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ARTICLE

Using Waitlist Prioritisation Criteria in a Child 

and Family Psychology Service: A Case Example
Anya Hughes, Hazel Carrick and Michael Byrne

Background
Faced with lengthy waiting lists in 2012, the Roscommon Child 

and Family Psychology Service (provided by two psychologists to 

approximately 17,000 children and their families, in a catchment area 

of over 2,500 km2) sought to audit its management and prioritisation 

of referrals. In this article, we review waiting list prioritisation 

procedures and present a case example of the procedures developed 

for the service.

Introduction
In times of economic recession and public sector recruitment 

freezes, waiting lists are ever present. While some clinicians may 

purposefully maintain long waiting lists in their attempts to attract 

additional resources (Mullen, 2003), most are committed to reducing 

waiting lists. This is vital, given the association of waiting for a service 

with decreased motivation and nonattendance, and with clinical 

deterioration in some cases (Woodhouse, 2006). Stallard and Sayers 

(1998) propose two di!erent approaches to overcome lengthy 

waiting lists. First, waiting list management initiatives are deployed to 

increase service e"ciency. Second, clear prioritisation criteria are used. 

Although e!ective waiting list management such as opt-in systems, 

triage clinics and clear referral guidelines have been identi#ed (Ní 

Shiothcháin & Byrne, 2009), there is minimal research informing 

waiting list prioritisation.

Reports indicate that the basis of prioritisation remains inconsistent 

and unstandardised (Brown, Parker, & Godding, 2002). While clinicians 

typically agree that we need to use explicit prioritisation criteria for wait-

listed referrals, there is less consensus regarding what criteria should be 

used. Some individuals have recommend referrals be prioritised based 

on clinical need and expected costs of delaying treatment (e.g., Smith, 

Hadorn, & Steering Committee of Western Canada Waiting List [WCWL] 

project, 2002). Others recommend prioritising referrals based on the 

potential clinical bene#t and expected gains of early intervention (e.g., 

Woodhouse, 2006). We therefore propose two models of prioritisation 

to re'ect these approaches: the needs and the gains approach. Both 

perspectives have been considered in previous prioritisation tools. 
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However, to our knowledge, these models of prioritisation have not 

been formally proposed and compared. A research review of waiting 

list prioritisation practices was undertaken. We hope that this review 

will assist clinicians in formulating their own prioritisation procedures. 

After detailing potential prioritisation criteria, we outline the two 

prioritisation models and associated ethical considerations. 

Prioritisation Criteria
The review highlighted a number of criteria to consider when 

prioritising referrals for psychological intervention. For instance, Carr 

(2006) identi#ed several factors correlated with positive outcomes: 

single diagnosis, short duration, younger age, parental wellbeing, 

strong family functioning, single agency involvement and family 

requesting help. In addition, risk evaluation (an integral part of clinical 

work) needs to be included in every prioritisation model. These 

factors are considered in most prioritisation tools, such as the Western 

Canada Waiting List Project’s Children’s Mental Health Priority Criteria 

Tool (CMHPCT; Lyons & Shaw, 2002; Smith et al., 2002); the Health of 

the Nation Outcome Scales for Children and Adolescents (HoNOSCA; 

Gowers et al., 1998) and the Paddington Complexity Scale (PCS; Yates, 

Garralda, & Higginson, 1999); they are summarised here.

Risk

Risk can be considered from a number of perspectives including risk 

to self (suicidal ideation or intent), risk to others (physical violence 

or other forms of abuse that causes harm to others) and risk from 

others (child protection concerns such as neglect, physical, sexual or 

emotional abuse). Risk to self and risk to others are represented in the 

CMHPCT (Smith et al., 2002) and the HoNOSCA (Gowers et al., 1998). 

The PCS (Yates et al., 1999) also extends risk to include child protection 

cases. Although not nationally directed, it is standard for Irish child 

and adolescent psychology services to include to child protection 

concerns as a risk factor.

Diagnosis and Comorbidity

Research indicates that outcomes of psychological intervention are 

highly dependent on diagnosis or reason for referral. For example, 

Carr (2006) observed that interventions are more successful for 

internalising or externalising symptoms compared with a diagnosis 

of pervasive developmental disorder. Carr (2006) found that having 

a single diagnosis is a signi#cant determinant in positive outcomes. 

However, the CMHPCT prioritises comorbid psychological conditions; 

higher scores are awarded to referrals with severe comorbidity (Lyons 

& Shaw, 2002; Smith et al., 2002). Comorbid medical conditions are 

also scored, but with less weighting than psychological conditions. 

Similarly, the PCS (Yates et al., 1999) allocates higher scores to 

secondary psychiatric conditions, as well as organically-based chronic 

physical illnesses and comorbid learning di"culties.  

Duration and Mental Health History

Carr (2006) observed that positive treatment outcomes are achieved in 

cases with a shorter duration. For this reason, Woodhouse (2006) uses 

acuteness, de#ned as less than six month duration, as a prioritising 

criterion. However, chronic mental health concerns may be in greater 

need of psychological intervention. Without intervention, these cases 

are at risk of further deterioration. Therefore, the PCS (Yates et al., 1999) 

prioritises durations of longer than six months. Similarly, pro#ling a 

child’s mental health history may provide a deeper understanding of 

presenting concerns, as well as identify any signi#cant precipitating 

factors that might put the service user at risk. For example, the PCS 

(Yates et al., 1999) asks if this is the service user’s #rst contact with 

mental health services, with returning cases prioritised. The CMHPCT 

(Smith et al., 2002, p. 374) also scores biological family history of 

mental illnesses, although this criterion receives little weighting. 

Developmental Stage

Adult prioritising models may not be transferable to child and family 

services, as they are unlikely to re'ect the complexities of children’s 

developmental stages (Hoagwood, Jensen, Petti, & Burns, 1996). 

Chronological age is often overlooked when managing waiting lists 

(e.g., Edwards, Boland, Wilkinson, Cohen, & Williams, 2003). This is 

surprising, as greater therapeutic gains can be made with younger 

people (Carr, 2006) and delayed intervention can be detrimental. 

Woodhouse (2006, p. 95) prioritises on the basis of lifecycle stage, 

providing examples such as “children under #ve years of age, school 

transition or entering an exam year”. 

Impact on Functioning

Functioning can be impacted in several domains: daily functioning 

and home environment, school and peer socialisation. The CMHPCT 

(Smith et al., 2002, p. 374) includes a number of criteria (children’s 

global assessment of functioning score, functioning in school or 

work, social/friendships/community functioning and problems in the 

context of the home), but these are a!orded minimal weighting and 

scored only when concerns present as severe. Similarly, the PCS (Yates 

et al., 1999) and HoNOSCA (Gowers et al., 1998) consider impact on 

school functioning and peer relationships.

Other Agency Involvement

Cases where other agencies are involved are often prioritised, 

re'ecting their complexity. For example, the PCS (Yates et al., 1999) 

allocates higher scores where social work, paediatrics and educational 

agencies are involved. Services may prioritise referrals made from 

other services (e.g., social welfare) over other referral types, such as 

self-referrals. In contrast, Woodhouse (2006) prioritises referrals with 

single agency involvement; this predicts good therapeutic outcomes 

(Carr, 2006). 
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Natural Support Systems

Strong family relationships are associated with positive therapeutic 

outcomes (Carr, 2006). Woodhouse (2006) prioritises family stability, 

de#ned as a secure family structure with adequate attachment and 

adjustment. Conversely, an absence of natural support systems is 

associated with negative therapeutic outcomes and the CMHPCT and 

PCS prioritise such cases. 

Motivation

Carr (2006) found that where families requested help, the likelihood 

of positive intervention outcomes is increased. This can be considered 

an indication of the child and family’s motivation to change and 

engage in treatment. For this reason, Woodhouse (2006) includes 

family requesting help as a prioritising criterion. In contrast, both the 

PCS (Yates et al., 1999) and HoNOSCA (Gowers et al., 1998) instruments 

prioritise those with little or no motivation to change.

Time Spent Waiting

Edwards et al. (2003) reported that the general public ranked time 

spent waiting as the most important factor when prioritising referrals. 

A referral may continually return to the bottom of a waiting list if other 

criteria are employed. Services may need to indicate a maximum time 

by which initial assessment may be delayed (Mullen, 2003). 

Proposed Prioritisation Models 
Referrals with greater illness severity or greater clinical need are 

associated with more negative treatment outcomes. In contrast, other 

referrals have greater potential for clinical gains. A signi#cant ethical 

dilemma regarding waiting lists is whether to prioritise those with the 

greatest clinical need or those with the greatest potential for clinical 

gain (see Table 1). What criteria are prioritised will depend on how 

services address this dilemma.

Table 1. Criteria Prioritised in the Needs and Gains Models

Prioritisation Criteria Needs Model Gains Model

Risk Prioritised Prioritised

Diagnosis With negative prognosis With positive prognosis

Comorbidity > 2 comorbid conditions Single condition

Duration > 6 months < 6 months

Mental health history Prioritised Not prioritised

Important developmental 

stage

Prioritised Prioritised

Signi�cant impact on 

functioning

Prioritised Not prioritised

Other agency involvement > 2 agencies Single agency

Natural support system Poor support system Strong support system

Motivation Not prioritised Prioritised

Time spent waiting Optional Optional

A Needs Model

Traditionally, psychological services have prioritised referrals based 

on illness severity (Smith et al., 2002). While sometimes referred to 

as urgency coding (Mullen, 2003; Ní Shiothcháin & Byrne, 2009), this 

paper uses a needs model to describe the practice of prioritising 

those in greatest need of psychological intervention. The needs-

based model aims to minimise further deterioration in these cases. 

The prioritisation tools and outcome measures discussed previously 

prioritise clinical need and as such are considered needs-based 

models; that is, the CMHPCT (Smith et al., 2002), the PCS (Yates et 

al., 1999) and the HoNOSCA (Gowers et al., 1998). As risk issues are 

also common in referrals with high illness severity, risk is also highly 

prioritised in these systems.  

The Gains Model

Using a needs-based model, people who are classi#ed as having the 

greatest clinical need will be continually moved to the top of the 

waiting list, ahead of referrals that are considered to have less clinical 

need. As a result, Woodhouse (2006) highlights that this may result 

in reduced motivation and clinical deterioration for those left on the 

waiting list. As an alternative, it is suggested that waiting times be 

shortened by prioritising referrals with criteria predictive of positive 

treatment outcomes (Woodhouse, 2006). Such models are called 

gains models. Sta! morale increases with opportunities to intervene 

successfully as opposed to resources being consumed by complex 

cases that might impede clinical throughput (Woodhouse, 2006).

Risk is also an important clinical consideration in a gains-based model. 

Nevertheless, to a certain extent, the gains model contradicts the 

common assumption that chronic cases should be prioritised and 

seen #rst. For example, in an accident and emergency department, the 

assumption that serious life threatening medical conditions are seen 

before non-life threatening conditions is unquestioned. As a result the 
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gains model of prioritisation can appear arbitrary and dissatisfactory 

to both service users and referrers (Ní Shiothcháin & Byrne, 2009). In 

contrast, if needs-based models are used, referrers or families may 

exaggerate clinical need in the hope of speedier access to services.

Additional Considerations

Both models consider the impact of clinical deterioration. The needs 

model prioritises those with greatest clinical need who are at risk of 

further deterioration. In contrast, the gains model places an emphasis 

on minimising deterioration in those with the greater potential for 

clinical gains. However, it should be noted that the evidence regarding 

waiting list deterioration remains inconsistent. For instance, #ndings 

indicate that lengthy waiting lists result in client dissatisfaction, 

decreased motivation and clinical deterioration (Foreman & Hanna, 

2000; Ní Shiothcháin & Byrne, 2009; Lynch & Hedderman, 2006; 

Woodhouse, 2006). In contrast, #ndings also indicate that no marked 

decline is found in referrals that remain on the waiting list, with some 

showing improvements (Brown et al., 2002; Young, 2006). Further 

research is required to ascertain what factors are predictive of waiting 

list deterioration. 

When considering these two di!erent approaches, services also need 

to determine their desired outcome: clinical recovery or improvement 

(Jacobson, Roberts, Berns, & McGlinchey, 1999). If clinical recovery is 

the set target, the intervention is deemed successful when the client’s 

outcome measures scores fall below the clinical range. In e!ect, this 

can involve providing intensive psychological services to the relative 

few. Alternatively, an intervention may aim to reduce outcome 

measure scores (e.g., a reduction from the severe clinical range to the 

mild range) in which case the client is improved but not necessarily 

fully recovered. Using this outcome target, less intensive intervention 

may be required. Thus, increasing service capacity by providing lower 

intensity interventions to a larger cohort of people can reduce waiting 

list times.

Pressures to undertake statutory and legal assessments within 

de#ned timeframes represent an additional consideration for case 

prioritisation. For example, many clinicians are expected to begin 

processing assessment of need (AON) referrals within 3 months from 

the date of referral, as per the Disability Act (Department of Health 

and Children, 2006). In addition, following the Children First National 

Guidelines for the Protection and Welfare of Children (Department 

of Children and Youth A!airs, 2011), referrals are prioritised where 

neglect, physical, sexual or emotional abuse are a concern. Court-

ordered assessments are also prioritised. However, should statutory 

and legal assessments with lesser clinical need be prioritised over 

referrals with greater clinical need who are referred from other sources 

(e.g., self-referral)? A more equitable system would allow clinicians to 

defer these legal demands based on clinical need. 

A provisional framework for prioritising social work referrals (developed 

by the Health Service Executive [HSE] Child and Family Services, 2012), 

provides a useful template for managing this issue. This framework 

follows a stepped-care approach, whereby the level of intervention 

provided corresponds with need and cases with the greatest need 

are prioritised. Therefore, this framework primarily adheres to a needs-

based approach. Cases requiring a family support plan are classi#ed 

as low priority; cases requiring assessment of child welfare concern 

as medium priority and cases requiring child protection concerns as 

high priority (see Table 2). The framework also outlines a hierarchy for 

reporting cases and risk management. It recommends social workers 

review each case on an individual basis in supervision and on a 

service-wide basis once a month.

Table 2. Prioritisation of Social Work Referrals (HSE Child and Family 

Services, 2012)

Prioritisation Classi!cation & Procedure Prioritisation Criteria

Low

Child subject to family support plan following 
initial assessment

• Child in care > 1 year with approved carers

• Section 20/Section 47 report

• Young person in aftercare

Medium

Initial assessment of child welfare concern • Further assessment of child welfare concern

• Child in care < 1 year, > 6 months with 
approved carers

High

Initial assessment of child protection concern • Further assessment of child protection 
concern

• Awaiting child protection conference 
following initial assessment

• Child subject to child protection plan

• Child subject to court proceedings

• Child in care with nonapproved carers

• Child in care < 6 months

• Child in care in unstable placement

A Case Example: Roscommon PCCC Child 
and Adolescent Psychology Service
The above literature review informed an audit of Roscommon PCCC 

Child and Adolescent Psychology Service’s waiting list. All cases on 

the waiting list between 3rd May and 1st August 2012 were reviewed: 

197 cases with an average waiting time for a #rst appointment of 16 

to 18 months. Referral details and sources are described in Table 3. 

Just under half concerned psychological assessment and treatment 

of developmental disorders (including speech and language 

impairments or psychoeducational assessments), while the remainder 

concerned internalising or externalising behaviours (i.e., speci#c 

emotional and behavioural problems).



188 May 2013  //  Volume 39  //  Issue 7

THE IRISH PSYCHOLOGIST

ARTICLE

Table 3. Waiting List Audit Statistics

Waiting List Statistics

Referral details No. of referrals received 197

No. of new referrals 130

No. of re-referrals* 45

No. of reviews** 22 

Reason for referral Developmental disorders 85 (43%)

Internalising / externalising 
behaviours

112 (57%) 

Referral source Medical professionals 113 (57%)

Speech & language therapists 33 (17%)

Social workers 17 (9%)

Parents/carers 4 (2%)

Educational professionals 10 (5%)

Others 20 (10%)

* Re-referrals relates to referrals of cases than were seen previously and referred for a second 
assessment/intervention 

** Reviews were previously seen cases and were scheduled for review within one to two years 

Prioritisation Criteria 

The psychology department met to discuss the waiting list audit 

#ndings. Clinicians discussed the ethical dilemmas associated with 

prioritising those with greater clinical need or those with greater 

potential for clinical gains. Given the lengthy waiting list in this case, 

clinicians noted the importance of both addressing further clinical 

deterioration in severely impaired cases and of managing risk. Hence, 

the service decided to use a prioritisation criteria primarily based 

on the needs model. Clinicians also considered how to prevent 

nonpriority cases being continually placed to the back of the waiting 

list. It was decided that time spent waiting would be included as a 

prioritisation criterion. 

An explicit points-based prioritisation system, depending on level of 

need, was developed (see Table 4). Total prioritisation scores range 

from 0 to 14. Having a points-based system prevents cases being lost 

in the system and avoids arbitrary clinical decision-making (Martin, 

Ryan, & Duchesne, 2004). The points-based system informs clinical 

decision-making but clinicians also consider each case individually to 

determine priority, particularly where risk has been identi#ed.

A research assistant sought to prioritise each case on the waiting list 

based on this system. However, su"cient information was not provided 

in referrals to prioritise the vast majority of cases. To elicit the necessary 

information, a prioritisation questionnaire was devised for parents to 

complete and this questionnaire also acted as an opt-in measure. 

Opt-In Initiative

A number of waiting list management initiatives were available to the 

service (see Ní Shiothcháin & Byrne, 2009). For example, triage systems 

involving a once o! therapeutic appointment to assess clinical need 

were considered. However, with a waiting list of 197, it was decided 

that this would be too time consuming. Instead an opt-in system 

was chosen, requiring referred individuals to con#rm they want to be 

placed on the waiting list. 

An opt-in letter and the prioritisation questionnaire were sent to all 

parents/carers of children on the waiting list. If it was not returned by a 

speci#c date, the referral was removed from the waiting list. Although 

this method added an administrative burden, the expectation 

was that it would also reduce initial appointment non-attendance 

(Woodhouse, 2006). It should be noted that parents/carers failing to 

return the opt-in measure may be considered an indicator of a lack 

of natural support system. Therefore, following the needs model 

it was important these cases are identi#ed. Hence, referrers were 

written to and noti#ed of decisions not to opt in. This ensured other 

professionals were kept informed and allowed them the opportunity 

to address concerns relating to a lack of support or risk.
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Table 4. Prioritisation Criteria and Calculation

Question Prioritisation Criteria Score

1 How old is the child being referred? < 5 years (add 1 point)

16-18 years (add 1 point)

2 Is the child … Starting national school? (add 1 point)

Starting secondary school? (add 1 point)

Leaving school? (add 1 point)

3 How long have the problems/issues 
been going on?

More than six months (add 1 point)

4 Is there more than one problem? Comorbidity (add 1 point)

5 Is there any family history of these 
types of problems/issues?

Family history (add 1 point)

6 Has the child (or any other family 
member) been seen by this service 
or a similar service before?

More than 2 agencies/ services involved 
(add 1 point)

7 How much of a concern is the 
problem having on the child’s life at 
home/family life?

More than 3 out of 10 (add 1 point)

8 How much of a concern is the 
problem having on the child’s life at 
home/family school?

More than 3 out of 10 (add 1 point)

9 How much of a concern is the 
problem having on the child’s ability 
to make friends, play and social life?

More than 3 out of 10 (add 1 point)

10 Do you think the concerns could be a 
danger to the child’s life?

Yes (add 1 point)

11 Do you think the concerns could be a 
danger to others around in the child/
in the family/at school?

Yes (add 1 point)

12 Are any other problems in the child’s 
life that may put him/her in danger?

Yes (add 1 point)

13 How much support does the child 
get from other family members?

Less than 4 out of 10 (add 1 point)

14 How much support does the child 
get from friends/neighbours/other 
members of the community?

Less than 4 out of 10 (add 1 point)

Results

Use of the opt-in initiative reduced waiting list numbers. The waiting 

list number fell from 197 to 74. It is anticipated that this will result in 

a signi#cant reduction in waiting times. The consequent impact on 

waiting times is currently being monitored by the service. Cases that 

opted in were assigned a prioritisation score using the points-based 

system. Cases were seen based on their prioritisation ranking and time 

spent waiting to be seen. Use of wait-list rankings derived from the 

prioritisation questionnaire also provided a useful clinical tool that 

aided decision-making. The results are summarised in Table 5. 

Table 5. Results of Opt-in and Prioritisation System

Opt-in Statistics

Opt-in details No. opt-ins 74 (38%)

No. opt-outs 123 (62%)

Prioritisation ranking 0-2 ranking 9

3-5 ranking 28

6-8 ranking 32

9-11 ranking 5

12-14 ranking 0

Average ranking 6

Min ranking 1

Max ranking 11

Conclusion 
The task of addressing lengthy waiting lists is a challenge most if not 

all health services must manage. A range of waiting list management 

techniques are available including opt-in systems and triage clinics. 

However, without standardised and evidence-based prioritisation 

criteria, services are unable to e!ectively manage their waiting 

lists. This literature review outlines factors that services may wish 

to consider when determining their own prioritisation criteria. In 

particular, should cases be prioritised on the basis of clinical need or 

their potential for making clinical gains? This dilemma is highlighted 

in the pro#led Roscommon PCCC case example. Upon consideration, 

it was decided that referrals would be prioritised on the basis of 

clinical need (i.e., the needs model). However, to prevent non-priority 

cases being continually shifted to the back of the waiting list, time 

spent waiting was also included as a prioritisation criterion. This case 

example o!ers a useful template to other clinicians, both in primary 

care and other services.

However, the prioritisation criteria used and the chosen model of 

prioritisation will depend on the particulars of each service. Whether 

a needs or a gains model is adopted, this review illustrates that 

the primary concern is that the prioritisation criteria chosen are 

standardised and evidence-based. Future research may also consider 

how prioritisation criteria can be used to inform decision-making 

regarding the intensity and type of intervention provided.
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