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Current health policy in Ireland, as articulated in the HSE's 

Transformation Programme (2007-2010), has a focus on the 

health and wellbeing of the whole population and demands a 

shift from the hospital system to the primary care setting as 

the central locus of service delivery.1 The main vehicle for this 

change is the Primary Care Strategy (2001) which recom

mended the establishment across the country of primary 

care multidisciplinary teams (PCTs) supported by specialist 

services in primary care networks (PCNs).2 The Primary Care 

Strategy and Transformation Programme documents both 

emphasise that successful implementation depends on close 

liaison and integration between PCTs and networks and 

secondary care services so that the patient journey from one 

service to the next is "seamless and delay free".' 

Consistent with the broad thrust of the national health 

strategy, the Vision for Change (2006) policy framework for 

mental health services makes the ambitious statement that 

it is not enough for a comprehensive mental health policy to 

make recommendations relating solely to specialist mental 

health services - it must also deliver mental health activities 

capable of improving the wellbeing of the population as a 

whole.3 

However, while Vision for Change recommends that links 

between specialist mental health and primary care services 

should be enhanced and formalised, most of its recom

mendations relate specifically to specialist mental health 

service provision. It envisaged that multidisciplinary commu

nity mental health teams (CMHTs) occupy community mental 

health centres in proximity to other community services, but 

did not go as far as to recommend the actual co-location of 

CMHTs and PCTs. In a significant recent development, the 

HSE has now committed to the provision of physical space to 

accommodate community mental health teams (CMHTs) and 

day hospital services within all primary care health centres as 

the Primary Care Strategy is rolled out nationally. 

This decision represents a potential milestone in the evolu

tion of mental health service delivery. It presents particular 

challenges to the historic relationship between primary care 

and specialist mental health services both of which have 

been relatively underdeveloped in Ireland, have evolved sepa

rately and between which deficiencies in communication 

and collaboration have been reported by service users and 

providers alike.4,5 
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While the health strategy documents describe overall struc

tures designed to increase primary care capacity and improve 

integration between primary care and secondary care serv

ices, other than the inclusion of a clinical psychologist in the 

envisaged networks, no detailed working arrangements are 

described. 

The Vision for Change document identifies the need to 

build mental healthcare capacity within primary care through 

enhanced primary care mental health resources, as well as 

through education and training initiatives, and it recommends 

the consultation-liaison model in order to achieve greater 

integration with specialist mental health services. However, 

at present there is no specific guidance available to either the 

newly formed PCTs or to existing mental health services in 

how to pursue these goals. In a worsening economic climate 

both services can be seen as entering unknown territory 

without a road-map and both services may have an under

standable anxiety as to whether the goal of improved mental 

health for the population as a whole can be delivered with

out compromising the quality of service provided to society's 

most vulnerable individuals.6 

Opportunities 

Among the arguments in favour of increasing mental health 

capacity in primary care, the most cogent relates to the high 

prevalence of common mental disorders in the community.78 

Depression and anxiety disorders in particular have a major 

public health impact and make a large contribution to the esti

mated €3 billion annual economic cost nationally that derives 

from mental health problems.9 International evidence as well 

as Irish research suggests that one quarter to one third of 

primary care patients are likely to have clinically significant 

mental health problems - only a small proportion of which are 

referred on to specialist care.10,11 

A recent national survey suggested that the vast majority 

of adults in Ireland see their GP as the professional contact 

of choice when they have a mental health problem.12 Primary 

care, therefore, is best positioned to make a positive impact 

at a population level. The added advantages of primary care 

as a locus for mental healthcare include familiarity with the 

patient's general health status over time, continuity in the 

therapeutic relationship and an acceptable and relatively 

stigma free treatment setting. 

A further justification for enhancing primary mental health 

capacity relates to evidence of considerable overlap of 

physical and mental disorders and increasing concerns 

regarding the general health status of people with major 

mental illness.13 

Challenges 
Despite the advantages there are also considerable 
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challenges associated with effective delivery of primary 

mental healthcare. Significant social and economic barri

ers exist for many people with mental health problems in 

accessing primary care, particularly for certain sub-groups 

in society.'4 For those that do present, the current level of 

under-resourcing is such that most patients are not offered 

guideline-recommended interventions in terms of psycho

logical therapies and pharmacotherapy.15 Response to 

first-line anti-depressant treatment, for example, is often poor 

and many patients who respond do not achieve remission 

and experience chronic residual symptoms and functional 

impairment.16 

In considering the question of how best to plan for an 

adequate response to the mental health needs of the commu

nity an important concept has emerged in recent years - that 

of primary care mental health which has been defined by 

the World Health Organisation as incorporating two main 

elements:17 

• First-line interventions that are provided as an integral part 

of general healthcare 

• Mental healthcare that is provided by primary care work

ers who are skilled, able and supported to provide mental 

healthcare services. 

This definition is important and useful for several reasons. 

Firstly, it places a clear expectation upon primary care to 

deliver mental healthcare services as a part of general 

healthcare. From a consumer perspective, this recognises 

the rights of people with common mental health problems 

to seek and obtain a response within primary care that is 

equivalent to that offered to patients with common physical 

illnesses. Secondly, it acknowledges that the expectation that 

primary care professionals provide mental healthcare can only 

be regarded as reasonable if they are provided with appropri

ate skills and are adequately supported in their efforts. Thirdly, 

it recognises implicitly that specialist mental health services 

can complement but not substitute for primary mental health

care integrated with other primary care health and social 

services. 

What works? 

We have some indication of what works in increasing the 

mental health capacity of primary care but perhaps more infor

mation on what does not work. Screening for common mental 

disorders, dissemination of treatment guidelines, educational 

programmes to increase the clinical skills of primary care 

professionals and adding mental health professionals to 

primary care teams - so called 'bolt on' approaches - have 

been well received by the professionals involved. However 

they do not, on their own, improve patient outcomes.18,19 

The greatest evidence of clinical benefit and longer-term 

cost-effectiveness comes from a large number of successful 

RCTs of collaborative care programmes, mostly carried out in 

North America, based on chronic disease management prin

ciples and focussed on the process as well as the content of 

interventions.2022 

The most important ingredients in the success of collab

orative care approaches appear to be the use of a case 

manager working with the primary care professionals to serve 

an identified patient group based on clear clinical criteria 

supported by standardised symptom scales, and with regular 

supervision provided by a mental health specialist - usually a 

consultant psychiatrist, within in a stepped care model.15 One 

of the outstanding questions surrounding such programmes, 

however, is the extent to which they can be successfully repli

cated in health systems that may differ markedly from those 

in which they were initially evaluated. 

It is also clear that successful implementation requires 

significant initial investment in human resources in primary 

care and in the re-engineering of existing service delivery 

systems so that the interface between primary and second

ary care is effectively managed.23 Specific skill development 

is required not only for primary care professionals, but also for 

mental health specialists whose previous training and experi

ence may not have prepared them for an expanded liaison 

role.24 

In the relative absence of available generalist mental health 

services in the community, the burden of primary mental 

healthcare has historically fallen to Irish GPs despite consid

erable time constraints, limited specific training in mental 

health and few formal arrangements for liaison and support 

from specialist mental health colleagues.11 GPs have also 

played a key role as gate-keepers to publicly-funded mental 

health services, usually through the traditional referral letter. 

However, as in other countries, where on-site, face-to-face 

liaison contacts are offered, Irish GPs have been shown to 

welcome such assistance.25,26 They also value quality initia

tives which facilitate early access to specialist interventions 

for people with major mental illness.27,28 

Shaping a better future 
At this point in the evolution of both primary care and 

specialist mental health services there is an increasing 

recognition of the benefits of collaboration. Irish GPs and 

psychiatrists, as key clinical decision-makers, have a particular 

challenge and opportunity - in partnership with service users 

and other professional disciplines - to shape the develop

ment of primary care mental health in the newly-formed PCTs 

and networks, while designing clinically effective and mutu

ally acceptable professional working arrangements between 

primary and secondary care. 

Strong leadership will be required in ensuring that the envis

aged new structures for multidisciplinary primary care deliver 

an actual increase in the mental health capacity of primary 

care and do not result merely in increased case finding for an 

already under-resourced specialist mental health service. In 

an increasingly competitive healthcare environment, now is 

surely a time for joint advocacy for specific additional invest

ment in professional training and resources which reflect 

evidence-based practice internationally, and which are prop

erly evaluated to ensure transferability to the unique context 

of the Irish health system. 

A Joint Forum on Mental Health has been recently set up by 

the Irish College of General Practitioners and the College of 

Psychiatry of Ireland as one initiative which hopes to harness 

collaborative leadership in both professional disciplines. The 

Forum welcomes input from the broad membership of both 

colleges. It seeks to advance the goal of providing a mental 

health service to the community which is accessible and equi

table in terms of the relative needs of people with common 

mental disorders and those with major mental illness, so that 

services to both groups are enhanced without compromising 

quality to either. 
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