
Psychology briefing paper for the HSE primary care division

Item Type Article

Authors Heads of Psychology Services Ireland

Citation Heads of Psychology Services Ireland’ (2015) Psychology briefing
paper for the HSE primary care division. Laois/Offaly:HSE.

Publisher Heads of Psychology Services Ireland (HPSI) and Health Service
Executive

Download date 26/05/2023 17:09:14

Link to Item http://hdl.handle.net/10147/583290

Find this and similar works at - http://www.lenus.ie/hse

http://hdl.handle.net/10147/583290


 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Place logo  

or logotype here, 

otherwise 

delete this. 

 

june 

2008 

S M T W T F S 

1 2 3 4 5 6 7 

8 9 10 11 12 13 14 

15 16 17 18 19 20 21 

22 23 24 25 26 27 28 

29 30      

       

 

 

 

 

Place logo  

or logotype here, 

otherwise 

delete this. 

 

 

 

 

Place logo  

or logotype here, 

otherwise 

delete this. 

 

january 

2008 

S M T W T F S 

  1 2 3 4 5 

6 7 8 9 10 11 12 

13 14 15 16 17 18 19 

20 21 22 23 24 25 26 

27 28 29 30 31   

       

 

Psychology Briefing Paper for the Primary Care Division 

 

 

 

 

November 

2015 



 

 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Heads of Psychology Services Ireland (HPSI) contact: 

Dr Michael Byrne 

 HSE Lead for Psychology 

 Principal Psychologist Manager, HSE Laois / Offaly Local Health Office, Community 

Healthcare Organisation Area 8 

  

Tel.:  086 383 0773 

Email:  michaelj.byrne@hse.ie 

 

 

 

This briefing paper will be reviewed in 2018.    



 

 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

“In our communities many are suffering from emotional and physical 

pain.  They need our help.  Thankfully, we now have solid evidence that 

interventions delivered and overseen by psychologists can help.  

  

By transforming how our primary care psychology services are provided 

and by building the capacity to support others, these services can 

profoundly improve the wellbeing of people in distress across Ireland.” 
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Key Messages 
 

In the context of: 

 The wide spectrum of work our primary care psychology services currently provide; 

 The significant prevalence of psychological distress in our communities; 

 The strong evidence base that the vast majority of presentations in primary care can benefit from 

psychological interventions; 

 The substantial evidence that the general public and primary care service users want improved 

access to typically difficult-to-access psychological interventions; and 

 The reality that the current psychology workforce, if engaged in direct psychotherapeutic work 

alone, will reach only a small minority of the cases in need of psychological intervention; 
 

The key message of this briefing paper is that we have to increase service user accessibility to evidence-

based primary care psychology services.  This can be achieved by implementing a number of 

recommendations:  
 

Transform primary care psychology services 

1. Working in partnership with other service provision stakeholders, primary care psychology services 

will adopt a stepped care model of service provision in our child and adolescent, and adult primary 

care services; 

2. While local variation is encouraged to meet local needs and take account of other stakeholder service 

provision, move towards all Community Healthcare Organisations (CHOs) providing a core set of 

standardised primary care psychology services and guidance for standardised work process 

protocols; 

3. Primary care psychology services will offer a single point of contact to the health care system for all 

non-crisis and non-complex emotional / behavioural referrals; will assist service users in stepping 

‘up to’ and ‘down from’ more specialist health care services; and will assist in bringing local 

stakeholders together to discuss and agree on how their services will work and communicate with 

each other so that they are experienced by service users and carers as a coherent whole. 

Build primary care psychology service provision capacity 

4. Primary care psychologists will provide training and ongoing supervision/support to others in 

generic psychological assessments and interventions not requiring specialist professional 

psychological input; 

5. Further to multi-stakeholder discussion, a Director of Psychology in each CHO will hold 

responsibility for the governance of psychological therapies offered by the CHO; 

6. Develop and action a national workforce plan that will deliver the workforce numbers required to 

provide primary care psychology services (e.g., achieve an adequate number of psychologists per 

CHO; increase the number of psychologists in clinical training posts; employ assistant 

psychologists); and that will guide the training requirements for the next generation of psychologists; 

7. Working in partnership with acute hospital psychologists and other primary care staff, develop 

group-based and one-to-one brief psychological interventions to support individuals managing their 

chronic physical illnesses (e.g., cardiac rehabilitation), especially those with a primary mental health 

presentation; 

8. Actively develop, in partnership with health promotion and existing multi-agency structures, 

community engagement initiatives that seek to both (a) foster increased resilience and decrease 

stigma in our communities; and (b) develop rapid response protocols to allow appropriate emotional 

support to be provided to a community at times of distress (e.g., suicides or natural disasters); and 

9. Guided by the research priorities of the Primary Care Division, a Principal Psychologist Manager in 

each CHO will lead on monitoring and evaluating local primary care psychology services, and will 

produce an annual report profiling whether service provision standards have been met. 



 

Psychology briefing paper for the Primary Care Division 

 

1 
 

1.0 Introduction 
 

1.1 Primary care and psychology services 
 

Primary care services are designed to meet the vast majority of physical and mental health needs of 

the population.
1
  These services need to be accessible, equitable, service user-centred, effective, and 

integrated with more specialist levels of care.  There is also an increased emphasis on managing 

resources in a way that delivers the best health outcomes, that improves people’s experience of using 

the services and that demonstrates value for money.
2
  There has been an increased focus on achieving 

these standards with the recent development of Community Healthcare Organisations (CHOs) within 

the Health Service Executive (HSE).
3
 

 

Primary care services, however, often lack the capacity to achieve these standards.  As a result, 

general practitioners (GPs) can be overburdened in trying to manage presenting health difficulties, 

and some may have to rely on medication therapy in the absence of alternative primary care 

interventions.
4
  Furthermore, the existing limited capacity of primary care psychology services can 

result in a disproportionate burden on specialist health care services and their having to manage a 

higher number of inappropriate referrals
5 

thus reducing their accessibility and capacity to manage 

those with the most complex needs. 

 

There is a clear need to increase the capacity of primary care psychology services.  In particular, there 

is a need to increase access to psychotherapeutic interventions, a goal that has been outlined in A 

Vision for Change
6
 and more recently in both the Primary Care and Mental Health Divisional 

Operational Plans for 2015.
7,8

  This briefing paper will explore how our primary care psychology 

services can be developed to deliver more value so that both our broader primary care and specialist 

health care services can become more accessible, more clinically effective and demonstrate better 

value for money. 

 
1.2 What is the role of psychologists within our health service? 
 

Psychologists aim to reduce psychological distress and enhance psychological wellbeing in our 

communities by the systematic application of knowledge derived from psychological theory and 

research.
9(p2)

  Newly qualified clinical psychologists will have, on average, 13 years of third level 

academic and clinical experience prior to commencing their first qualified role (inclusive of their 3 

years of doctoral level professional training).
10

  A scientist-practitioner model underlies the 

profession, whereby psychologists use scientific methods in their work, deliver evidence-based 

practice and are competent to conduct research. 

 

Qualified psychologists are trained to be competent in assessment, formulation, intervention, research, 

consultation and ethical awareness; as well as delivering interventions to service users with a wide 

range of clinical presentations and across different organisational environments.
9,11

  The evidence base 

for various forms of psychotherapy, behaviour therapy, and family therapy delivered by psychologists 

has been well-established in primary care settings.
12

  Psychologists are also competent to teach, 

supervise, and support others’ learning in the application of psychological skills, knowledge, practices 

and procedures. During the treatment process, psychologists are skilled in developing working 

relationships with service users, empowering service user decision making, and in collaborating with 

family members and carers. 

 

Of particular relevance to the Primary Care Division, psychologists can add value in a number of 

ways including leading on prevention, early detection and self-care; working across service provider 

boundaries to ensure integrated care; and designing and conducting service evaluations to ensure our 

primary care services are evidence-based, high throughput, accessible and demonstrate value for 

money. 
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1.3 Current primary care psychology service provision 

 

Graded into different levels of intensity, a selection of the types of services provided by primary care 

psychologists is presented in Table 1.  For example, universal/low intensity ‘whole population’ 

treatments that can deliver moderate effectiveness require relatively few resources and hence are 

easier to scale up.  In contrast, high intensity interventions that are highly efficacious generate only 

limited throughput and hence are best reserved for targeted populations. 

 
Table 1. Profile of current primary care psychology service provision. 

1. Universal and consultation services 

Online self-screening Immediate mental 

health screening for 

adults 

 Developed by HPSI, automated feedback on level of 

psychological distress and signposting to local services 

(www.apsi.ie) 

 Evidence base: emerging
13

  

Online psycho-

educational materials 

Immediate access to 

psycho-educational 

materials 

Developed by HPSI, online access to information leaflets on a 

wide spectrum of mental health presentations (www.apsi.ie) 

Advice clinics Rapid access to 

psychological 

advice  

 Regular half-day clinics open to service users and the general 

public 

 Advice offered on any topic from any age group  

Drop-in clinics Rapid access to 

psychological 

screening / 

assessment  

Clinics open to service users and the general public offering 

screening / assessment, and brief therapy, and/or onward 

referral to appropriate services 

Stress control Mental health 

promotion  

Rolling six-part weekly lecture series open to service users and 

the general public about common mental health difficulties 

(e.g., stress, sleep, panic, worries) and self-help techniques for 

managing them 

Community and 

interdisciplinary 

consultation 

Mental health 

promotion and 

information to 

service providers, 

community groups 

and communities 

 Representation on local committees and clinical groups (e.g., 

Youngballymun, Jigsaw) 

 Direct provision of consultation services to community and 

statutory service providers on mental health awareness, 

promotion, and services 

 ‘Know your mental health’ articles in local newspapers and 

discussions on local radio stations 
 

2. Low intensity treatments  

Bibliotherapy  Rapid access to 

self-help materials 
 Co-developed and governanced by primary care, ICGP, and 

Library Board. 

 Evidence base: emerging
14

  

Computerised 

cognitive behavioural 

therapy (cCBT; see 

case example 2) 

Rapid access to 

self-help therapy 

for anxiety and 

depression 

 Developed by HPSI, online therapist-assisted programmes 

using CBT principles (www.apsi.ie) 

 Other commercial products (e.g., MoodGym) 

 Evidence base: emerging
13,15-17

  

Consultation model Provision of brief 

or system level 

advice  

 Direct provision of self-help strategies/materials or 

strategies/materials for parents, teachers, other professionals. 

 Consultations are once-off, intermittent, or as needed; the 

focus is on providing self-help strategies and ideas rather than 

therapy. 

 While some consultations are face-to-face, others may 

involve no service user contact and focus on system-level 

intervention.
18

  

http://www.apsi.ie/
http://www.apsi.ie/
http://www.apsi.ie/
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 Given that GPs refer on when they feel no longer capable of 

managing a psychological problem on their own,
19

 dedicated 

consultation services to GP and other primary care 

professionals have the potential to significantly reduce 

prescription of psychotropics and onward referral to specialist 

services. 
 

3. Group treatments 

Stress management 

groups 

 Developed by HPSI,  seven session group-based stress 

management programme for adults with mild-to-moderate 

psychological distress 

Mindfulness-based 

stress reduction 

(MBSR) 

Stress management 

module  
 Often used as part of a wider treatment programme, MBSR is 

an effective and cost effective psychological intervention and 

adjunct to medical treatment that delivers lower relapse rates.  

 Evidence base: moderate
20

  

Post-natal depression 

(PND) 

Specialist treatment 

pathway 
 Manualised group psychotherapy and support for stress, low 

mood, and relationship problems following pregnancy.  Most 

PND groups involve Public Health Nurses at some level up to 

and including co-facilitation.  

 Evidence base: emerging
21

  

Parenting 

programmes 

(behaviour 

management) 

Best practice 

treatment option 
 Manualised treatment programmes for early years (0-5), 

middle childhood (6-12), and for teenagers.  Effective as both 

an early and acute intervention strategy. 

 Evidence base: strong
22

 including evidence of cost-

effectiveness 

Cognitive 

behavioural therapy 

(CBT) for childhood 

anxiety 

Parenting 

programme adapted 

for anxious children 

 Manualised treatment programme for middle childhood using 

CBT.   

 Evidence base: local evaluations ongoing. 

CBT for anxiety and 

depression 

Best practice 

treatment option 
 Manualised treatment programmes for mild-to-moderate 

anxiety and/or depression.  Often implemented in conjunction 

with GP pharmacological treatment.  

 Evidence base: strong.
23

  Some local adaptations for specific 

populations under evaluation (e.g., reading problems, low 

SES). 

CBT for social 

anxiety 

Best practice 

treatment option 
 Manualised treatment programme for social anxiety following 

CBT principles.  

 Evidence-base: strong
24

  

Chronic pain group Symptom 

management 

Pain management, activity scheduling, and relaxation training 

for chronic pain sufferers.  Co-facilitated by psychology and 

physiotherapy. 

Cognitive Analytic 

Therapy (CAT) for 

anger management 

and relationship 

problems 

Specialist treatment 

pathway 
 Developed in response to local demand and Primary Care 

Team (PCT) referral patterns, this group-based treatment is 

based on CAT principles. 

 In pilot phase. 

 

4. High intensity contacts 

Assessment Of Need 

(AoN) 

Psychological 

assessment within 

specific timeframes 

as per Disability 

Act 2005 and 

Where locally agreed, AoN assessments not appropriate for 

Child and Adolescent Mental Health Services (CAMHS) or 

Disability Services.  The presence of fully-staffed primary care 

psychology services has a preventative effect on AoN referrals 

in general and reduces costs to the HSE in potentially 
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statutory 

instruments 

commissioning private assessments. 

Psychological 

assessment 

Psychological 

opinion to PCT 
 Standalone assessments or team assessments as part of PCT 

work; e.g., coordinated psychology and SLT assessments 

necessary to identify and diagnose SLI.  

 Screening assessments for conditions such as intellectual 

disability, ADHD, and OCD to identify appropriate referral 

pathways.  

 Occasional specialist assessments (memory, capacity, 

personality, psychosexual) as per local need and resource 

availability. 

Therapy Behaviour therapy, 

psychotherapy, and 

systemic 

interventions (e.g. 

family/relationship 

work) 

 Brief (possibly manualised) interventions for mild-to-

moderate difficulties appropriate to primary care but not 

manageable solely at GP/PCT level (e.g., 6 sessions). 

 For the cohort of more complex presentations that impact on 

daily functioning yet do not reach the threshold for 

acceptance into secondary care services, more intense 

interventions (e.g., 10-15 sessions). 

 Interventions may be standalone or form part of a coordinated 

PCT/community treatment plan (e.g., combined medication 

and psychotherapy for post-traumatic stress).  

 

Case example 1 

 

Bibliotherapy or book prescription scheme 

 

The use of books for therapeutic purposes is known as 

‘bibliotherapy’ and has been recommended as a means 

of providing psychological support for people 

experiencing emotional and psychological difficulties.  

In March 2007, the first bibliotherapy scheme in 

Ireland was piloted, led by the Dublin North Central 

Primary Care Psychology Service, in collaboration 

with Dublin City Public Libraries.  The scheme 

provided GPs and other professionals with a list of 

high quality self-help books.  Practitioners in turn 

brought these books to the attention of their patients 

and clients who were likely to benefit from their use. 

 

The appetite for a self-help approach was great with over 2,500 books issued from six inner city 

libraries in the first year.  Since that time, similar local initiatives have sprung up throughout the 

country (e.g., Roscommon and Sligo primary care psychology services).  In February 2009 the 

Library Council of Ireland, the HSE and the Irish College of General Practitioners introduced ‘The 

Power of Words’ scheme – a national list of 30 books to support and aid people to gain insight into 

and treat their emotional and psychological problems.  In preparation for the 2013 scheme, hundreds 

of the best evidence-based titles were read and reviewed by psychologists and GPs working in 

Ireland.  Based on their recommendations a long list of 97 books and a short list of 42 books were 

compiled by the HSE Dublin North City Primary Care Psychology Service.  Most of the books 

chosen are written by leading psychologists with clinical expertise and many present self-help 

versions of established treatment programmes. 
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Case example 2 

 

Computerised Cognitive Behavioural Therapy (cCBT) programmes 

  

Computerised CBT (cCBT) programmes are an effective primary care psychological intervention.  

Requiring little or minimal input from staff, they can meet the needs of a high volume of service users 

with mild-to-moderate mental health presentations.  HPSI has developed cCBT programmes for low 

mood and anxiety.  These programmes are designed to be engaging, encouraging service users to 

manage their mental health difficulties using CBT skills.  The most recent HPSI cCBT programmes 

are being evaluated as part of the doctoral thesis of a psychologist in clinical training. 

 

 
 

 

1.4 Current primary care psychologist workforce 

 
As of May 2015 there were 111.20 filled WTE psychologists in primary care (see Table 2 overleaf) 

making psychologists a scarce resource both in absolute terms and relative to other Health and Social 

Care Professionals (HSCPs) working in primary care.  Of note from Table 2, there are significant 

discrepancies between CHOs with regard to both the psychologist WTE to population ratios (that 

range from 1:20,263 to 1:178,088) and the mix of child, adult and lifespan WTE psychologists within 

each CHO (see Appendix C).  With regard to the former, while there are no international norms for 

the number of psychologists required in primary care psychology services, there is a recommended 

minimum ratio of 1 WTE psychologist per 5,000 people, inclusive of specialist psychology 

services.
25,26

  The significantly large WTE to population ratio figures presented in Table 2 would 

suggest that populating primary care services with adequate numbers of psychologists has been 

largely neglected.  For example, the lack of primary care adult psychologists continues to result in 

inappropriate referrals to secondary care mental health services and significant unmet needs contrary 

to the aims of Connecting for Life – Ireland’s National Strategy to Reduce Suicide 2015-2020.
27 
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Table 2. Primary Care Division psychologist WTEs (as of 22nd May 2015). 

CHO Child WTEs Adult 

WTEs 

Lifespan 

WTEs 

Total 

WTEs 

Population WTE:population 

ratio 

1 4.90 2.00 12.30 19.20 389,048 1:20,263 

2 15.17 - - 15.17 445,356 1:29,358 

3 2.13 - - 2.13 379,327 1:178,088 

4 8.80 1.00 2.00 11.80 664,533 1:56,316 

5 16.60 - - 16.60 497,578 1:29,975 

6
a
 2.80 2.00 5.00 9.80 364,464 1:37,190 

7 3.40 1.00 6.00 10.40 674,071 1:64,815 

8
a
 11.30 - 8.80 20.10 592,388 1:29,472 

9 3.40 2.60 - 6.00 581,486 1:96,914 

Total 68.50 8.60 34.10 111.20 4,588,251 1:41,261 

a. As data were not returned, the 2010 WTEs figures were used for one Local Health Office area in each of 

these CHOs. 

 

Another way of estimating how many primary care psychologists are required is to consider the 

clinical needs of our population.  If we adopt a conservative view that only 10% of our population 

require assessment/intervention and a further 10% require prevention services,
28

 at a minimum 

917,650 people require psychological input.  While other disciplines can help in providing this input, 

is it realistic to expect 111.20 primary care WTE psychologists to provide the necessary services to 

prevent many of these people progressing onto secondary and tertiary services?  These figures would 

suggest that the current primary care psychologist workforce is wholly under-resourced and does not 

have the capacity to provide the volume of throughput required to ensure reasonable accessibility. 

 

In the context of not being able to access primary care services, presentations may deteriorate and/or 

referrers and service users will try to access secondary care services that ultimately become overrun 

with referrals and similarly inaccessible.  For example, many Community Mental Health Teams 

(CMHTs) cite managing inappropriate referrals as a significant challenge
5
 and only about 40% of 

child and adolescent service users can access a CAHMS within three months
29

 (which is the standard 

outlined in the recently published CAMHS Standard Operating Procedure).
2
 

 

Provision of a primary care psychology service that is both accessible and value-for-money requires 

an appropriate skills mix of psychology personnel.
25

  For example, while there is a need to increase 

the number of psychologists in primary care, their service provision efficiencies can be improved with 

the support of Assistant Psychologists with more generalist skills.  Using standardised protocols, the 

latter can also conduct general initial assessments (e.g., screening, clinical interviews); and provide 

evidence-based low-intensity interventions (under the supervision of a qualified psychologist; see 

Figure 1 overleaf).  Their doing so will free up psychologists’ capacity to undertake the more 

intensive/complex assessments including diagnostic assessments necessary for onward referral to 

secondary and tertiary services; assessment of Tusla referrals; and possibly, where locally agreed, 

Assessment of Need (AoN) referrals. 
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Figure 1. Levels of psychological competencies and associated practitioners. 

  

Level 1 

Advice, empathetic 
listening, screening, 

signposting 
 

- GPs, primary care staff 

Level 2 

Low intensity psychological 
interventions, basic 

psychometric assessment, 
intake clinical interview 

- Assistant Psychologists 

 

Level 3 

Intensive psychological 
interventions, specialised 
assessment, supervision, 

consultation, service 
evaluation 

- Psychologists  

 



 

Psychology briefing paper for the Primary Care Division 

 

8 
 

2.0 Key Principles for a High Quality Health Service 
 

2.1 Increase access 
 

People typically engage with health services when they need support and feel ready to act.  Waiting 

lists ignore individuals’ expressed desire for timely help and can result in the exacerbation of people’s 

difficulties and an increased need for specialist health service input.  It is now recognised that early 

intervention initiatives tend to be in the best interests of both service users and the service provider in 

that they are less costly, less complicated, and less intensive.  Stepped care models (e.g., APSI 

Roscommon for adults) have demonstrated that waiting lists can be eliminated, ensuring that 

distressed individuals can access appropriate resources when they need them. 

 
2.2 Provide governance and safe care  
 

Psychologists are trained to effectively govern psychological therapies in primary care on account of 

their broad training in psychological therapies and their knowledge of international 

standards/guidelines for governing psychological services.  Their practice is rooted in strict ethical 

guidelines developed by their professional organisation.  They are trained in the scientific evaluation 

of psychological therapies and in the use and provision of supervision structures with a variety of 

professionals. In countries such as the United Kingdom (UK) and the United States of America, 

psychologists govern all community psychological therapies to ensure effective/efficient care and 

service user safety.  The Psychological Society of Ireland (PSI), our national professional body, also 

holds psychologists to a high level of responsibility in governing psychological therapies. 

 

Primary care psychologists are responsible for the governance and supervision of staff with generalist 

health care skills.
30

  Psychologists need to provide adequate support for such staff and ensure they do 

not work beyond their limits of competency.  A clear model of clinical responsibility is needed to 

determine those aspects of care that are the responsibility of the psychologist, and those that are the 

responsibility of the generalist health care practitioner.  Adequate supervision needs to be provided 

(e.g., at least one hour of supervision for every 8-10 hours of service user contact) and should consist 

of clinical supervision, personal/professional development and research supervision where 

appropriate. 

 
2.3 Prioritise outcome monitoring and evaluation 
 

In line with the increased emphasis in the Primary Care Division on collating service activity metrics 

and trialling the use of outcome measures, primary care psychology services have an established track 

record of evaluating their (and other) services and measuring outcomes (see case example 3 overleaf).  

Having worked with other Health and Social Care Professionals in producing guidance on how to 

conduct service development-related research,
31

 psychologists are well-placed to lead on (and build 

the capacity for) primary care service provision research in Ireland.  To increase efficiencies, some of 

this research work could be undertaken by Research Assistants, as is currently the case with various 

psychology-led national service evaluations. 

 

Of note, our psychologists have a demonstrated competence in evaluating health care systems.  For 

example, they have      

 Produced comprehensive guidance papers on inter-disciplinary working;
32

 

 Developed measures of inter-disciplinary teamworking;
33

 

 Facilitated teamworking training (e.g., with our national Enhancing Teamwork Project
34

); and  

 Lead on evaluating our Enhancing Teamwork Projec
t34

 and our (national) Advancing 

Recovery in Ireland (ARI) initiative. 
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Case example 3 

 

How Psychologists Lead on Primary Care Research 

 

Our psychology departments are leading on various research projects including: 

 Profiling the level of psychological distress in our communities;
35

 

 Profiling the service provision needs of GPs
36,37

 and of other stakeholders;
38

  

 Providing guidance on the use of computerised cognitive behavioural therapy (cCBT) 

in primary care;
15,16

  

 Conducting a randomised controlled trial of cCBT in primary care;
17

  

 Conducting a meta-analysis of the effectiveness of CBT for anxiety and depression in 

primary care;
39

  

 Developing and evaluating a group-based stress management programme;
40

 

 Providing guidance on stepped care model service provision in primary care
41,42

 and 

how this can help prevent suicide;
43

 and 

 Evaluating primary care psychology service provision.
44-47
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3.0 Transforming primary care psychology
 
services: Key steps 

 

Achieving the required transformation to ‘fit-for-purpose’ primary care psychology services requires 

balancing the need to introduce a stepped care model of service provision
48

 while continuing to meet 

the complex needs of that cohort of service users who do not meet the thresholds for acceptance into 

our secondary and tertiary care services (e.g., disability services; CAMHS; Community Mental Health 

Teams).  Hence, for example, within child and adolescent primary care psychology services, a 

proportion of psychologists’ clinical activity needs to be ring-fenced for high-intensity one-to-one 

services such as: 

 Specific diagnostic/screening assessments necessary for onward referral to secondary/tertiary 

services; 

 Tusla referrals; 

 Complex Primary Care Team referrals requiring intense intervention; 

 Specialist services not covered by other HSE divisions; and 

 Assessment of Need (AoN), where locally agreed. 

 

In addition to developing a stepped care model of service provision with graded levels of intervention 

appropriate to each level of clinical severity, other change elements required of primary care 

psychology services include: 

 Delivering rapid access initial assessments to prevent the escalation of presenting difficulties 

and the subsequent requirement for specialist health care services;  

 Providing effective gate-keeping for specialist health care services (and increasing their 

capacity to meet the needs of those with the most complex presentations);  

 Improved continuity of care for service users via coordinating shared care activities with 

specialist health care services such as disability services, CAMHS, and addiction services; 

 Providing early intervention options for at-risk groups;  

 Developing mental health promotion initiatives through utilising local newspapers and radio to 

communicate helpful information and by linking in with local community groups; 

 Promoting cost-effectiveness by delivering high throughput and reducing the use of specialist 

health care services; 

 Offering a rapid access consultation service to primary care health professionals (e.g., GPs) to 

facilitate the most appropriate intervention or referral for service users in distress; and 

 Developing peer-led interventions (e.g., support groups, networks of expertise) to facilitate 

local communities in utilising their own significant expertise in supporting each other. 

 
3.1 Introduce a stepped care model of service provision 
 

In order to provide accessible and cost-effective health services, a stepped care approach (governed by 

qualified psychologists who also provide training and supervision) to service provision is required 

across the HSE Divisions.  To illustrate, this model has been advocated by the National Institute for 

Health and Care Excellence
49-52

 in the UK for managing a wide range of child and adult mental health 

difficulties.  While there is variation on the exact structure of the stepped care model, there are a 

number of key components
53

 (see Figure 2): 

 Having a wide spectrum of interventions available, ranging from low-intensity (e.g., self-help) 

to high-intensity interventions (e.g., complex multidisciplinary interventions); 

 Providing service users with the least intensive intervention that is likely to bring about clinical 

improvement; and 

 A self-correcting mechanism whereby service users not showing a treatment response are 

‘stepped-up’ to higher intensity interventions.  
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Figure 2. Stepped care model for managing depression in adults. 

 

More locally, Access to Psychological Services Ireland (APSI) for adults with mild-to-moderate 

mental health difficulties has been rolled out in both Roscommon and Laois/Offaly (see case example 

4 below).  This has resulted in enhanced accessibility and cost-effectiveness brought about by the 

majority of service users engaging in low-intensity, high throughput interventions.  However, a degree 

of flexibility is needed in the model to ensure optimal outcomes for service users and service 

providers.  Specifically, requiring service users who do not show improvement to go through each 

level ‘step-by-step’ may be both demoralising for the service user as well as an inefficient use of 

services.  Instead, facilitated by initial collaborative matching, a ‘layered’ form of stepped care that 

allows service users to access multiple ‘steps’ or ‘layers’ of treatment depending on their overall 

needs,
54

 can be more effective.  For example, a service user with complex needs may be provided with 

low-intensity treatment while they are waiting for specialist treatment, thus potentially decreasing the 

need for the latter. 
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Case example 4 

 

Access to Psychological Services Ireland (APSI)  

 

Building on a 5-year pilot, and with the aim of providing an accessible primary care adult mental 

health service, this stepped care service is provided in both Roscommon and Laois/Offaly.  While 

many other HSE psychology services provide elements of APSI (www.apsi.ie), it provides: 

 Online assessment for anybody concerned about their level of psychological distress;  

 Mental health promotion through whole population initiatives (e.g., public talks); 

 A service in each primary care centre; 

 Immediate assessment for walk-in referrals and next-day assessment for all other referrals; 

 Effective low-intensity, high-throughput psychological interventions (e.g., guided self-help; 

computerised cognitive behavioural therapy (cCBT); group interventions; and brief one-to-

one CBT); 

 A continuum of care through integrated working with primary care and secondary care 

professionals, and with community agencies; and 

 A commitment to monitor clinical- and cost-effectiveness through rigorous and ongoing 

service evaluation. 

 

 

 

Figure 3. Structure of APSI service and coordination with other services. 
 

  

http://www.apsi.ie/
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Case example 5 

 

Programmes to Manage Stress 
  
Many psychology departments (e.g., in Dublin South and Galway) provide 

‘Stress control’ groups.  Developed by psychologists in Scotland, this six-

session programme was designed to help large numbers of adults who 

experience stress and who are keen to learn how to tackle their problems 

themselves.  The intention is to develop an Irish-equivalent of this 

programme.  To cater for smaller groups of adults who experience stress, 

HPSI has also developed a manualised seven-session stress management 

programme for adults experiencing psychological distress.
20

 
 

 

3.2 How stepped care might look for child and adolescent services 
 

The structure of a stepped care system for children and adolescents will have many similarities to the 

adult model, although it will be somewhat more complex given the larger range of stakeholders and 

services involved.  The following sections profile the different levels of a stepped care model for child 

and adolescent services, with reference to how primary care psychologists can contribute to each level 

(see Table 3).  The illustrated case example overleaf profiles an exemplar of this in Sligo/Leitrim. 

 
Table 3. Stepped care model for child and adolescent services. 

Level of intervention Level of severity Treatment 

Step 5 

 Inpatient / Day Hospital 

 Complex or severe 

difficulties 

 Psychological interventions 

 Medication 

 Combined treatments 

Step 4 

 CAMHS 

 Moderate-to-severe 

difficulties 

 Specialist assessment 

 Psychological interventions 

 Medication 

 Combined treatments 

Step 3 

 Primary care psychologists 

 Assistant Psychologists 

 Mild-to-moderate 

difficulties 

 Guided self-help 

 Group CBT 

 Parenting groups 

 Brief or more intensive therapy 

Step 2 

 Primary care psychologists 

 Assessment  Mental health assessment 

 Cognitive assessment 

 Possibly Assessment of Need (AoN) 

*Step 1 

 GPs 

 Others e.g., nurses, social workers, 

teachers 

 Recognition  Detection 

 Screening 

 Advice 

 Referral 

*Psychologists could also be involved in community engagement (e.g., articles on parenting; town hall talks on 

fostering resilience in children; consulting sporting organisations on how to foster mental health in their 

members). 
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Case example 6 

 

Sligo/Leitrim Mental Health Youth Initiative 

 

Established in 2011 to foster the positive mental health and wellbeing of young people aged 12-25 

years in Sligo, Leitrim and west Cavan, the Youth Mental Health Initiative (YMHI) involves a 

partnership between a wide range of statutory and voluntary agencies, communities and young 

people in order to achieve this aim.  Its central objective is to develop an innovative, evidence-based 

approach for organising services and supports to enhance the mental health and well-being of young 

people.  Its work has been informed by an analysis of youth mental health related needs and 

resources.  Commissioned with this requirement in mind, the Mind Your Head report profiled in 

depth the views of young people, along with the views of more than 1,000 people (including families, 

services and agencies). 

 

 

Step 1: Recognition 

This first step involves primary care psychologists and other staff in the community identifying 

mental health difficulties in the children and young people they work with.  These include GPs, 

nurses, social workers, speech and language therapists, as well as community staff such as teachers 

and school counsellors.  For children with mild difficulties, these professionals may be able to offer 

general advice and support to allow children or adolescents to manage their own presentation.  For 

children with clinical threshold difficulties, these professionals will be responsible for referring or 

signposting these children onto the relevant mental health services. 

 

Primary care psychologists can contribute to Step 1 activities in several ways.  They can contribute to 

mental health promotion by giving public talks (in schools, town halls etc.) that can help health 

professionals, teachers and family members to become more sensitive to the mental health difficulties 

of the young people they interact with.  Such mental health promotion activities can have value in 

addressing some of the broader determinants of why mental health difficulties emerge (e.g., stigma).  

Primary care psychologists can also provide training to other primary care staff on the screening and 

management of mental health difficulties in children and adolescents, thus increasing service capacity. 

 

  



 

Psychology briefing paper for the Primary Care Division 

 

15 
 

Step 2: Assessment 

The starting point for an effective stepped care service is a reliable assessment process that ensures 

service users are allocated to an appropriate level of treatment, thus protecting the capacity of 

specialist care services (e.g., CAMHS, disability services).  For example, if an assessment 

underestimates the complexity of a child’s presentation, the child may be offered an intervention that 

is not intense enough, and hence, ineffective.  In contrast, if an assessment overestimates the 

complexity of a child’s presentation, the child may be inappropriately referred to specialist health care 

services. 

 

This briefing paper proposes that  

 Primary care psychology services offer a single point of contact to the health care system for all 

non-crisis and non-complex child and adolescent, and adult presentations, and thus provide an 

effective gatekeeping function for all specialist health care services; and 

 The related initial screenings / assessments are distributed appropriately between primary care 

psychologists and Assistant Psychologists.  The former will be responsible for the more 

intensive/complex assessments including diagnostic assessments necessary for onward referral 

to secondary/tertiary services; assessment of Tusla referrals; and possibly, where locally 

agreed, Assessment of Need (AoN) referrals.  Using standardised protocols and a low threshold 

of clinical severity to ‘step up’ service users to primary care psychologists, Assistant 

Psychologists will conduct general initial assessments (e.g., screening, clinical interviews) in 

the context of there being a local Assistant Psychologist training programme and robust clinical 

supervision. 

 

Step 3: Primary care intervention 

This step involves the treatment of mild-to-moderate difficulties in primary care, typically behavioural 

and emotional presentations such as low mood and anxiety disorders, conduct problems etc. 

Interventions that may be effective at this stage include guided self-help; group therapy; parent 

training groups; behavioural management groups; and brief one-to-one therapy.  Such low intensity 

treatments may be delivered by mental health practitioners with generalist mental health skills (e.g., 

Assistant Psychologists) under the supervision of a primary care psychologist.  Certain complex 

primary care referrals (e.g., from Tusla) will typically require one-to-one intervention with a primary 

care psychologist.  Children and adolescents who do not respond to these primary care treatments may 

be referred onto CAMHS services at Step 4.  

 

Step 4: CAMHS intervention 

Children presenting with moderate-to-severe mental health difficulties will be managed by CAMHS.  

Interventions offered here include psychological therapies; medication therapy; and combined 

multidisciplinary interventions.  As profiled in the shared care section below, primary care 

psychology services have an active role in the shared treatment of some of these service users.  For 

example, the care plan of a service user with Attention Deficit Hyperactivity Disorder (ADHD) using 

CAMHS could include medication therapy in combination with a primary care psychological 

intervention such as a psycho-educational group run by an Assistant Psychologist for children with 

ADHD that would give service users an opportunity to talk about their experiences as well as learn 

various coping skills. 

 

Step 5: Inpatient care  

Inpatient care may be provided to those children or young people with a high risk of suicide, self-

harm or neglect, or where the intensity of intervention required can only be provided within such 

services.  Primary care services have a key role in ensuring the difficulties of such children are rapidly 

detected and referred onto intensive services in a timely manner.  Primary care psychologists may also 

have a role in supporting the recovery of these service users in the post-risk phase.  
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3.3 Promote shared or collaborative care 
 

There is an increasing recognition of the potential of shared care to enhance the quality and efficiency 

of service provision.  While the exact definition of shared care varies, the underlying principle 

involves some form of enhanced coordination between different levels of the health service (e.g., 

primary care and secondary care collaboration).  There are a number of key objectives typically 

associated with shared care initiatives in secondary care mental health services including:  

 To provide a continuum of care to service users; 

 To more effectively meet the diverse range of needs of service users; 

 To reduce the number of inappropriate referrals to specialist levels of care; and 

 To increase the number of cases managed in primary care. 

 

While various potential shared care service configurations will deliver different outcomes along 

dimensions such as accessibility, cost-effectiveness, service integration etc. (see Appendix D), A 

Vision for Change
6
 proposed the consultation/liaison model with a single point of access to CMHTs 

and the presence of a mental health professional (not a member of a CMHT) in the primary care 

network.  Other aspects of shared care can include members of the CMHT providing direct 

consultation to primary care staff on the management of specific cases.  In some instances, a member 

of the CMHT may carry out assessments for specific cases in primary care and provide a management 

plan for primary care staff.
55,56

  Lastly, shared care may involve an educational component, whereby 

members of the CMHT train primary care staff in areas like screening, assessment, and the 

management of risk.  However, evidence to date would suggest that shared care arrangements are 

limited, at least in our secondary care mental health services.
5
 

 

3.4 Promote integrated care 
 

Service users and their carers are often overwhelmed by having to navigate our typically fragmented 

health care system; are sometimes ‘bounced around’ the local service system creating delays and 

further distress; and sometimes they fall through the cracks in local service provision entirely.
57

  

Hence there is a need for ‘local whole system leadership’ and governance ‘to ensure that when all the 

definitions (and associated referral criteria) of target service user populations’ that different agencies 

are using are brought together, they represent a coherent whole that will serve the needs’ of our 

communities.
32

  Principal Psychologist Managers, who typically manage psychology services across 

all the HSE Divisions, are well placed to provide the whole system governance structure so that 

service users experience their care provision as integrated.
2
 

 

3.5 Promote suicide prevention 
 

Rapid access to primary care psychology services can also serve an important suicide prevention 

function.  For example, evidence indicates that many of those who complete suicide have prior 

contact with primary care staff.
58,59

  It is therefore critical that individuals in distress can rapidly 

access primary care mental health staff who can reliably evaluate risk and organise care to meet their 

needs.  Hence, some primary care psychological services have introduced a range of related 

interventions.  For example, while it also provides a suite of predominantly low-intensity 

interventions to those experiencing psychological distress, APSI’s walk-in clinics and next-day 

assessments increases the probability of detecting active suicidal ideation in our communities, and 

thus serves as a suicide prevention model (see case example 4).
43

  

 

Our primary care psychology services can help promote realisation of the goals of Connecting for Life 

– Ireland’s National Strategy to Reduce Suicide 2015-2020:
27

 

1. Better understanding of suicidal behaviour: Psychologists can play a key role in helping other 

professionals and community members to improve their understanding of the continuum of 

suicidal behaviour. 
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2. Supporting communities to prevent and respond to suicide behaviour: Psychologists through 

resilience building community initiatives (e.g., creating peer support groups) and provision of 

accessible interventions can help prevent suicide behaviour.  They can also play a key 

strategic community liaison role in helping communities respond to suicide. 

3. Targeted approaches for those vulnerable to suicide: By providing empathetic, sensitive and 

evidence-based supports, psychologists can ensure that the most vulnerable individuals in our 

communities get the help they need.  Psychologists can also advise on approaches to best 

engage vulnerable groups. 

4. Improved access, consistency and integration of services: as per previous sections. 

5. Safe and high-quality services: as per previous sections. 

6. Reduce access to means: Psychologists can help raise awareness of areas of risk. 

7. Better data and research: Psychologists’ research skill may play a key role here. 

 
3.6 Promote recovery-focused partnerships 
 

A central recommendation of A Vision for Change
6
 was the adoption of the recovery approach across 

mental health services.  Key principles of a recovery-oriented approach as outlined by Anthony and 

Carrick includes ensuring that service user choice is supported and encouraged, thus facilitating their 

having an active role in their treatment rather than being passive recipients of care.
60

  In addition, 

treatment must go beyond the singular goal of the management of clinical symptoms to focusing on 

supporting meaningful goals service users’ lives (e.g., social inclusion, education etc.).  Recovery also 

requires professionals to abandon any traditional conceptions of the ‘expert-patient’ relationship, 

instead focusing on a collaborative relationship that utilises service users’ experiences and insights. 

 

Primary care psychology services are well-placed to further develop the recovery model within our 

health services.  For example, the stepped care model of service provision offers service users 

improved treatment options.  Specifically, from the range of interventions available (e.g., cCBT, 

guided self-help, group treatment), service users can decide which one best meets their needs.  This is 

in keeping with the fundamental recovery principle that all decisions are made in partnership with 

service users (rather than for service users). 

 

With regard to the nature of treatments themselves, many low-intensity psychological interventions 

have principles of empowerment at their core.  For example, interventions like cCBT and guided self-

help aim to share information with service users about what may be bothering them and makes 

available a variety of coping strategies to help manage these difficulties.  Combined with high 

accessibility, service users can thus feel empowered to ‘take control’ of their difficulties at an early 

stage. 

 

A ‘shared care’ model involving primary care psychology services, specialist health care services and 

service users themselves, can play an important role in facilitating recovery.  For example, the 

availability of primary care interventions may facilitate service users to ‘step down’ from specialist 

mental health services into community and primary care services.  The transition to primary care 

intervention can help to provide a more complete continuum in the recovery process, rather than an 

abrupt end to intensive specialist treatment.  Furthermore, as has been discussed in relation to shared 

care, some service users waiting for specialist treatment could engage in primary care interventions 

during this period.  Again, this helps the service users to take control of their recovery process as 

quickly as possible and may prevent the deterioration of their difficulties.  Lastly, recovery not only 

involves service users having an active role in their treatment, but also in the design and planning of 

services.  It is critical that primary care psychology services are routinely evaluated in partnership 

with service users so that they continue to evolve not only on the basis of traditional metrics (e.g., 

success in symptom reduction) but are also driven by the priorities of the people who use our services 

and those who support them (e.g., family members). 
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3.7 Promote the self-management of chronic physical ill-health conditions 
 

3.7.1 The healthcare context 

It is well-established that in wealthier nations chronic diseases and conditions account for far greater 

healthcare provision expenditure than the treatment of acute presentations.  These conditions include 

diabetes, arthritis, chronic obstructive pulmonary disease (COPD), chronic pain and asthma.  In 

Ireland it is estimated that 75% of healthcare expenditure, four fifths of all visits to GPs and almost 

60% of occupancy of hospitals are related to such chronic conditions.
61

  The latter is due to many 

reasons including individuals with chronic conditions living longer and the associated rising 

healthcare costs, and as people in general are living longer, a greater proportion of them entering into 

age groups that have an elevated risk for developing a chronic disease. 

 

Fortunately, and reflecting recommendations in Healthy Ireland,
5
 solutions are emerging to the 

associated service provision challenges.  These include healthcare model transformation innovations 

in primary care and service user movements that champion peer support and self-management in 

consultation with formal health providers.  Indeed, self-management programmes have established a 

robust evidence-base for their effectiveness including, for example, in diabetes,
62

 arthritis
63

 and 

asthma.
64

 

 

3.7.2 Psychology and the self-management of chronic physical ill-health conditions 

Most self-management programmes are underpinned by key psychological concepts around 

behavioural change including the health belief model,
65

 the theory of Reasoned Action,
66

 and the 

Transtheoretical Model of Behaviour Change.
67

  Moreover, many self-management programmes have 

common psychological principles around promoting self-awareness; self-monitoring; managing 

energy and motivation levels; self-care through using social support; and addressing demotivating 

cognitions.  Consequently, there is tremendous potential for actively involving our primary care 

psychologists in the development, oversight and evaluation of such programmes.  In the context of 

developing key partnerships with acute hospital psychologists, other primary care professionals (e.g., 

public health nurses), and health promotion, providing supported, self-directed evidence-based 

programmes for those with a wide range of chronic physical ill-health conditions (e.g., diabetes, 

arthritis, COPD) in every primary care centre could significantly improve their quality of life. 

 

Case example 7 

 

Cardiac Rehabilitation Services 

 
Various HSE primary care psychology services have 

developed a number of initiatives to support those in the 

process of Cardiac Rehabilitation.  For example, in 

addition to stress management groups that are available to 

all, the Sligo psychology services provide a Coaching and 

Wellness programme to those requiring more intensive 

input.  This intervention involves Cardiac Rehabilitation 

nursing staff working with Assistant Psychologists to help 

service users to: 
 Understand the life changing event that has happened to them; 
 Assess motivation to make appropriate life adjustments through motivational interviewing; 
 Adopt realistic goal setting in a context; and 
 Access appropriate services/supports. 

  
For those service users with more significant psychological issues, individual brief psychological 

therapy is also available. 
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Similarly, in neighbouring jurisdictions evidence-based psychological interventions for conditions 

such as chronic fatigue, chronic pain and medically unexplained physical symptoms are widely 

provided (e.g., the Increasing Access to Psychological Therapies [IAPT] programme in the UK that 

treats over 1,000,000 people per year).
42

 

 
3.8 Address the tide of emotional distress associated with physical health conditions 
 

Psychological distress, often manifesting as a low mood and/or anxiety disorder, is strikingly 

prevalent in individuals with debilitating medical conditions.  Almost 25% of individuals who suffer 

from diabetes experience depression;
68

 individuals who have a heart attack are estimated to have a 

30% chance of developing depression;
69

 and over 30% of all individuals attending clinics for chronic 

pain are estimated to be clinically depressed.
70

 

 

However, high quality systematic reviews have demonstrated the effectiveness of psychological 

interventions in helping individuals manage their physical illnesses such as chronic pain,
71

 angina,
72

 

and rheumatoid arthritis,
73

 and their associated psychological distress.  For example, psychological 

group interventions are effective in reducing symptoms of anxiety and depression amongst those with 

cardiac disease,
74,75

 and behavioural management interventions have been found to be effective in 

promoting treatment adherence in those with diabetes, as well as improving lifestyle and psychosocial 

outcomes.
76,77

  Hence, working in partnership with acute hospital psychologists, other primary care 

professionals (e.g., public health nurses), and with health promotion, primary care psychology 

services are well placed to contribute to chronic disease management programmes and shift the 

environment of treatment from hospitals to communities.
7,78

 

 

Those with mental health presentations may also have comorbid physical ill-health.  For example, 

those with complex mental health presentations such as schizophrenia, bipolar disorder, and major 

depressive disorder have a mortality rate two to three times higher than the general population, with a 

13-30 year shortened life expectancy.
79-81

  This mortality burden is largely attributable to early death 

from physical illnesses that are preventable and treatable.  There are a number of factors that help 

explain why individuals with mental health presentations have poor physical health including 

medication side effects (e.g., weight gain); health behaviours (e.g., poor diet, lack of exercise); 

psychological symptoms (e.g., low motivation to care for self); and healthcare disparities (e.g., 

reduced monitoring of physical health of those with a mental health presentation).  Regardless of the 

causes, efforts are needed to support these service users in managing their physical health 

difficulties.
82

 

 

A number of interventions have been examined to address particular physical illnesses present in 

certain cohorts of individuals with mental health presentations.  For example, tailored weight 

management programmes (including behavioural management techniques, goal setting and 

motivational counselling) for mental health service users who are overweight have been shown to be 

effective.
83,84

  Also, a number of programmes have been developed to promote smoking cessation 

among mental health service users, particularly those with schizophrenia.  While some of these 

interventions involve only medication therapy (e.g., Bupropion), others utilise supportive group 

therapy.
85

 There is much potential for primary care psychology to lead on delivering such 

interventions, ideally within the context of shared care arrangements with specialised health care 

services.  Group-based treatments would appear to be the most appropriate, given the psycho-

educational focus of these interventions and the higher accessibility of this format (ideally delivered 

in community-based health and wellbeing centres).  
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3.9 Diversify the psychology workforce 
 

The current grade structure for psychologists in Ireland begins with psychologists in clinical training, 

and progresses onto staff grade, senior grade and then principal grade (specialist or manager).  Some 

HSE psychology departments also employ counsellors, psychotherapists, family therapists, behaviour 

therapists, and nurse specialists to fulfil generic or specific functions within their skill-set. 

 

To provide a more diverse skills mix, Assistant Psychologists have been widely employed in the 

health services in Northern Ireland and in the NHS.
48,86,87

  While there are some paid Assistant 

Psychologist positions in our hospitals and non-governmental organisations, the grade of Assistant 

Psychologist is only now being formally established in the HSE and HSE-funded organisations in 

Ireland.  The recruitment of Assistant Psychologists has significant potential in enhancing primary 

care psychology services and ensuring an appropriate skills mix: 

 

 They can increase the cost-effectiveness of services.  Specifically, delivery of low-intensity 

interventions in primary care (e.g., guided self-help, group treatment) do not require the 

specialist skills of psychologists, but rather the more generalist skills of Assistant 

Psychologists; 

 

 They are needed to meet the acute shortage of personnel in primary care psychology services.  

While increasing the number of psychologists in clinical training is needed over the long-

term, Assistant Psychologists represent a much larger (available) resource that could be more 

efficiently recruited and trained; 

 

 They represent a highly educated and skilled resource that are currently underutilised within 

our health services.  For example, a recent survey of Assistant Psychologists in Ireland found 

that 72.6% had a Master’s degree, 8.2% had a doctoral degree and 63.1% had previous 

clinical work experience before taking up their Assistant Psychologist role;
87

 and 

 

 Their activities would free up capacity for primary care psychologists, allowing them to better 

utilise their specialist skills for dealing with complex referrals, organising services and 

ensuring high standards of governance.  

 

To enhance the contribution of Assistant Psychologists, as is already established in some service 

areas, psychology departments can deliver Assistant Psychologist training programmes (e.g., a 

workshop series that teaches assessment, formulation, intervention, research, consultation and ethical 

awareness competencies), possibly in conjunction with local partner academic programmes, in 

addition to weekly supervision for their Assistant Psychologists. 
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4.0 Moving Forward: Key Recommendations 
 

In the context of the six key points listed below, nine recommendations are 

presented here to ensure that our primary care psychology services increase their 

value to the Primary Care Division.   

 

In planning for the future, there are six key points facing the psychology workforce in Ireland. 

 

1. The prevalence of psychological distress in our communities and related presentations to our 

primary care services in Ireland is significant. 

 

2. There is widespread consensus from research evidence that the vast majority of presentations 

in primary care can benefit from psychological interventions. 

 

3. There is substantial evidence that the general public and primary care service users want 

improved access to psychological interventions. 

 

4. The current psychology workforce, if engaged in direct psychotherapeutic work alone, will 

reach only a small minority of the cases in need of psychological intervention. 

 

5. Many service users and carers have negative experiences when trying to navigate our 

fragmented health care system.    

 

6. There is a need to prioritise service user outcome monitoring and evaluation.   

 

To respond to these realities psychologists need to both (a) transform primary care psychology service 

provision; and (b) build primary care psychology service provision capacity including contributing to 

managing chronic physical ill-health presentations and leading on service monitoring and evaluation.  

 
4.1 Transform primary care psychology services  
 

4.1.1 Adopt a stepped care model of service provision 

In order to provide accessible and cost-effective health services, a stepped care approach to service 

provision is required across the HSE Divisions.  This is particularly relevant to our high throughput 

primary care services where accessibility is a critical factor.  While there is variation on the exact 

structure of the stepped care model, there are a number of key components
53

 (see Figure 2) including: 

 Having a wide spectrum of interventions available, ranging from low-intensity (e.g., self-help) 

to high-intensity interventions (e.g., complex multidisciplinary interventions); 

 Service users being provided with the least intensive intervention that is likely to bring about 

clinical improvement; and 

 A self-correcting mechanism whereby service users not showing a treatment response are 

‘stepped-up’ to higher intensity interventions.   

 

Another variation of stepped care is providing service users the flexibility to access multiple ‘steps’ or 

layers of treatment at once depending on their profile of need.
54

 

 

Recommendation 1: Working in partnership with other service provision stakeholders, adopt 

a stepped care model of service provision in our child and adolescent, and adult primary care 

services. 
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4.1.2 Move towards standardisation of service provision 

As profiled in Table 1, while the roles/obligations of primary care psychology services may change 

based on local clinical needs and available resources (i.e. psychology and other services), and while 

local variation and responsiveness within the HSE is to be encouraged, increased standardisation of 

primary care psychology service provision would improve accountability, encourage stable shared 

care pathways, and support the ongoing evaluation and evolution of primary care psychology services 

at a national level. 

 

Going forward, it would also be beneficial to 

 Identify elements of the stepped care approach that could be integrated into the national 

clinical programmes (e.g., the chronic/respiratory illness, diabetes and stroke clinical care 

programmes); 

 Liaise nationally with the Health and Wellbeing Division on written, online, and promotional 

resources for common positive mental health and wellbeing needs/strategies; and 

 Develop and action shared care protocols for screening procedures; risk management 

(including suicide risk and abuse disclosures); use of screening measures/tests; 

confidentiality; and referral pathways (for use internal to the HSE and with other community 

agencies). 

 

Recommendation 2: While local variation is encouraged to meet local needs and take 

account of other stakeholder service provision, move towards all CHOs providing a core set 

of standardised primary care psychology services and guidance for standardised work process 

protocols. 

 
4.1.3 Promote integrated care 

There is a need for local whole system leadership and governance to ensure that agencies are working 

in an integrated manner and are experienced as a coherent whole by service users and their carers.  

Primary care psychology services can promote this outcome in a number of ways. 

 First, these services can provide a single point of entry to the health care system for all non-

crisis and non-complex emotional / behavioural presentations.  This gate keeping role could 

take the form of weekly assessment clinics that result in onward referral to more appropriate 

services (e.g., secondary care mental and disability services) and/or immediate delivery of 

low-intensity interventions (that may also serve as a wait-list intervention for the former 

services). 

 Second, primary care psychology services can facilitate service users to ‘step up’ from 

primary to secondary care services (e.g., ‘dip into’ more specialist care when required such as 

when children with disabilities and their carers are struggling with particular transitions), and 

to ‘step down’ from secondary to primary care services (e.g., when an acute episode comes to 

an end). 

 Third, primary care psychology services could facilitate rapid access to a consultation service 

to help other primary care professionals struggling with determining how best to understand a 

service user’s behaviour or facilitate positive behavioural change. 

 

More generally, given that nearly all Principal Psychologist Managers manage services across most of 

the HSE Divisions, they can assist the incoming Practice Network Managers in bringing local 

stakeholders together to discuss and agree on how services will work and communicate with each 

other (e.g., agreeing intake and discharge referral criteria and pathways; agreeing on shared care 

protocols).  More fundamentally, where not already identified, Principal Psychologist Managers could 

help contribute to the design of a system whereby each service user (especially those with complex 

needs) is allocated a designated ‘care co-coordinator’ so that service users and their carers can be 

assisted in navigating and dealing with the health care system. 
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Recommendation 3: Primary care psychology services will offer a single point of contact to 

the health care system for all non-crisis and non-complex referrals of emotional / behavioural 

referrals; will assist service users in stepping ‘up to’ and ‘down from’ more specialist health 

services; and will assist in bringing local stakeholders together to discuss and agree on how 

their services will work and communicate with each other so that they are experienced by 

service users and carers as a coherent whole. 

 
4.2 Build primary care psychology service provision capacity 

 

4.2.1 Train and supervise others in psychological assessments / interventions 

Psychologists alone will struggle to deliver the throughput required to ensure that our primary care 

services are accessible, timely, and equitable.  Even if psychologists had the capacity to do so, given 

that it promotes continuity of care, it is sometimes more appropriate for multi-disciplinary non-

psychologist colleagues (who have already engaged with service users) to provide low-intensity 

psychological assessment and intervention.  Their doing so will also increase psychologists’ capacity 

to consult and engage with service users with more complex presentations.  In the context of 

establishing and formalising a clear distinction in a stepped-care model between psychological 

assessments and interventions that can be undertaken by those with generic training and those with the 

requisite specialist assessment or psychotherapeutic skills, these efforts will include: 

 Developing a standardised education package for primary care teams on the use and 

effectiveness of: 

a. Psychological screening / assessment of various presentations; 

b. Psychological self-help materials and resources (e.g., bibliotherapy, websites, online 

therapy, public lectures, advice clinics); and  

c. Group psychotherapy, self-help skills groups, relaxation/mindfulness groups, and support 

groups;  

 Providing ongoing psychological consultation to primary care team members; 

 Developing peer-led programmes for appropriate supportive interventions (e.g., facilitated 

support groups, parenting programmes); and 

 Standardising the psychology input to GP training schemes nationally. 
 

Recommendation 4: Primary care psychologists will provide training and ongoing 

supervision/support to others in generic psychological assessments and interventions not 

requiring specialist professional psychological input.  

 
4.2.2 Lead on the overall governance of psychological therapies 

The provision of psychological therapies in our primary care services may be best governed by 

psychologists.  This would entail psychologists stepping out of their discipline-specific structures to 

take on responsibility for the safety and quality of psychological interventions offered by other 

disciplines as currently practised in neighbouring jurisdictions (e.g., IAPT services in the UK).  

Reciprocally, this would mean other disciplines acknowledging the importance of adhering to a 

shared, multi-disciplinary, service-wide code of practice around the provision of psychological 

therapies.  This could also entail psychologists identifying unmet needs in relation to psychological 

interventions (e.g., auditing what therapies are being provided; highlighting unmet needs; formulating 

a feasible action plan to improve services to remedy these), and liaising with senior colleagues across 

disciplines to ensure that such needs are met.  Additionally, it might be beneficial to develop national 

supervision and governance structures for the delivery of psychological support services in our 

primary care services.  Having psychologists lead on the governance of the multi-disciplinary 

provision of psychological interventions would simply mirror similar situations where psychologists 

contribute to services governed by other disciplines (e.g., contributing to child protection processes 

that are principally governed by social workers). 
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Recommendation 5: Further to multi-stakeholder discussion, a Director of Psychology in 

each CHO will hold responsibility for the governance of psychological therapies offered by 

the CHO. 

 

4.2.3 Develop a national workforce plan 

Along with building capacity in the system for providing primary care psychological interventions, 

there is a need to develop a National Workforce Plan capable of meeting these new ways of working 

in primary care.  It is recommended that this will include: 

 Establishing a minimum baseline ratio of primary care psychologists per population in each 

area by creating primary care psychologist posts in areas where there are none or very few, 

and filling existing vacant primary care psychologist posts.  When determining whether areas 

meet a minimum baseline ratio, consideration needs to be given to established service 

provision commitments to other stakeholders (e.g., Tusla); 

 In the context of ensuring at least one hour of supervision for every 8-10 hours of service user 

contact (e.g., assessments, evidence-based low-intensity interventions), employing assistant 

psychologists, and appropriately qualified psychologists so that each CHO achieves an 

adequate number of psychologists and an appropriate psychological skills mix; 

 Increasing the number of psychologists in clinical training posts; and 

 Enhancing the continuous professional development of existing psychologists and the training 

of future psychologists.  This will include a renewed emphasis on the consultation, training, 

supervision and leadership skills required of psychologists so that they are better placed to 

build psychological service provision capacity in our primary care and community services. 

 

Recommendation 6. Develop and action a national workforce plan that will deliver the 

workforce numbers required to provide primary care psychology services (e.g., achieve an 

adequate number of psychologists per CHO; increase the number of psychologists in clinical 

training posts; employ assistant psychologists); and that will guide the training requirements 

for the next generation of psychologists. 

 
4.2.4 Contribute to managing chronic physical ill-health presentations  

Primary care psychology services are well placed to contribute to chronic disease management 

programmes and shift the environment of treatment from hospitals to communities
7,78

  As is evident in 

some primary care psychology services, high-throughput, group-based interventions are suitable in 

helping those with chronic physical illness to manage their conditions.  The employment of 

psychologists, across acute and community settings, with a clear remit for fostering sustainable 

behavioural change in chronic conditions, has been demonstrated to be both cost-effective and 

clinically effective.  In addition, as many of these programmes require basic behavioural management 

and psychological skills, primary care psychologists can build additional service provision capacity by 

teaching these skills to non-mental health primary care staff.  Primary care psychology services can 

also effectively intervene with those with mental health presentations who may also have comorbid 

physical ill-health. 

 

Recommendation 7: Working in partnership with acute hospital psychologists and other 

primary care staff, develop group-based and one-to-one brief psychological interventions to 

support individuals managing their chronic physical illnesses (e.g., cardiac rehabilitation), 

especially those with a primary mental health presentation. 

 
4.2.5 Engage communities 

Having an active presence in communities is a powerful way of promoting mental health.  While a 

scarce resource, working in partnership with health promotion and existing multi-agency structures, 

psychologists can lead on community engagement initiatives (e.g., articles on parenting, town hall 



 

Psychology briefing paper for the Primary Care Division 

 

25 
 

talks on fostering resilience in children, consulting to sporting organisations) and, in the process, build 

capacity for psychological wellness beyond the consultation room.  Additionally, and as highlighted 

in the HSE’s guidance document Psychosocial and Mental Health Needs following Major 

Emergencies,
88

 psychologists can lead on meeting the psychosocial and mental health needs of our 

communities following major emergencies. 

 

Recommendation 8: Actively develop in partnership with health promotion and existing 

multi-agency structures community engagement initiatives that seek to both (a) foster 

increased resilience and decrease stigma in our communities; and (b) develop rapid response 

protocols to allow appropriate emotional support to be provided to a community at times of 

distress (e.g., suicides or natural disasters). 

 
4.2.6 Lead on service monitoring and evaluation 

In order to ensure that HSE primary care psychology services are meeting the highest standards of 

quality, service performance needs to be routinely monitored and evaluated.  Such ongoing 

monitoring and evaluation can highlight new ways of working to increase service efficiencies and 

how to meet emerging clinical needs.  With their highly developed research competencies, 

psychologists are well-placed to lead on same in primary care.  This could include: 

 Routine service user satisfaction surveys, including those who opt not to engage with services 

or do not complete their interventions.  This could include developing a single service user 

satisfaction survey for use across the lifespan and with all presentations; 

 Actively engaging with the service-using population, and those who support them, to co-

develop standards for judging the quality of services that best follows the expressed priorities 

of service users as well as service managers; 

 Using an agreed outcome evaluation system, auditing whether agreed service provision 

standards are achieved (e.g., timely access, shared care initiatives and whether they are 

optimising clinical effectiveness and efficiency) by our primary care teams; and 

 Using some of the above, conducting annual national reviews of primary care psychology 

services and whether they are delivering a service that is accessible, equitable, service user-

centred, effective, and integrated with more specialist levels of care.  The results of such 

reviews could be used as a means of promoting high standards in the profession. 

 

On a broader level, the Primary Care Division could produce a list of divisional research priorities that 

could then be included in the annual Primary Care Division Operational Plans.  Various stakeholders 

(e.g., the Research Subgroup of the Health and Social Care Professions Education and Development 

Group) could then add value by progressing these research priorities. 

 

Recommendation 9: Guided by the research priorities of the Primary Care Division, a 

Principal Psychologist Manager in each CHO will lead on monitoring and evaluating local 

primary care psychology services, and will produce an annual report profiling whether 

service provision standards have been met. 
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HSE / Senior Clinical Psychologist, Adult Mental Health Services, 

Galway/Roscommon LHO, CHO Area 2 

Dr. Graham Connon Principal Psychologist Manager, Dublin North West LHO, CHO 

Area 9 

Patrick McHugh Lead Researcher, Psychology Department, Laois/Offaly LHO, CHO 

Area 8    

Mark O’Callaghan Principal Psychologist Manager, Sligo/Leitrim/West Cavan LHO, 

CHO Area 1 

  

                                            
1
 We would like to acknowledge the contributions of numerous other Principal Psychologist Managers in 

producing this briefing paper (see Appendix B).  Thank you to Catherine Walshe for formatting this document.  
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Clare Gormley Principal Psychologist Manager, Galway/Roscommon LHO, CHO 

Area 2 

Dr. Jennifer Hayes Principal Psychologist Manager, Primary Care, Cork North (i.e. 

North Cork and North Lee LHOs), CHO Area 4 

Dr. Mairi Keenleyside Principal Psychologist Manager, Waterford LHO, CHO Area 5 

Karen Loane Principal Psychologist Manager, Primary Care, Wexford LHO, CHO 

Area 5 

Audrey Lonergan A/Principal Psychologist Manager, South Tipperary LHO, CHO 

Area 5 

Donna McGinley Principal Psychologist Manager, Dublin North LHO, CHO Area 9 

Dr. Attracta 

McGlinchey 

A/Principal Psychologist Manager, Cavan/Monaghan LHO, CHO 

Area 1 

Dr. Juliana MacLeod Principal Psychologist Manager, Primary Care, Cork South (i.e. 

South Lee and West Cork LHOs), CHO Area 4 

Dr. Eddie Murphy  Principal Psychologist Manager, Carlow/Kilkenny LHO, CHO Area 

5 

Valerie Moffatt Principal Psychologist Manager, Dublin North Central LHO, CHO 

Area 9 

Hester O’Connor Principal Psychologist Manager, Dublin South West and Kildare 

West Wicklow LHOs, CHO Area 7 

Dr. Eddie O’Dea Principal Psychologist Manager, Limerick LHO, CHO Area 3 

Meena O’Neill Principal Psychologist Manager, Mayo LHO, CHO Area 2 

Teresa O’Mahony Principal Psychologist Manager, Dublin South East, CHO Area 6 

Geraldine O’Riordan Principal Psychologist Manager, Louth LHO, CHO Area 8 

Gerard Perry Director of Psychology, HSE Eastern Region 

Deborah Russell-

Carroll 

Principal Psychologist Manager, Dublin South Central (i.e. Dublin 

West and Dublin South City LHOs), CHO Area 7 

Sally Stafford Johnson Principal Psychologist Manager, Wicklow LHO, CHO Area 5 

Aisling White Principal Psychologist Manager, Dun Laoghaire LHO, CHO Area 6 

Kieran Woods Principal Psychologist Manager, Donegal LHO, CHO Area 1 
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Appendix C – The Nine Community Healthcare Organisations 
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Appendix D – Models of Shared Care across Mental Health Services
6
 

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 

 

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 

 

Note. CMHT=Community Mental Health Team; CPN=Community Psychiatric Nurse; PHCT=Primary Health 

Care Team.   


