurse (unspecified) 2 5.1%    
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Table 16 presents the topics on which these teams provided consultation.  As indicated, 
there was no consistent topic of consultation across teams, with consultation tending to 
involve the provision of advice/information across a range of areas.  The lack of 
consistency observed may suggest a lack of structure in the provision of consultation and 
that a few priority areas for consultation may need to be identified.  In particular, there 
would appear to be a need for consultation to be greater focused towards the clinical 
management of specific cases.  
 
Table 16. What topics were part of consultation with primary care teams / GPs. 

Consultation Topic n % Consultation Topic  n % 

Advice (Unspecified) 5 12.8% Service information 1 2.6% 

Treatment advice 3 7.7% Advice on community 
resources 1 2.6% 

Coordinating services 2 5.1% Advice on legal issues 1 2.6% 

Information regarding crisis 
cases 1 2.6% Team did not specify 6 15.4% 

Information regarding 
referral 1 2.6%    

 
A minority of mental health teams provided training to primary care teams/GPs (25.6%, n = 
10).  The members of the team that provided such training are presented in Table 17, with 
the recipients of such training presented in Table 18.  Team members from the nursing 
professions were the most likely to provide training, while GPs were the most frequent 
recipients of training.  In order to improve the detection of mental health disorders in 
primary care, there would appear to be a need to expand the range of professionals to which 
training is provided.  Such professionals may include primary care nurses, occupational 
therapists and social workers. 
 
Table 17. Members of mental health team 
that provide training to primary care. 

M H T member n % 

Nurse (unspecified) 4 10.3% 

Consultant 3 7.7% 

Medical  1 2.6% 

Consultant nurse 1 2.6% 

Any 1 2.6% 

 
Table 18. Primary care professionals that 
training was provided for.  

PC Professional n % 

GP 5 12.8 

Home help 1 2.6% 

All disciplines 1 2.6% 

Unspecified 3 7.7% 

 
The type of training provided by mental health teams is presented in Table 19.  As 
indicated, the content was quite diverse, ranging from assessment and treatment, to policy 
and legal issues.  Overall, the low proportion of mental health teams providing training 
combined with the narrow range of recipients (i.e., GPs) suggests that this is an area in need 
of development.  It must be recognised, however. that training requires significant input 
from mental health teams and it is important that training is mutually beneficial for teams.  
For example, the development of competencies related to the assessment and management 
of mental health difficulties in primary care would help reduce the number of inappropriate 
referrals to mental health teams, thereby freeing up capacity for mental health teams to deal 
with services users most in need. 
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Table 19. Type of training provided to primary care teams /GPs. 

T raining Topic  n % T raining Topic N % 

Treatment 2 5.1% Referral process 1 2.6% 

Managing suicide risk 1 2.6% Policy 1 2.6% 

Assessment 1 2.6% Legal issues 1 2.6% 

Information on local 
resources 1 2.6% Unspecified 3 7.7% 

Dementia 1 2.6%    
 
Respondent teams were asked to indicate what additional training they could provide to 
their primary care teams/GPs to increase their capacity for effective shared care.  The 
results are presented in Table 20.  Training related to treatment and assessment were the 
most common responses.  As discussed, such training is important in facilitating primary 
care professionals to manage cases appropriate for primary care, and to be competent in 
determining treatment suitability.  With regard to assessment, two teams (5.1%) did specify 
training in risk assessment.  If primary care professionals are to be confident in managing 
cases in primary care, competence in dealing with risk cases is a necessity.  Furthermore, as 
primary care is the frontline of the health service, professionals here need to be competent 
in quickly identifying and managing risk.  
 
Table 20. Additional training that mental health teams indicated they could provide. 

T raining content n % T raining content n % 

Treatment 5 12.8% Mental health promotion 2 5.1% 

Assessment  3 7.7% Risk assessment 2 5.1% 

Referral process 3 7.7% Team did not specify 6 15.4% 

Mental health act 2 5.1%    
 
3.5 Service user role in shared care activities  
Table 21 indicates the responses of mental health teams in relation to the involvement of 
the service user in the shared care process.  It is encouraging that all but one of the teams 
(97.3%, n = 36) indicated that service users had a role in shared care decisions.  If the 
shared care process is to enhance the experience of the service user and be consistent with 
the values of the recovery approach, such service user input is an essential element. 
  
Table 21. Proportion of teams that engaged in activity supportive of service user.  
Type of activity n % 
Service users have an input into shared care decisions* 36 97.3% 
Service users have an input into service design or delivery* 28 75.7% 
All service users have a designated care co-ordinator (or key 
worker) 22 56.4% 

*Two teams did not respond to question. Percentage based on teams that responded.  
 
The majority of teams also indicated that service users had an input into the design of 
services (75.7%, n=28).  These teams were asked to specify the type of input, with 
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responses indicated by two or more teams presented in Table 22.  The most common 
response related to service users having an influence on the type of treatment provided:  
 

cific therapeutic interventions.  
 
At an organisational level, five teams (12.8%) indicated that service users were represented 
on management teams, with three others teams (7.7%) specifying that service users were 
represented by advocacy groups.  Such representation is particularly important in bringing 
about structural and policy changes that enhance the experience of the service user through 
the treatment process.  Some teams also specified that service users and carers influenced 
the delivery of services through service user forums and meetings: 
  

discussing issues relating to the 
 

 
Table 22. Number of teams indicating type of service user input into service delivery.  

Type of Service User Input n % 

Provided feedback on treatment 6 15.4% 

Involved in care planning process 5 12.8% 

Represented on management team meetings 5 12.8% 

Advocacy groups 3 7.7% 

Input into discharge/follow-up procedures 2 5.1% 

Service user forums 2 5.1% 

Residents  meetings 2 5.1% 

Team did not specify 6 15.4% 
 
A care coordinator was assigned for all service users in approximately half of teams 
(56.4%, n = 22).  The role of a care coordinator can have many responsibilities including 
developing a care plan; collaborating with service user/carers; organising assessments and 
treatments; organising clinical reviews; and liaising with other services.  Given such 
responsibilities, it may be practically difficulty to provide a care coordinator for all service 
users.  However, the workload will vary depending on the complexity of the case.  In cases 
where the care coordinator is having difficulty coping with either the type or volume of 
work, it is important that they communicate these difficulties in order to gain the necessary 
support and potential workload re-distribution (Byrne & Onyett, 2010). 
 
3.6 Needs of mental health teams 
Respondent teams were asked to indicate the needs of their own team in providing more 
effective shared care.  Table 23 shows those responses indicated by two or more teams.  
The most common response was improved staffing (23.1%), both in terms of the number of 
staff and in ensuring that the required range of competencies were represented on the team: 
 

 
 
Five teams (12.8%) suggested that there was a need for improved communication with 
GPs, including that related to ongoing cases: 
 

-  
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Consistent with previous responses in the survey, another need identified by five teams 
(12.8%) was improving referral protocols. For example, one team described how 
inappropriate referrals disrupted the provision of services to those most in need:  
 

 
 
Five teams (12.8%) indicated a need for more training, although these teams did not specify 
the content of such training, or how they should be provided with this training.  Regarding 
the physical care needs of service users, two teams (5.1%) indicated a greater role for GPs: 
 

-active involvement of GP's in screening and managing physical health 
 

 
Service users with severe mental illness will tend to have greater physical health needs 
(Singleton, Bumpstead, O'Brien, Lee, & Meltzer, 2003), and it is important that GPs 
concurrently  
 
Table 23. Number of teams indicating what was needed for their team to improve shared care.  

Suggested Need n % Suggested Need n % 

Improved staffing of teams 9 23.1% Improved team 
communication  2 5.1% 

Better communication with 
GPs 5 12.8% Co-location with 

primary care services 2 5.1% 

More training 5 12.8% Out of hours cover 2 5.1% 

Improving referral 
procedures 5 12.8% Greater GP role in 

physical care 2 5.1% 

Increased resources 3 7.7% Liaison member 2 5.1% 

Better IT systems 3 7.7% Team did not specify 1 2.6% 
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Chapter 4: Conclusions 
 
4.1 Summary of results 
Figure 4 indicates the percentage of teams that were achieving each of the 17 shared care 
activities based on the recommendations of the National Vision for Change Working Group 
(HSE, 2012).  Overall there were low levels of coordination and communication with 
primary care teams/GPs.  For many teams there was a lack of agreed protocols with 
primary care, with communication and liaison relatively infrequent. In such a context, 
shared care working will tend to be unstructured and fragmented.  However, a number of 
developments could be made to significantly enhance such working.  First, a member from 
both the mental health team and the primary care team is needed to lead on organising 
shared care protocols in order to provide a framework for shared care working. Second, 
there needs to be more routine communication between members of each team.  This may 
relate to advice and information on specific cases, or information on services.  Such 
communication is important in building up a level of reciprocal cooperation between teams 
that enhances the more formal aspects of shared care working.  Third, there needs to be a 
more integrated approach to discharge planning, giving primary care professionals a greater 
role in   
coordinator (i.e., key worker) would have a key role in ensuring such integrated planning.  
 

F igure 4. Percentage of mental health teams achieving shared care activity. 
PC=Primary care; SU=Service user. 
 
Areas of the survey suggesting positive developments included the high proportion of 
teams where service users had a role in shared care decisions and had an input into the 
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design of services.  It is important that any model of shared care working places the 
interests and needs of the service user at the core of decision making.  For future research, 
however, there needs to be an assessment of the nature of service user input (e.g., to what 
extent it influenced treatment decisions), as well as gaining the perspective of the service 
user.  One area of concern is that almost half of teams did not have a designated care 
coordinator for all service users.  The care coordinator will have a key role in organising 
integrated care for the service user and in supporting service user decision making.  While 
this can be practically challenging to achieve, the workload for each case will vary and 
team members need to seek support when their care coordinator responsibilities exceed 
their capacity (e.g., workload re-distribution).  Another area that showed high compliance 
across teams was liaison with local agencies.  These agencies can play a valuable role in 
integrating the service user in their community and helping to prevent cycles of socio-
economic stress and mental distress.  For future research, there is a need to examine the 
nature and extent of such liaison (e.g., how regular is liaison, in what ways does it support 

 
 
A number of areas were consistently identified by mental health teams as needing 
development.  First, many teams indicated a need for improved referral protocols and 
procedures to reduce the number of inappropriate referrals.  Such inappropriate referrals 
were identified as a significant challenge in attempting to provide services to those most in 
need.  Resolving this difficulty will not only involve the development of agreed referral 
procedures between teams, but also in ensuring that primary care professionals have the 
necessary skills and supports in managing complex cases presenting to primary care.  While 
the provision of training and case consultation may involve significant input for mental 
health team members, it will bring about longer term benefits such as reduced inappropriate 
referrals.  

 
The second major area that was highlighted consistently by teams was the need for greater 
engagement of primary care professionals in the shared care process.  This includes greater 
opportunities for communication with primary care teams / GPs, as well as greater 
engagement of primary care professionals in service users  treatment. While primary care 
professionals identify enhancing shared care as a need (Copty, 2004), the high throughput 
nature of primary care services means that finding the capacity to engage in the shared care 
process can be challenging.  One development that may help engage primary care team 
staff in the shared care process would be to assign them a greater input and role into the 
ongoing treatment of service users attending mental health teams.  For example, this may 
include their involvement in the formulation of care plans, their access to care plans, and 
their concurrent management of service user needs, such as those related to physical health 
or social care issues. 
 
An area of the results suggesting a significant need for development was the narrow range 
of professions involved at the shared care interface.  Specifically, members of the nursing 
professions tended to be the mental health team members liaising with and supporting 
primary care teams, while GPs tended to be the primary care team members in receipt of 
support from mental health teams.  If an effective primary care network is to be established, 
there needs to be greater levels of shared care engagement from HSCPs at both the primary 
care level and within mental health teams.  There is a diverse range of competencies within 
mental health teams, and such competencies need to be available to support primary care 
professionals within the shared care process.  Similarly, primary care HSCPs engaged in 
the shared care process will be well placed to meet the diverse range of needs of service 
users and it is important that mental health teams effectively utilise such professionals in 
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Across many survey items, there were a significant number of teams that did not provide 
details on the associated type of shared care activity (e.g., activity of liaison member, type 
of consultation provided etc.).  This may suggest uncertainty within teams regarding the 
various roles and responsibilities for shared care working.  Without such clarity, 
engagement in shared care activities may be carried out in a disorganised way, such as 
reactively dealing with problems that arise, rather than proactive efforts to improve service 
provision.  As discussed, there is need for teams to collaboratively develop shared care 
protocols.  However, in order to provide guidance and standardisation across services, there 
is also a need for national level guidelines, such as with a national implementation plan for 
shared care (Mental Health Reform, 2013).  
 
Figure 5 represents an outline of a proposed shared care model of working between primary 
care and mental health teams.  It should be noted that this model is intended to be a first 
step, designed to promote a level of collaboration and coordination between teams that will 
act as a foundation for more advanced ways of shared care working.  As indicated, a  
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F igure 5. Model of shared care working between mental health and primary care teams. 
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member from each team leads on organising and administering the shared care process, 
providing a framework for shared car working.  Mental health teams would support primary 
care staff through training and case consultation, as well as providing a single point of 
access for referral.  Primary care professionals would have a greater role in the care 
planning process, as well as contributing to the ongoing treatment of service users where 
required.  Mental health teams would design comprehensive discharge plans, involving 
primary care professionals where required, to support effective management within primary 
care.  oordinator would have a lead role in this respect.  In order 
to support the recovery of service users in their community and break the cycle of mental 
health and socio-economic stress, primary care teams and mental health teams would 
routinely liaise with existing agencies and services in the locality.  Across all elements of 
the shared care process, the wishes and interests of service users and carers need to be 
prioritised. 
 
The way this shared care model will be developed in the future will depend on how 
successfully various aspects of the model are implemented, and the conditions within the 
wider health service.  For example, as in other models (Meadows et al. 2007; Ramperti et 
al., 2012), mental health team members may engage in direct clinical work in primary care, 
such as assessing service users and developing management plans for primary care.  
Alternatively, if primary care psychological services (e.g., APSI) are further developed, 
primary care mental health professionals may take on this assessment and consultative role.   
 
4.2 Methodological limitations and future research 
The main limitation of the study was the small number of teams that responded.  Due to the 
low response rate, the results may not have been representative of all mental health teams in 
Ireland.  For example, there may have been a response bias towards those teams engaging 
more proactively in shared care practices.  The other major limitation is that the study 
largely only examined the presence of shared care activities, rather than the level to which 
they were being achieved.   
 
Future research on shared care activities would benefit from employing more qualitative 
methods.  Achieving effective shared care is a complex process and interviews or focus 
groups with mental health teams and primary care team members may be needed to shed 
light on these complexities.  For example, while the current survey found that almost all 
teams liaised with local agencies, it needs to be examined how exactly such liaison occurs 

effectiveness of shared care activities from the perspective of service users.  Certain shared 
care practices may appear effective at enhancing coordination between services, but it 
needs to be examined whether such practices enhance the care of service users and 
ultimately lead to positive service user outcomes.  
 
4.3 Recommendations 
A number of recommendations are made based on the results of this survey and the 
proposed model of shared care working.  The extent to which the various recommendations 
are achievable in the short-to-medium term needs to be considered.  For example, where it 
does not currently exist, co-location is a longer term ideal potentially requiring significant 
resources.  Furthermore, team members may have difficulty providing the necessary levels 
of training and support to primary care teams due to time and work pressures.  The finding 
that improved staffing was the greatest need of teams may be reflective of current service 
provision pressures.  Nonetheless, as discussed, there are a number of simple steps that 
could be taken that would facilitate improvements in shared care activities, such as 
establishing routine communication between teams and developing shared care protocols.  
Once a certain level of communication and interaction is achieved, it can perpetuate a 
positive cycle of increasing coordination and collaboration.  
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1 Coordination 
1.1 Develop national referral and discharge protocols for transferring service users 

between mental health and primary care teams. 
1.2 Primary care and mental health teams collaboratively implement national referral and 

discharge protocols in their local area.  
1.3 Register all services users of mental health teams with a GP or a primary care team. 
1.4 Promote co-location of mental health teams and primary care team staff with the 

continued development of primary care centres. 
1.5 Mental health teams provide primary care team staff with a single point of access for 

routine referral and crisis referral.  
1.6 Mental health teams share care plans with GPs/primary care teams in a manner that is 

in line with existing data protection policies.  
1.7 Mental health teams collaborate with primary care team staff during discharge 

planning. 
1.8 Continue to recruit the full complement of professions to mental health teams. 
 
2 Communication 
2.1 Both mental health and primary care teams appoint a lead liaison member with 

respect to organising and administering the shared care process (e.g., developing 
shared care protocols).  

2.2 Where required to meet the needs of service users, all mental health team members 
communicate with primary care team staff either on a formal (e.g., primary care team 
meetings) or informal basis (e.g., phone contact).  

2.3 Mental health team care coordinators liaise with primary care staff regarding 
organisational aspects of the care of their assigned cases (e.g., discharge planning; 
referral onto primary care team staff).  

2.4 Develop a secure electronic system to allow the efficient sharing of service user 
information between mental health teams and primary care teams, including 
information that facilitates referral between teams.  

 
3 Empowering the service user 
3.1 Mental health teams assign a care co-ordinator to each service user. 
3.2 Mental health team members encourage and utilise service user input regarding 

shared care decisions. 
3.3 Consult with service user representatives in developing shared care procedures, both 

at a local and national level.  
 
4 Training and consultation 
4.1 Identify the training needs of both mental health team and primary care team staff in 

enhancing the shared care process.  
4.2 Mental health team members provide training to primary care team staff in the 

assessment and management of mental health difficulties in primary care.  
4.3 A range of professions within mental health teams provide training to primary care 

staff in order to utilise the diversity of competencies. 
4.4 Provide training in team working to both mental health team and primary care team 

members. 
4.5 Develop guidelines on consultation so that both mental health and primary care team 

members are clear on what type of clinical issues are suitable for consultation.   
 
5 Future research 
5.1 Continue to monitor the level of shared care activities by  both mental health and 

primary care team members.  
5.2 Examine the effectiveness of the shared care process from the perspective of the 

service user. 
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5.3 Utilise qualitative methods to examine in detail the processes by which shared care 
activities are being achieved. 
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Appendix A : Models of providing mental health care in primary care.3 
 
Table 24. Some models of providing mental health care in primary care.   
Model  Description Purpose Comment 

1.  Shifted outpatient 
clinics 

CMHT moves its 
outpatient service to 
a primary care 
setting. Can include 
psychiatric 
outpatient, 
psychologist and 
CPN clinics. 

 To promote ease of 
access 

 To reduce stigma 
 To improve 

communication 
between CMHT and 
GP 

 To transfer 
management of 
patient back to GP 
in longer term 

Contact between 
CMHT and GP may 
be very limited  
operating in parallel.  
Benefits may lie 
more in the informal 
contacts which 
evolve within 
primary care setting 

2.  Mental health 
professionals as 
part of primary 
care team 

Mental health 
professionals (e.g., 
counsellors, CPNs, 
psychologists) 
employed by the 
practice 

 To provide direct 
patient care 

 To reduce stigma 
 To provide on-site 

mental health 
referral point for 
GPs 

This model is 
changing in the UK 
with a move towards 
equity of provision 
and access across 
primary care groups 

3.  Consultation 
model 

CMHT acts in 
consultative capacity 
to GP, who presents 
cases for advice and 
support 

 To supplement and 
enhance GP skills in 
the detection and 
management of 
mental illness 

The CMHT does not 
see the patient  
treatment remains 
within primary care 

4.  Liaison-
attachment model 

 CMHT develops 
close relationship 
with PHCT 

 CMHT may have 
designated liaison 
worker per 
practice.  This 
worker may 
screen cases 

 To train PHCT in 
assessment and 
management of 
people with mental 
health problems 

 To enable PHCT 
staff to screen and 
refer more 
effectively to 
secondary care 

 To promote 
effective 
communication and 
where appropriate, 
co-working 

 

CMHT=Community Mental Health Team; CPN=Community Psychiatric Nurse; PHCT=Primary Health Care 
Team.  
                                                 
 
3 Department of Health & Children (2006). A Vision for Change: Report of the Expert Group on Mental 
Health Policy. Dublin: Author. 
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Appendix C : Shared Care Survey Questionnaire 
 

  
  

1.   Please  specify  your  name,  professional  title,  and  any  designated  role  within  your  mental  health  team  (e.g.,  
clinical  leader,  team  coordinator)?  

  

2.   What  is  the  name  of  your  team  and  its  target  service  user  population?  

  

3.     What  geographical  catchment  area  does  your  team  cover?  

  

4.   Is  your  team  co-‐located  in  the  same  building  as  a  primary  care  team?   Yes                No  

5.   How  many  primary  care  teams  is  your  team  co-‐terminus  with  (i.e.  serve  the  same  catchment  
or  geographical  area)?     

6.   Are  all  the  primary  care  teams/GPs  your  team  works  with  located  within  the  same  catchment  
area?  

Yes                No  

7.   Does  your  team  have  an  agreed  written  referral  protocol  with  all  of  your  local  primary  care  
teams/GPs?  

Yes                No  

8.   Does  your  team  accept  referrals  from  local  primary  care  team  members  other  than  a  GP?   Yes                No  

If  yes,  what  primary  care  team  members  does  your  team  accept  referrals  from?  

  

9.   Does  your  team  refer  service  users  to  non-‐GP  primary  care  team  members  for  specific  
interventions?  

Yes                No  

If  yes,  what  primary  care  team  members  does  your  team  refer  to?  

10.   Does  your  team  have  an  agreed  written  discharge  form  /policy  with  all  your  local  primary  care  
teams/GPs?  

Yes                No  

11.   Are  all  mental  health  service  users,  including  those  in  long-‐stay  wards,  registered  with  a  GP?   Yes                No  

12.   Does  your  team  provide  your  local  primary  care  teams/GPs  with  a  single  point  of  access  for:       

1)Advice/Information   Yes                        No   2)Routine  referral   Yes                        No  

3)Crisis  referral   Yes                        No           
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13.   Which  of  the  following  communication  methods  are  used  for  each  form  of  communication  with  your  local  

primary  care  teams/GPs?  

1)Advice/Information:            Letter                        Phone                      Fax                    E-‐mail                        Other                                                                                                    

2)Routine  Referral:                        Letter                        Phone                    Fax                      E-‐mail                        Other                                                                                                      

3)Crisis  Referral  :                                Letter                        Phone                    Fax                    E-‐mail                        Other                                                                                                    

14.   Does  your  team  have  a  designated  liaison  member(s)  who  works  with  your  local  primary  care  
teams/GPs?    

Yes                No  

If  yes,  what  professional(s)  on  your  team  provides  this  liaison?  
  
What  type  of  support  does  this  team  member(s)  provide  to  your  local  primary  care  teams/GPs?  
  
    

15.   Do  all  service  users  registered  with  your  team  have  a  designated  care  co-‐ordinator  (key  
worker)?  

Yes                No  

16.   Do  members  of  your  team  attend  local  primary  care  team  meetings?   Yes                No  

Is  yes,  which  team  member(s)  do  so?  
  
  
How  often  are  these  meetings  attended?  

  

17.   Do  members  of  your  team  provide  on-‐site  consultation/mentoring  to  your  local  primary  care  
teams/GPs?  

Yes                No  

If  yes,  which  members  of  your  team  provide  such  consultation/mentoring?    

  

What  topics  do  such  consultation/mentoring  address?  

  

How  often  would  members  of  your  team  typically  engage  in  such  consultation/mentoring?  

Daily                        Weekly                            Monthly                                  Less  often                            Other  Please  Specify                                                                                                        

  
What  primary  care  team  members  is  such  consultation/mentoring  provided  for?  

  

18.   Does  your  team  provide  feedback  about  service  users  to  your  local  primary  care  teams/GPs?   Yes                No  

If  yes,  for  what  stages  of  care  is  such  feedback  typically  provided  (e.g.,  assessment,  during  treatment,  end  of  
treatment)?    

19.  
care  plan?  

Yes                No  

20.      Yes                No  
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21.   In  what  ways  could  communication  between  your  team  and  your  local  primary  care  teams/GPs  be  improved?  

22.   In  what  ways  could  the  handover  of  service  users  between  your  team  and  your  local  primary  care  teams/GPs  be  
improved?  

  

  

23.   Does  your  team  liaise  with  local  statutory,  voluntary,  or  support  agencies?   Yes                No  

If  yes,  what  types  of  agencies  are  these  (e.g.,  education,  employment,  housing  etc.)?  
  
  
  

24.   Does  your  team  provide  mental  health  training  to  members  of  your  local  primary  care  
teams/GPs?  

Yes                No  

If  yes,  what  member(s)  of  your  team  have  provided  such  training?  

  

What  primary  care  team  members  have  received  such  training?  

  

What  is  the  content  of  the  training  your  team  has  provided?  

  

  

25.   What  additional  training  could  your  team  provide  to  your  local  primary  care  teams/GPs  to  increase  their  
capacity  for  effective  shared  care?  

  

  

26.   What  are  the  needs  of  your  own  mental  health  team  in  seeking  to  provide  more  effective  shared  care?    

  

  

  

27.   Do  service  users  have  an  input  into  decisions  relating  either  to  their  discharge  to  primary  care  
services,  or  their  referral  onto  primary  care  team  members  for  specific  interventions?  

Yes                No  

If  yes,  could  you  describe  the  type  of  input  service  users  typically  have  regarding  such  decisions?    
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28.   Do  service  users  have  an  input  into  the  design  or  delivery  of  the  service  your  team  provides?   Yes                No  

  

If  yes,  can  you  descrive  the  type  of  input  service  users  typically  have?  

  

  

29.   Do  you  have  any  additional  comments  regarding  any  of  the  above  questions  or  other  facets  of  shared  care?  
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Appendix D: Sample Individual Care Plan T emplate4 
 
 

Name:  Phone No: 

Address:  MRN No: 

Date of Admission:  Date of Birth: 
   

Consultant: ___________________ G.P_____________________ 
 
Care co-ordinator: 
___________________   
 
 
 

Contact Person (next of kin) 
 

Name:  
Address: 

 
 

Relationship: 
Contact details: 
Do you give us permission to contact this person?   Yes      No  

 
 
 
 
 
 

Discharge  
Estimated Discharge Date:  
Other agencies to be involved (specify agency and named worker): 

 
 
 
 

Arrange pre-discharge meeting (set date) No / Yes  ___/_____ /__________  
Carer /Family support to facilitate 
discharge: GP Contact Details: 

 
 
 
This sample individual care plan template is for demonstration/educational 
purposes only.  There is no requirement for this specific template to be used. 
 

                                                 
 
4 Adapted from: Mental Health Commission (2012). Guidance Document on Individual Care Planning 
Dublin: Author. 
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Needs Identified Desired Goals 
    

    

No.  No.  
    

    
    
    
    
    
    
    
    
    
    
    
    
 

Action Person Responsible Date to be 
   completed 
   by: 
    

No.    
    
    
    
    
    
    
    
 
 
 
Service User offered copy of care plan. Yes  No  
Accepted by Service User (please tick) Yes  No  
 
I have been involved in the development of this care plan: 
  
Service User Signature: _______________________________________ 
 
Service user refused to sign care plan Yes      No    
 
Care co-ordinator signature: _______________________________________ 
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Progress Notes on Implementation of Identified Care Plan Actions: 
 
 

Action no. Date Comments Signature 
    

    

    

    

    
 
 
 
Long Term Recovery Plan: 
 
(Include long term goals and timeframe as identified by service user) 
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Care Plan Review: 
 
 
(Include details on date, those present, actions evaluated and amendments made to Care Plan) 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Service User offered copy of amended care plan. Yes  No  
Accepted by Service User (please tick) Yes  No  

I have been involved in the review of this care plan:   
Service User Signature:   
    

 
Discharge Plan: 
 
Service User Name: ____________________________  
Date: ____________________________  
GP Name: ____________________________  
Consultant: ____________________________ 
 
Summary of Discharge from Community Team: 
 
 
 
 
 
 
 
Service User Signature: 
 
Copy of Discharge plan given to Service User: Yes  No  

Service user refused to sign care plan Yes  No  

Care co-ordinator signature:  
 

Month Day Year 
 


