
Integrated care: the role of the CBT
clinical nurse specialist / prescriber.

Item Type Thesis

Authors Carey, Marie

Publisher Waterford Institute of Technology

Download date 25/05/2023 02:49:28

Link to Item http://hdl.handle.net/10147/629725

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

http://hdl.handle.net/10147/629725


Integrated Care: The Role of the CBT Clinical Nurse Specialist/ Prescriber

Marie Carey 20004132

Waterford Institute of Technology

School of Health Science

MSc in Cognitive Behaviour Therapy and Motivational Interviewing

Supervisor: Catherine Wells 

Date of submission: August 2017



Table of Contents 

Abstract

Acknowledgements

Index of Figures

Index of Appendices

Chapter 1: Introduction to CBT and Stepped Care 1

Literature Review 3

 Integrated Care 3

 Integrating Care using a Stepped Care Model 3

 Access to CBT 7

 Healthcare Economics 9

 Prescriptive Authority – a value-added skill within CBT 9

Chapter 2: Methodology 12

 Sample 13

 Pilot Testing of Questionnaire 14

 Distribution of Questionnaires 14

Chapter 3: Analysis of Results 16

 Fig 1. GP role in mental health care 17

 Fig 2. GP use/ access to CBT service 18

 Fig 3. Mental health difficulties which benefit most from CBT 19



 Fig 4. Use of CBT resources 19

 Fig 5. CBT service and disorder specific diagnosis 20

 Fig 6. Changes in GP prescribing behaviour with access to CBT resources 21

 Fig 7. GP knowledge of the role of a CBT nurse prescriber 22

 Fig 8. Quality and satisfaction 23

Chapter 4: Discussion of Findings 24

Chapter 5: Conclusion and Future Directions 29

References 32

Abstract

Background: The evidence base for integrated healthcare is beginning to be explored 

internationally. Cognitive Behaviour Therapy was integrated by a secondary care CBT 

clinical nurse specialist (CNS)/ nurse prescriber into primary care, endorsing the use of a 

stepped-care model. The clinician is an accredited Cognitive Behavioural Psychotherapist 

and Nurse Prescriber in a service development role employed by the HSE (Health Service 

Executive) in a rural Irish setting. The CBT clinician provides resources in the form of a CBT

bibliotherapy listing in GP practices made available through the local town library, eServices 

(internet CBT, CBT apps and CBT audio resources), regular communication of CBT 



treatment planning and guidance on medication management. Aim: To examine the 

experiences of rural GPs of the integration of CBT resources into primary care and 

subsequent changes in their practice. Methods: Using a mixed methods approach, each GP is 

invited to complete a questionnaire containing 28 items. This questionnaire focuses on GP 

use of the CBT resources, GP role in the provision of mental health care, GP prescribing 

behaviour and awareness of the value added skill of nurse prescribing within CBT practice. 

Two thirds of GPs respond out of a sample of 15. Results: Provision of CBT resources results

in half of rural GPs now considering these options at the first point of contact. The provision 

of CBT resources also had an effect on their prescribing behaviour. GPs do not utilise CBT 

eServices regularly and there remains a continued preference to refer patients for one-to-one 

CBT. GPs wish to have direct access to the CBT clinician, without having to refer patients to 

the secondary care mental health services to gain access. Conclusions: By integrating CBT 

expertise and resources into primary care, it offers more first line treatment choices for the 

GP and creates a change in prescribing behaviour.     

 Keywords: CBT, integrated care, prescribing behaviour, stepped-care model, primary care, 

secondary care, mental health
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Chapter 1:  Introduction to CBT and Stepped care

Introduction

Integrated care keenly suggests that specialist mental health clinicians have a very significant 

interface role between secondary and primary care. It is this very concept of integrated care 

that leads the review of the development of the CBT clinical nurse specialist prescriber role 

in secondary care. This will be achieved in terms of improving access to CBT specific self-

help resources, ease of access to the CBT clinician/ resources and its effects on referral and 

prescribing behaviour. All clinical interventions and guidance to GPs will be proposed via a 

stepped-care model process. The stepped care model was chosen as the most interdisciplinary

understood model, particularly amongst the GP profession. It is the most commonly used care

pathway advocated on behalf of NICE guidance in terms of stepping up care for common 

mental health difficulties. The model will act as an anchor in the promotion of integrated care

and as an aid in bridging the gap between secondary and primary care in the management of 

mental health presentations. 

The CBT nurse prescriber role is a new service development post in secondary care and it is 

proposed to impact the health and well-being of non-secondary care patients by equipping the

GP with available CBT resources such as bibliotherapy, online, apps and audio materials. 

Since its inception, the local GPs have been communicated with around such service 

development and CBT clinician efforts to promote the important role of the GPs as mental 

health providers in treating common mental health difficulties. The CBT nurse prescriber 

posits that if the GP feels more supported and knowledgeable in directing their patients to the 

available CBT resources that it creates a culture of self-reliance as opposed to medication 

reliance, behaviour changes in prescribing practice such as medication postponement, 

increased skills in self-help and ultimately there is a lesser side-effect profile (than with 

medication) with self-help initiatives. For those who need a combination therapy approach of 

CBT and medication, then care is stepped up. At the heart of the CBT service, a high 

commitment to accessing CBT resources is maintained throughout, be it referral to the CBT 

clinician one-to-one or encouraging the GP to ask for some guidance or advice over the 

phone. The secondary care CBT clinician also posits that as GPs are managing up to 90% of 

all mental health difficulties and have a limited time frame to treat, that it is wholly essential 

that they are supported by expertise in secondary care and promotion of evidence based 

practice, through a stepped care model, by offering the least intensive intervention that is
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likely to result in significant improvement. Offering medication, such as SSRI anti-

depressants first-line, may be a ‘step’ too far for sub threshold, mild depression or common 

life stressors/ adjustment reactions such as bereavement. It is proposed that the more 

equipped and supported the GP feels by secondary care specialist clinicians, such as the CBT 

nurse prescriber, the more clinically targeted and timely the intervention by the GP will be. 

This study aims to illustrate how this can be operationalised and in so doing, closing the gap 

between secondary and primary care services. The ultimate aim of the CBT service is to 

increase access to timely evidence based interventions – when the patient is in most need. 
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Literature Review

Integrated Care

Over the last twenty years there has been a movement towards integrated care propelling the 

growth and sustainable development of high quality healthcare systems. Since 2001 

integrating specialized health services, such as mental health, into primary healthcare has 

been one of the WHO’s most fundamental healthcare recommendations (WHO, 2001). WHO 

defines integrated care as a ‘transformation in health services that puts people first and is 

aligned with the principles of primary health care needed to reduce fragmentation, increase 

efficiencies and improve health outcomes’ (WHO, ICIC, 2016). Reports from the WHO on 

the burden of disease confirm that Depression will cause the second highest level of disability

worldwide by the year 2020 (WHO, 2001). Shaw et al (2011) present four key lessons that 

can be used as guiding principles for those pursuing integrated care: 1. Integrated care is best 

understood as a strategy for improving patient care. 2. The service user (or population) is the 

organising principle of integrated care. 3. One form of integrated care does not fit all. 4. It is 

only possible to improve what you can measure.

It is well documented that GPs in primary care manage up to 90% of mental health 

presentations in any given year (Copty and Whitford, 2005) and may even refer as low as 

4.3% to secondary care specialist mental health services (Ramperti et al, 2012). It is 

estimated that almost a third of people attending GP surgeries have mental health problems 

and mental health occupies approximately one third of a GP’s time (Layard, 2005). The 

layered and often non-standardised framework of mental health service provision such as 

primary and secondary care, voluntary and community services simply requires a degree of 

flexibility to respond adequately to the individual. Overly-bureaucratic or poorly 

communicative systems or teams can impede on quality service provision and sometimes the 

best solution in developing these systems involves just being clear about outcomes but then 

leaving space for teams to develop their own ways of getting there (MHC, 2010).Thus, the 

hypothesis for integrated care is that it can contribute to meeting the ‘Triple Aim’ goal in 

health systems in that it improves the users’ experience of the service, improves the health of 

the individual and populations and improves the cost-effectiveness of care systems 

(Goodwin, 2015). 

Understanding integrated care means looking at processes and outcomes of care rather than at

structural and organisation issues. Thus, achieving integrated care means that services require
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planning and delivery with the patients’ needs and wishes as the organising principle 

(Darker, 2014), not simply as an accompaniment to the process. Ivbijaro (2016) CEO of the 

World Federation for Mental Health (WFMH) has pioneered on an international platform for 

integrating mental health into primary care services and most recently encouraged the theme 

of parity between physical and mental health for World Mental Health Day 2016. The spot 

light on such parity raises the profile further for mental healthcare and in the investment of 

integrated care models thereby building towards a more sustainable health system for the 

future. 

In line with best practice, it is important to examine how the international values and goals of 

integrated care have influenced the Irish context in terms of service direction.  A Vision for 

Change (2001) asserted as one of its key recommendation as the enhancement of more formal

links between specialist mental health services and primary care under a shared care model. 

This report was also in accordance with Primary Care: A New Direction and the report 

Quality and Fairness: A Health System for You both published within the same year, 2001. A 

Vision for Change sub-group on Advancing the Shared Care Approach between Primary 

Care and Specialist Mental Health Services was developed in 2012 to expand on earlier 

recommendations to promote simple protocols and straightforward engagement as the most 

powerful tools in maintaining seamless service provision. The HSE (2012) specifically 

highlighted that the Stepped Care Model of Service delivery be evaluated and further 

developed, as appropriate. To anchor integrated care concepts, the stepped care model will be

proposed as a suitable model in creating a more integrated secondary and primary care 

service provision.

It is also worth considering integrated care ambitions with relevance to healthcare economics 

in reference to the Mental Health division receiving a meagre proportion of the overall health 

budget in Ireland. As a percentage of overall health spend, the budget for mental health has 

reduced from 13% in the 1980s to 6.2% in 2015 (Ring, 2015). Thus, it is hypothesised that 

integrated care encourages already limited resources to work as efficiently and effective as 

possible. 

Despite guidance papers and reports promoting best practice, there remain significant gaps at 

primary care level in the delivery of mental health support in Ireland. Since the emergence of 

the HSE National Integrated Care Program in 2015, it is envisaged that five key pillars will 

develop a system of Integrated Care within our health and social care services in Ireland. 
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These being patient flow, the older persons, prevention and management of chronic disease, 

children and maternity. One of the key aims of the National Integrated Care Programs is to 

engage and enable all clinicians to deliver the right care at the right time in a joined up 

approach, improving the end user experience of health and social care (ICP, 2015). 

Most recently, in March 2017, Minister for Health Simon Harris has begun a process of 

consultation at regional level on two draft policies for the Development of a Community 

Nursing and Midwifery Response to an Integrated Model of Care and Development of 

Graduate, Specialist and Advanced Nursing and Midwifery Practice (NMBI 2017). These 

policies hope to further enhance the role of the nurse in the integrated care process through 

the development of nurse led Primary Care Teams which maximise nursing and midwifery 

independent of the medical model. Leahy-Warren et al (2016) suggest that operationalising a 

model for nursing and midwifery in the community, as proposed in these draft policies, 

demands a need for strong leadership and effective clinical governance. A key finding in 

these draft policies is the fragmentation and duplication of governance/ accountability 

arrangements throughout the community setting. At the point of writing, there is no clear 

specific plan as to how this will be operationalised within Mental Health care.

Integrating Care using a Stepped Care Model 

NICE (2011) recommends a stepped care model for the treatment of both mild-to-moderate 

depression and anxiety. NICE guidance in alignment with the IAPT (Improving Access to 

Psychological Therapies) initiative, established in the NHS (National Health Service) in the 

UK since 2008, creates a template for best practice in the implementation of a stepped care 

model through activities of the CBT Clinical Nurse Specialist / Prescriber role. Twomey and 

Byrne (2012) define stepped care as ‘a broad and responsive primary care adult mental health

service provision model...to maximise efficiency in terms of resources and costs’. One of its 

central aims is to provide the least intensive and accessible intervention on primary contact. If

lower intensity interventions do not yield sufficient improvement then the care is stepped up 

to more intensive input, such as psychotherapy or medication. An increased use of innovative

evidence-based treatments, such as psychological treatments and eMental Health will help 

address the treatment gap for mild-to-moderate disorders (OECD, 2014). Aware ‘Life Skills’ 

is an example of an Irish online resource as having a similar ethos to ‘Beating the Blues’ a 

computerised Cognitive Behavioural Therapy (CBT) treatment used by the NHS to treat 

depression and anxiety. These are prime examples of evidence-based technological 
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interventions in mental healthcare which it can be encouraged through primary care services. 

They also address the enormous need for evidence-based psychological treatment of common

mental health problems in the context of a severe shortage of trained therapists to meet that 

need (Gilligan, 2016). It is important to note that Aware is a voluntary organisation thus more

investment is required into sustainable projects being rolled out nationally such as research 

based online resource ‘silver cloud’. Seekles et al (2011) suggest that the stepped care model 

could provide a solution in providing evidence based clinical interventions for depression and

anxiety in a timely fashion and when the client is in most need. 

The Netherlands experience of stepped care is well documented as it operates a robust and 

strongly developed primary care system (Sinnema et al, 2013). However, Hermens et al 

(2014) found that close collaboration with specialist mental health clinicians was considered 

an important factor by nearly all GP’s and that this needed to be enhanced further. 

‘Collaberative Stepped Care’ (CSC) relates to the concept that GPs and psychiatric nurses 

working together, through integrating care to include CBT guided self-help resources, show a

considerable improvement in faster response time and remission of symptoms (Oosterbann et 

al 2013). Oosterbann et al (2013) were also the first stepped care study of its kind to include 

psychotherapeutic intervention and pharmacotherapy in primary and secondary care for 

common mental health problems. Hollon et al (2014) examine these combined interventions 

in an effort to assess their value and in truly investigating robustness of clinical outcomes. As

an example, Oosterbann et al (2013) also cited that a low-intensity single educational session 

on benzodiazepine prescribing increased improved adequacy of prescribing and use of CBT 

self-help as an alternative to benzodiazepine prescribing.

Collaborative care models, within the stepped care process, have also been developed to help 

GPs to recognise anxiety disorders and when to use pharmacological treatment as appropriate

and not always first-line or at primary contact (Goorden, 2014). It is deemed important to 

promote a reduction of inappropriate medication prescribing in terms of medication waste or 

unfilled prescriptions and in the message of promoting self-reliance versus medication 

reliance. There is a high level of non-adherence with pharmacotherapy and it is estimated that

50% of people do not comply with their medication regimes as prescribed – this is across all 

populations of varying health complaints (Fischer et al, 2010), not exclusive to mental health.

Grol and Wensig (2004) also found that stepped care is a complex interplay of factors and 

needs to overcome barriers on many different levels, highlighting innovation itself and the 

6



individual professional as integral aspects to its success. It is also central that the GP can 

determine the severity of the mental health problem on assessment to proceed within a 

stepped care regime. Equally important, it would not be suitable to expect a patient to go 

through low intensity steps if more specialized treatment is required (Arthur, 2005). McHugh 

et al (2013) found that support from secondary care MH services would empower GPs to deal

more adequately with more complex referrals to their practice. The role of the secondary care

clinician, such as the CBT nurse prescriber, is vital in supporting the GP through ease-of-

access to mental health expertise. From a GP perspective, Hermens (2014) cites face-to-face 

engagement as an area needing further enhancement.

Access to CBT 

Access to specifically trained CBT professionals in Ireland is limited. Beck (2012) states that 

“of all the psychotherapies, CBT stands out because of the extent to which it has embraced 

the scientific method” (p.1). CBT development in Ireland, by comparison to international 

counterparts, has been largely neglected as having had a slower and more limited investment 

within the Mental Health service arena. The official HSE website quotes CBT as having 

“quite limited availability and it is a labour intensive treatment” (HSE, 2016). The IABCP 

(Irish Association of Behavioural and Cognitive Psychotherapies) part of the lead 

organisation for CBT, the BABCP (British Association of Behavioural and Cognitive 

Psychotherapies) in the UK and Ireland is a special interest group in CBT operating for over 

40 years. It offers accreditation services to promote the supervision of evidence based 

practice, up-to-date continuing professional development and a level of reassurance to 

employers and patients that the practitioner meets sound academic training and supervision in

this area. Accreditation namely offers an important service to employers and the public 

around CBT standards (Williams and Davidson, 2017). It is not compulsory in Ireland to hold

accreditation status to practice CBT. 

The majority of practitioners are of nursing, social work, medicine, clinical/ counselling 

psychology background as their core profession.  Most recently, O’ Shea et al. (2010) 

pioneered a training model, CBT ‘Skills for Practice’ to be adopted within the Irish Mental 

Health Service. It aimed to enhance existing skills, with the addition of low-intensity CBT, 

for mental health professionals in the HSE south east region over a six day training period. 

This project was based upon the UK‘s Improving Access the Psychological Therapies, 2008 

low-intensity training programme (Richards and Whyte, 2011). Such initiatives in Ireland are 
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encouraging though require further standardisation and investment across the HSE Mental 

Health services. 

Therefore, it is proposed, increasing power to access CBT resources and materials is essential

in the secondary-primary integrated care interface role of the CBT nurse prescriber. It is 

hypothesised that GP’s and users are entitled to be supported in this way in accessing the 

least intensive or low-intensity intervention at primary contact. It is not reasonable to expect 

GP’s and users of primary care to trawl through the internet in the hope of finding specific 

CBT self-help tools without expert guidance and support. There is a plethora of ‘self-help 

rabbit holes’ to entice users seeking meaning and alleviation of their mental health problem 

but, if not of a scientific evidence base, this can be a low yield activity. Cuipers et al (2010) 

defines self-help as “a psychological treatment, where the patient takes home a standardised 

psychological treatment and works through it more or less independently”. Guided self-help 

is proving more efficacious than self-help alone (Williams, 2013).

The main criticism of on-line CBT or bibliotherapy is the dominance of self help and the 

notion that successful CBT is also dependant on the interaction between two people and the 

therapeutic relationship (Safran and Segal, 1996). Williams (2015) supports the view that the 

service users experience of CBT in terms of process rather than outcome could be in danger 

of becoming a very misunderstood therapy and that the experience of CBT is essential in the 

design of the health services which deliver it. If resources are limited, it is hypothesised to 

make both economical and patient-centred care sense for the CBT nurse prescriber to 

increase access in a creative integrated care way which is supportive of the GP and patient – 

in an effort to stay true to the currently understood value of CBT as a treatment modality in 

mental healthcare. 
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Healthcare Economics

In terms of cost-effectiveness, NICE (2011) suggests that is difficult to predict savings at a 

local level in terms of financial savings but that stepped care would mean fewer inappropriate

referrals to secondary care mental health teams, reduced use of hospital in-patient care, 

reducing the inappropriate use of medication, fewer GP visits due to earlier evidence based 

practice intervention and increased employability. The latter has a more long-term indirect 

economic effect on the social well being and health of the population. Layard (2007) 

estimated that recovery from common mental health disorder as a result of increased access 

and earlier intervention also results in fewer cases of undetected mental health disorders. 

Wright and Russell (2007) again emphasise that ease of access to secondary care, face-to-face

contact between clinicians (secondary and primary), education and information sharing were 

key ingredients to the success of integrated care. In primary care, the top three per cent of 

attendees to the GP equate to fifteen per cent of all consultations (Morriss et al, 2012). 

Disorders such as Health anxiety (or somatic symptom disorder per DSM-5), can explain an 

increase in healthcare seeking behaviour (Greevan et al, 2007). These patients are considered 

frequent attendee’s (FA) as they seek high levels of reassurance via the GP.  Morriss et al 

(2012) proposed that providing disorder specific case formulation by a CBT clinician, such 

formulation would provide an anchor to manage FA within the context of a psychological 

explanation. This integrated care collaboration between the CBT clinician and the GP, via 

case formulation, can provide rich context and management of mental health problems. This 

needs to be explored to include GP training and organisation of practice care (Curtis, 2010). 

Prescriptive Authority – a value-added skill within CBT

The stepped care model also takes into consideration prescribing activity and use of this 

resource. A key driver in the development of nurse prescribing or nurse led mental health 

services is cost containment (Inman, 2013). This management of healthcare resources is also 

important in terms of providing the least intensive intervention that is likely to result in 

significant improvement e.g. GP liaising with the CBT nurse prescriber for guidance before 

prescribing or referring to secondary care. 

GP’s  and stakeholders in the Netherlands, operating a  robust primary care system,  

recommend the use of brief and non-pharmaceutical interventions including watchful 

waiting, guided self-help based on CBT and physical exercise first-line. It is not advised to 

prescribe anti-depressant medication first- line for mild or sub threshold depression given that
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these medications are only indicated for moderate to severe or chronic presentations (Franx et

al, 2014). Also, healthcare choices are important when identifying severity of symptoms as 

many clients do not like taking medication and tend to prefer a more psychological approach 

(McHugh et al, 2013). Modern healthcare encourages the patient to be engaged as a 

collaborative partner in prescribing decisions rather than as a passive recipient of care. There 

is broad consensus that mental health nurses facilitate patient choice as well as more 

effectively engaging the patient with medication adherence (Wells et al, 2009). 

It is hypothesised that the secondary care CBT nurse prescriber can have a direct influence on

the promotion of stepped prescribing behaviour in primary care by actively endorsing CBT 

self-help materials first-line, watchful waiting and postponing prescribing, as appropriate. It 

is proposed that prescriptive authority within the CBT nurse prescriber role, as a value-added 

skill to CBT, confers enhanced disorder specific diagnostic autonomy thus lending practice to

fulfilling a more refined care pathway for the patient. Jones and Jones (2008) suggest that 

mental health care is unique and that non-medical prescribers i.e. CBT nurse prescriber, must 

have the required competence and confidence for diagnosing complex conditions, 

formulating treatment plans and taking full responsibility for any prescribing activity. 

The value-added skill of prescribing authority within the CBT nurse role also supports 

specialist pharmacological guidance to GPs, as and when required. This practical method of 

integrating care expertise between secondary –primary services proposes that low intensity 

interventions, like CBT self-help, can offset the pressure or need to prescribe medication 

first-line. The positioning of an intervention like this is important in terms of effects take-up 

and use. Ridgeway and Williams (2011) concluded that services that place self-help as a 

‘first- line intervention’ had a high uptake of 78% and whereas when it was offered simply as

a waiting list option the uptake was much lower at 26% e.g. whilst the patient was waiting to 

be seen by the CBT practitioner. 

It would seem integral that there is GP ‘buy-in’ to self-help before prescribing medications. It

is posited that the CBT nurse prescriber can play a pivotal role in enhancing such ‘buy-in’ 

within the stepped care process and in medication postponement, as appropriate. Also 

through a shared affiliation, as professions, doctors and nurses are two disciplines that 

complement each other in practice. They share in understanding the general needs of the 

patient, complex care planning, medical language and also in a common understanding of the 

multitude of anomalies that can arise within patient care from routine to acute. From a GP 
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perspective, it is posited that these inherent relationship benefits may act to enhance 

communication and trust in the CBT nurse prescriber role.

In terms of ‘buy-in’ to CBT,  it is also worth noting that the personal experiences of the GP 

referring to psychological therapy is indicative of referral rate  and that more attention is 

needed in relation to educating the GP regarding the merits of referring based upon evidence-

based medicine rather than subjective factors (Verdoux et al, 2013). This particular study also

found that most GP’s have a positive view of psychotherapy and believe that anti-depressants

are over-prescribed. This infers that access to psychological services, such as CBT, is one of 

the stumbling blocks in the adequate treatment and management of common mental health 

disorders. In the argument of pharmacotherapy versus CBT or combining both therapies, 

Sudak (2011) identifies that there is less incentive to pursue combined treatment research 

with newer anti-depressants e.g. SSRI’s, as they have not been found to be superior to the 

older tricyclic group of anti-depressants in terms of efficacy. Also research tends to have 

marked limitations in terms of medication dosage instructions, augmenting, switching and 

criteria on using minimal interaction with the clinical trial patients. Sudak (2011) also 

suggests that those patients typically recruited for clinical trials are not consistent with those 

routinely seen in clinical practice as having greater co morbidity and complexities. Thus 

clinical applicability of such research may not reflect potential benefits or detractions of 

combined CBT and medication treatment. The CBT nurse prescriber must be able to deduce, 

using a cost-benefit analysis (a strategy often employed in CBT) , the merits of combination 

treatment, when to stop a treatment, augment a treatment – all within a considered decision 

making process and subsequent guidance to the GP.
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Chapter 2: Methodology

GPs were invited to participate in a service evaluation questionnaire. This is primarily a 

qualitative study utilising a mixed methods approach to serve the evaluative process of 

enquiry. Qualitative evaluative research is concerned with issues around how well a service 

works, questions that are central to policy related investigation (Ritchie and Lewis, 2003). An

integrated strategy design was chosen using a mixed methods approach to evaluate the CBT 

service. DePoy and Gitlin (1994) suggest that the most complex level of integration involves 

the use of multiple paradigms to answer one broad research inquiry. This also mirrors the 

complexities of integration and interplay between secondary/ primary care services and the 

evolving role of the community CBT nurse prescriber in evaluating such service provision.

 A survey was conducted in the form of a questionnaire. These questions were informed by 

the literature review. Questions were designed and refined in order of the following: 

 Use of CBT service

 Access to CBT service

 Quality of CBT service

 Value added-skill of Prescribing within the CBT role

A 28- item questionnaire was developed to assess four aspects of service provision. 

Qualitative data was collected using 12 open-ended or comment facility style questions. This 

approach provides richer context to the anticipated quantitative data. Strauss and Corbin 

(1998) identify qualitative research as any research not primarily based on counting or 

quantifying empirical data.  There will be identification of emergent categories from the 

questionnaires in terms of common themes rather than deduction of generalisable findings. 

This research is conducted within a rural service context. It is viewed therefore most relevant 

that new services and roles are progressed to work as seamlessly as possible together to serve 

geographically sprawling communities. Within the Irish Mental Health Services, the CBT 

CNS role is an under-developed post. At the current time of writing, the CBT CNS using the 

value added skill of prescribing is a new concept for service provision. According to the 

National Implementation Report on the Nurse and Midwife Medicinal Product Prescribing 

Report (2016), there are no other registered CBT nurse prescribers in Ireland. 
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In this instance, qualitative data collection addresses questions surrounding the nature and 

process of service provision, GP appraisal and their unique experience of the service 

(including patient experience) whereas quantitative data serves to measure the levels of 

satisfaction with the service, use, access and the quantity of their knowledge of the nurse 

prescriber role in mental health practice. It is considered largely impossible to use either 

quantitative or qualitative for an evaluative study as some level of measurement of outcome 

is needed and also some investigation of process (Ritchie and Lewis, 2003). 

Sample

 GPs, a purposive and homogenous sample, were chosen to evaluate the CBT service as the 

most suitable population sample to appraise the effectiveness of what currently exists. The 

sector multi-disciplinary team members were thought to possibly present as a more biased 

population sample. It was also considered important to choose interdisciplinary professionals 

as the sample rather than multi-disciplinary team members in line with the promotion of 

integrated care – where professionals cross boundaries to promote ease of access to services. 

A questionnaire was also chosen as the sample can be measured using a single instrument and

also by the fact that the sample could be reached accessibly by mail. A challenge for mail 

questionnaires, either email or hard copy, is low yield response rate. DePoy and Gitlin (1994)

remind the researcher that this can compromise the external validity of the design. 

 19 GPs in total were contacted for inclusion in this study. This is considered a relatively 

small sample size. 

Promoting access to the CBT resource list, to which all mental health staff, managers and 

service users could use was exercised routinely. This data was not captured in this study. 

These CBT resources could be given to all GPs within South Tipperary Mental Health 

Services but not all GPs were contacted for inclusion due to their practice being primarily 

based outside of the catchment of West Tipperary sector. Thus, participants were not of 

random selection. The GP was encouraged to remain anonymous and not divulge any patient 

identifier information in their responses. Ethical guidelines were eagerly followed when 

collecting the questionnaire information. The cover letter was explicit in documenting use, 

storage and disposal of data alongside the overall intention of the study.  A mobile number 

and email was provided in order to enhance accessibility the researcher. The cover letter 

advised that consent was assumed by completion of the questionnaire.
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Pilot Testing of Questionnaire

The questionnaire was thoroughly pilot tested to refine and uncover any flaws, identify 

misleading questions or potential causes for confusion and to retain a high level of 

professional courteousness at all times throughout. The questionnaire was distributed to 

family and mental health staff to verify feasibility and adherence with the overall objectives 

of the study. A designated research supervisor was easily accessible both in person and via 

email to help refine, focus and develop the final questionnaire. 

The main areas for change that were made after the pilot test were being more explicit in 

naming sector area, minimising CBT jargon and finally making the questionnaire an added 

source of GP education in relation to the value added skill of nurse prescribing. The latter 

was important to the researcher clinician as there is limited available research in Ireland on 

this value added skill in community mental health service provision, particularly in the major 

role of deprescribing to improve health outcomes. 

Distribution of Questionnaires

The survey was disseminated in two ways:

 Online based survey monkey (www.survey monkey.com),

 Paper-based

Each GP practice, whom had been contacted over the last two years in provision of CBT 

resources, patient treatment plans and general support/ guidance were contacted to seek email

details to facilitate the choice of completing the questionnaire easily online. ‘Survey 

monkey’, a regularly used HSE format for collecting data, was chosen to collate the 

questionnaire. Each GP practice specifically requested that the questionnaire be forwarded to 

the GP by post, as paper-based was deemed most preferable. Each questionnaire was 

furnished with a cover letter and a stamped addressed envelope for its return. The notion of 

reciprocity was harnessed in the cover letter denote a service return for their assistance, time 

and thought – it was encouraged that GP participation in service evaluation and research 

outcomes is an opportunity to develop increased access to rural CBT service provision. 

Where possible and within reach, as many as 11 questionnaires were hand delivered to the 

GP practice. As the literature review indicated ‘face-to-face’ contact as an important factor in

the GP-CBT nurse relationship, it was deemed most suitable to engage thus and to 
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additionally foster a more positive research relationship. There was only opportunity to speak

with 4 GPs in total when hand delivered. Questionnaires were requested to be returned within

eight days.
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Chapter 3: Analysis of Results

19 GPs were invited to participate in the research. A total of 10 GPs responded and results 

analysed. Of note, 2 GPs were unavailable due to sick leave and a further 2 were on annual 

leave at the time of data collection, highlighting a more relative return rate of 10 out of 15 

subjects or a two thirds response rate. 

90% of GPs were aware of the newly developed CBT service and they believed that CBT was

most beneficial for Depression and Anxiety. No GP indicated that it was most beneficial to 

Psychosis/ Bipolar Disorder/ Other. 60% of GPs use the CBT self-help resources, provided 

by the CBT clinician, at the first point of contact. A mix of CBT bibliotherapy (33%), CBT 

online (45%) and CBT referral one-to-one (67%) were most used with no use of CBT apps or

CBT audio online resources.

Of the 60% who use these CBT resources, one GP considered that patients rarely read these 

types of books. One GP also felt that they did not have enough experience in providing 

guidance with audio/ app resources and another GP considered that there was a general lack 

of knowledge amongst service users about the availability of such CBT apps. 

70% of GPs viewed themselves as a Mental Health worker and 30% did not. 40% felt able to 

‘step-up’ care for their patients and 60% felt they were unable to ‘step-down’ care for their 

patients with Mental Health difficulties. 80% would like disorder specific Mental Health 

education, delivered by the CBT clinician, for their practice.
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Fig 1. GP role in mental health care (n=10)

Yes% No% Sometimes Don’t Know

View of self as 
a MH worker

70 30 - -
Feel supported 
in MH 
assessment

33 11 56 -
Feel able to 
‘step-up’ care 
in MH

40 30 - 30
Feel able to 
‘step-down’ 
care in MH

20 60 - 20
Request of 
disorder 
specific MH 
education

80 20 - -
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Fig 2. GP use/ access of CBT service (n=10)

GP knowledge 
of CBT service

Yes % No%  Sometimes Don’t Know

90 10 - -
Use of CBT 
self-help 
resources

60 40 - -
The CBT 
clinician is 
accessible

70 30 - -
The CBT 
service creates 
access to CBT 
self-help 
resources

70 30 - -
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Fig 3. Mental health difficulties which benefit most from CBT

0.00%

40.00%

80.00%

120.00%

In your opinion, which Mental Health 
difficulties benefit most from CBT?
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Fig 5. CBT service and disorder specific diagnosis

0.00%

20.00%

40.00%

60.00%

Does this CBT service help inform disorder 
specific diagnosis in any way?

Responses

Access (including changes in prescribing behaviour)

50% of GPs recorded a change in prescribing behaviour since increased access to these CBT 

resources. 8 GPs chose to respond how this had changed; highlighting a behaviour change of 

50% reporting that they would give the CBT resources and postpone prescribing for a period. 

25% concluded that they would give the CBT resources and call the patient back for review 

in 2-3 weeks. Others indicated a ‘watchful waiting’ approach or suggesting other ways of 

non-pharmacological interventions. No GP reported that they would seek specialist advice 

and guidance from the CBT clinician/ registered mental health nurse prescriber before 

prescribing. In relation to accessing the secondary care CBT service, 70% of all GPs wished 

to change the referral pathway to the CBT clinician with 80% wishing to avail of better 

community access e.g. CBT ‘drop-in’ service. 70% reported that the CBT clinician was 

accessible and that this service had helped GPs to access CBT books and online resources. 
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Fig 6. Changes in GP prescribing behaviour with access to CBT resources

Yes% No%
My prescribing behaviour 
has changed

50 50

GP knowledge that CBT 
clinician is a nurse 
prescriber

60 40

GP knowledge that nurse 
prescribers undertake 
specific postgraduate 
training to gain registration
in prescriptive authority

40 60
(n=10)

0.00%
10.00%
20.00%
30.00%
40.00%
50.00%
60.00%

If Yes, how has this changed?

Responses

(n=8)
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Fig 7. GP knowledge of the role of a CBT nurse prescriber

Yes% No%
Awareness of the role of a 
nurse prescriber

80 20

(n=10)

0.00%

20.00%

40.00%

60.00%

80.00%

If yes, were you aware of the following within 
the CBT Nurse Prescriber role:

Responses

(n=7)
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Fig 8.  Quality and satisfaction

Excellent quality
30.00%

Good quality
40.00%

Average quality
30.00%

How would you rate the quality of this CBT 
service?

59% are satisfied with the CBT service (n=9)

89% would recommend this CBT service to their patients (n=10) 

A more direct referral pathway and timely access to CBT, without having to be referred to the

psychiatric out-patient clinic, were common emergent themes. Collectively, GPs surmised 

that the CBT service was largely under-resourced and that it was too difficult to access. 40% 

considered that the service met their needs well with 30% not well enough. All comments 

made reference to improving access and on the value of one-to-one CBT. 67% of GPs rated 

the importance of face-to-face contact with the CBT clinician. 
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Chapter 4: Discussion of Findings

WHO defines integrated care as a ‘transformation in health services that puts people first and 

is aligned with the principles of primary health care needed to reduce fragmentation, increase 

efficiencies and improve health outcomes’ (WHO, ICIC, 2016).

This very concept has been integral to the development of the CBT CNS prescriber role in 

secondary care in its efforts to progress a most accessible rural CBT service. Endeavours to 

promote such a transformation in Mental Health service have been met with multiple 

challenges in advocating an integrated care pathway. The stepped care model was chosen, as 

presently, it is a model that is recommended for health care in several guidelines, for example

in the NICE guidelines for anxiety, depression and obsessive compulsive disorder in the UK 

(NICE, 2011). Though the stepped care model is a broad and responsive primary care adult 

MH service provision model, Foley (2103) highlights increasing evidence that integrating 

mental and physical care, for example, for people with long‐term conditions can improve 

both physical and mental health and also reduce costs. The stepped care model is the most 

evidence based model of integrated care and recommended by NICE for depression in 

chronic illness including: multi‐professional working, case management, structured care 

planning, systematic follow‐up, patient education and support for self‐management and a 

stepped‐care approach which matches the intensity of intervention to severity in line with 

patient needs (Foley, 2013). The purpose is to maximise efficiency in terms of resources and 

costs and this is achieved by providing, as a first line option, the least intensive (and most 

accessible i.e. CBT resources) intervention likely to result in significant health gains. 

During Ireland’s Mental Health Reform 2011 consultation with users of mental health 

services and family members, a number of issues arose about primary care mental health 

services: the dominance of medication as often the only option being offered, the lack of 

access to counselling, some GPs not explaining the risks and benefits of medication that are 

being prescribed to patients, the need for GPs to be able to access counselling or 

psychotherapy for someone without having to go through a psychiatrist, to be able to access 

the Community Mental Health Team staff directly, GPs lack of knowledge about mental 

health and the need for GPs to be more skilled in and knowledgeable about mental health 

issues (McDaid, 2013). GPs support an average of 90% of all Mental Health difficulties, 

independent of the secondary care Mental Health services (McDaid, 2013). It is essential thus

to support specific timely interventions that are evidenced based and that GPs have access to 
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resources as people are more likely to attend their GP than outpatient or inpatient mental 

health services (Doherty et al, 2007). Internationally, access to trained CBT specialists is 

considered a scarce resource, but is particularly lacking in Ireland (HSE, 2017). 

Findings from this study support the literature in that GPs also report a desire to have direct 

access to the CBT clinician, without having to be referred to a psychiatrist at an outpatient 

clinic in secondary care. Stepped care and direct access to CBT therapists could also be 

considered a more viable service direction in weakening stigma and normalising mental 

health care at primary level. 

In this study, the provision of CBT resources resulted in half of rural GPs now considering 

these options at the first point of contact and delaying prescription. Delayed prescribing is a 

GP behaviour change. The provision and increased awareness of CBT resources enables GPs 

to consider alternative options rather than prescribing medication at the first point of contact. 

GPs providing such resources has potential to be seen as a more modern and holistic mental 

healthcare pathway. 

Many factors influence GP prescribing. Johnson et al (2017) state that “depression treatment 

involved ethical and professional imperatives of ‘doing the right thing’ for individuals by 

striving to achieve the ‘right care fit’”.  In the case of depression, anti-depressants are only a 

single facet of treatment. Ongoing pressures to maintain prescribing due to fear of depression 

recurrence, few perceived continuation problems of anti-depressants and lack of proactive 

medication review e.g. as patients only present in crisis, all combine to further drive 

antidepressant prescribing growth over time (Johnson et al, 2017). Better knowledge of the 

available CBT resources (Fig. 4) and CBT service feedback initiatives to GPs (Fig. 5) can 

encourage the ‘right care fit’. 

Developing an understanding, at primary care level, that CBT can also be used to help 

alleviate enduring mental health difficulties such as psychotic phenomena (non-acute),   is a 

real opportunity to promote the growing evidence base in non-traditionally CBT treated 

disorders such as schizophrenia or bipolar affective disorder. Delayed prescribing or referring

to CBT as an adjunct to medication is an opportunity for the GP and the patient to consider 

life skills and quality of life in the management of enduring mental health difficulties across a

wide range of disorders. The GP and patient start to collaborate on care together, when choice

is provided. Patient choice and being partners in mental health care supports the advent of 

Mental Health Consumer Panels over the last number of years, also encouraged by the Irish 
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Mental Health Commission. A former paternalistic culture, where professionals were the 

expert advisers in care planning is replaced with person centred care. The MHC (2009) 

encourage all mental health service providers towards a partnership approach, meaning the 

knowledge and expertise of the patient combined with that of the professional informs all 

planning and decision making. Mirroring this, a collaborative/ partnership approach is central

to the success of any CBT therapist-patient relationship. 

When considering GP behaviour changes in delayed prescribing and offering patient choice, 

it is also worth noting again a significant 50% non-adherence rate with medication across 

both mental and physical health difficulties (WHO, 2003). This statistic thus suggests that 

much of the population is sub optimally treated when being prescribed or given the choice of 

medications alone. GPs are also now under scrutiny in relation to the prescription of 

benzodiazepine or “z” drug medications and the literature exhort GPs to practice with due 

care (O’Dowd, 2013) i.e. short-term prescribing. GPs are now obliged to consider other 

alternatives such as talk therapies, like CBT, to treat anxiety disorders. Providing CBT 

resources, as a regular GP behaviour in primary care, is in line with a stepped care approach 

(Fig.6). 

One of the key findings in relation to the GP and CBT nurse prescriber was that GPs did not 

seek specialist advice and guidance from the CBT clinician/ registered Mental Health nurse 

prescriber before prescribing. This may be due to findings that 60% of GPs in this study were

not aware that nurse prescribers undertake specific postgraduate training to gain registration 

in prescriptive authority and are registered under a separate division with the Nursing Board 

of Ireland. It is largely understandable that GPs therefore would not seek specialist guidance 

from a nurse if they assume that the nurse is not trained to advise in this manner. There may 

be doubt that the nurse is sufficiently qualified to give such advice and that doctors may 

prefer to speak to doctors on such specialist matters. There are also a low percentage (1%) of 

qualified and practicing nurse prescribers in Ireland, and an even lower percentage in mental 

health practice (NMBI, 2017). 

The research indicated that GPs do not consider talking therapy as a valid choice in the 

treatment of psychosis or bipolar affective disorder. Freeman et al (2015) report that those 

who struggle with ongoing psychotic symptoms such as persecutory delusions, in fact, gain 

substantial relief from even a brief CBT intervention on worry. Engaging the patient with 

cognitive restructuring exercises that create an alternative hypothesis or cognitive bias 
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explanation, cost-benefit analysis and formulation is an opportunity to alleviate mental 

suffering through the normalisation of such unusual experiences (Freeman et al, 2002). It is 

observed also that these ongoing psychotic symptoms, whilst usually medicated, that such 

pharmacotherapy only partially treats symptoms in some patients (Zimmermann et al, 2005). 

Too often these ongoing positive symptoms are poorly described as ‘residual’ psychotic 

symptoms (indicating low grade interference) but such symptoms have a profound effect on 

quality of life and day to day living (Kingdon and Turkington, 2005). Relapse is associated 

with medication non-adherence usually associated with the fact that the patient starts to feel 

well again and subsequently stops taking. Non-adherence may well also be down to the fact 

that the person cannot any longer cope with not feeling emotion, coined in psychiatry as 

‘blunted affect’ -  being unable to cry, feel happiness, grieve, look forward with excitement or

motivate self to set personal goals. 

CBT is one of the key talking therapies advised as an early intervention strategy for first 

episode psychosis as part of the National Clinical Programmes for Mental Health care in 

Ireland (HSE, 2017). By the CBT clinician equipping the GP with CBT treatment plans/ 

formulations/ summaries for common Mental Health difficulties, it is a clear way to increase 

awareness of the merits of CBT in symptom management, even for those presenting with 

psychosis. These research findings suggest that CBT would indeed be a treatment in these 

conditions and could be incorporated into GP practice. 

It was interesting to note that when exploring data collection, all of the 19 GPs (except for 

one) preferred a paper format version of the questionnaire when offered the alternative option

of completing the online version, through survey monkey.  Most of the GP practices do not 

communicate by email and, in this case, also prefer paper format in relation to referrals. In 

defence of GPs preference to communicate through hard copy, the communication structure 

of the Irish health services does not facilitate a culture of eHealth as yet. Paper 

communication in the HSE is maintained through the non-integration of healthcare records by

Electronic Health Record (EHR). The HSE and the Department of Health prioritised the EHR

as a significant requirement for the success of integrated care and future delivery of 

healthcare in Ireland (HSE, 2015). 

A reluctance to use the internet, in relation to CBT resources online, may also be due to the 

fear of the resource not being affective or of GP’s non familiarisation of these CBT 

interventions. In this study, one GP commented that they did not feel confident in supplying 
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an iCBT (internet CBT) resource without having access to the guidance required. This is 

intuitive of the current research findings to support iCBT as fully efficacious when delivered 

through guidance of a therapist (Jakobsen et al, 2017). It also reflects findings from this study

that support GP rationale for not providing iCBT to patients in the absence of the unguided 

iCBT resources or due to a single therapist service only being available. A solution may be 

for the GP to give the resource and request the CBT clinician to contact the patient to offer a 

single guidance telephone support with the resource, if required. 

In line with the literature, this study proved consistent findings that the majority of GPs 

believe they have a central role in mental health care management. Though a small sample in 

a rural setting, it was remarkable to find that a third of respondents did not view themselves 

as mental health workers. Suggestive of the findings, those GPs who did not view themselves

as having a role in mental health care also reported that they felt they were unable to ‘step-

up’ care in mental health. This may be down to a number of factors such as personal interest 

in mental health, confidence in treatment protocols and training history/ education/ 

continuing professional development in mental health. Verdoux et al (2013) suggest that GPs 

that have experience of a mental health difficulty or have experienced a ‘talk therapy’ or have

experienced positive patient benefits achieved from a ‘talk therapy’ are more likely to engage

a patient on this treatment pathway. Interestingly, treatment planning does not appear to be 

fully guided by a scientific or evidence base but more correlative of subjective factors 

(Verdoux et al, 2013). This may account for a third of GPs, as discussed, but considering that 

up to 90% of mental health difficulties are managed by the GP, it is a concerning finding 

nonetheless. Thus, the group attending this portion of GPs may have limited choices being 

offered to them outside of medication. 

Most GPs do not receive formal training in community-based mental health care. In 2004, a 

survey found that 68% of GPs had no specific training in mental health (Copty, 2004). The 

same study found that 71% of GPs would be interested in further training in mental health. 

Some years later proving consistent with current findings from this study, 80% of GPs would 

like disorder specific mental health education provided to them and, in this context, provided 

by the CBT clinician. 
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Chapter 5: Conclusion and Future Directions

Access to the CBT clinician face-to-face presents as the most preferred option of the GP. 

Though CBT is pioneered on an international stage as the most efficacious of talk therapies 

and has the most impressive research base, its limited investment within the mental health 

services in Ireland highlights a great difficulty in all CBT interventions occurring on a one-to-

one basis. There continues to be a significant gap between the desire for CBT to be delivered 

by a trained professional face-to face and alternative delivery modes of CBT. It is well 

documented that guided self- help CBT is substantially more efficacious than treatment as 

usual (Williams et al, 2013) but the important factor is that it is guided. Whilst CBT online is 

not a panacea or an equal substitute for face-to-face CBT, there is a role for the CBT clinician

to further enhance the GPs relationship with promoting access to alternative CBT self-help. 

An example of this ‘improving access’ initiative may be through a social media context 

where the clinician would set up a CBT ‘Face book’ page. The GP could simply promote the 

link and the clinician then update the page regularly with CBT only resources. 

The CBT clinician has been shown to be a valuable source of education in presenting the 

available evidence based practice for disorder specific care. Providing disorder specific 

interventions through the creation of a CBT library resource (Overcoming Series) also 

provides the community with access to disorder specific evidence based practice 

interventions that they can use to self-help, outside of any health service involvement or 

intervention. There is some GP reluctance to refer patients to these resources as GPs may 

assume that patients will not use them as they believe they are not motivated enough to read a

CBT book. This is a considerable challenge in relation GPs who believe patients with mental 

health difficulties are not motivated as they will simply not provide the CBT resources that 

have been advised by the CBT clinician. In clinical practice, it is often most surprising who 

will and who will not read these types of books therefore it is important to always provide 

resources and not to only provide according to one’s subjective assumptions of the patients 

motivation to use these resources . Since its inception one year ago, the CBT bibliotherapy 

(Overcoming Series) initiative in the local town local library has yielded an activity rate of 50

issues being withdrawn in this small rural town. A number of these CBT titles were also 

requested for other branches in other counties over the last 12 months. This shows a public 

desire to self-help using cognitive behavioural approaches. Literacy is the main challenge 

when promoting CBT resources therefore it is essential to assess literacy before 
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recommending such books. It is also useful to engage a close family member or friend with 

the CBT audio materials, if literacy is a challenge. 

 This CBT service is also an ample opportunity to continue to support the GP in changes to 

prescribing behaviour for common mental health difficulties. It has to be recognised that GPs 

often feel that they are left with little alternative but to prescribe medication. GP education 

provision face-to-face with the CBT nurse prescriber is an opportunity which aims to further 

enhance alternative choices to prescribing, deprescribing or ‘stepping down’ care in line with 

recovery and promotion of  self-reliance/ resilience building opportunities. 

In terms of role development, a real and meaningful way that this current service can be 

further developed is through the advent of an Advanced Nurse Practitioner (ANP) role in 

CBT where the clinician can deliver a nurse led community service in the right place, at the 

right time, through the right interventions and to the right people. Developing the role to ANP

provides the option of direct access for the GP, an accessible option for patients, act as a 

guide to eServices e.g. iCBT and act as an advisor on medication/ combination therapy (CBT 

and medication) in mental health care.  Providing CBT guidance and consultation on 

medication for common mental health difficulties and when not to prescribe or delay 

prescribing has potential to affect up to 90% of the mental health of the population who 

engage with their GP. Access to the ANP means that there are direct changes in GP 

prescribing behaviour and a move away from the traditional over-reliance on medication as 

the main source of ‘best care fit’ at primary care. 

The future of CBT services require qualified CBT practitioners being situated in primary care

where both the public and GPs can have direct access e.g. CBT ‘drop in’ service, scheduled 

disorder specific CBT on site for more moderate to severe presentations, guided iCBT and 

group CBT. The ANP  role could anchor the  expansion of a mental service at primary care 

and develop a team of mental health professionals to support timely access to evidence based 

interventions, all in a stepped care way. Care would only ‘step up’ to secondary care services 

when no longer suitable to manage at primary care. With clinical roots from a secondary care 

perspective, the ANP clinician operating a nurse led service in primary care has the 

knowledge, experience and expertise to manage a range of mental health difficulties 

(including complex presentations) in primary care using CBT assessment/ screening and CBT

interventions. 
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The modernisation of GP practices in the promotion of CBT is essential for future service 

delivery. Indeed, online or iCBT is not a panacea for face-to-face CBT but making it more 

available and in a stepped care way, by utilising the internet and CBT bibliotherapy, is a 

priority in terms of healthcare cost containment and utilisation of scare CBT resources. 

Online CBT e.g. ‘silver cloud’, being made available through primary care by a HSE (Health 

Service Executive) approved online CBT service is a viable resource potential to consider for 

both primary and secondary care services, as appropriate. The patient could use the service on

site, using guided CBT initiatives, if new primary care developments were to consider 

making laptops available on site or, alternatively, just simply providing the approved iCBT 

resource for use at home and at any time.  

Future research may also examine how CBT clinicians develop CBT social media 

applications for use in primary care. This ‘live’ format is a way for service providers and 

service users to co-exist, enhance access and act as a central source to regularly update CBT 

specific resources that are evidence based. CBT phone applications or ‘apps’ are becoming 

increasingly popular modes of self-help. Parikh and Huniewicz (2015) caution that despite 

social communication strategies e.g. Pacifica or Mood Hacker, showing major popularity 

they urgently require research evaluation for impact. Apps may also be perceived as a more 

fun way to engage patients in ‘self-help’ and that, although CBT is a very structured therapy, 

it can be made accessible, enjoyable and eServices can be part of the solution for creative 

service delivery. Continued integration of these CBT resources into primary care expands GP

choice, changes prescribing behaviour in the treatment of mental health difficulties, enhances 

the GP role as a mental health provider and is in line with a partnership approach to mental 

health care through the use of a stepped care model. 
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