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Brief Introduction: 

I am making this submission as a concerned private individual, parent of two boys. I am a practicing Clinical 
Psychologist with over 20 years experience in the Irish health service and I am a senior Psychologist in the HSE, 
where I have insight into psychology service provision in Mental Health, CAMHS, Primary Care & Disability 
Services.         

Key Principal for a High Quality Health Service 

1. Increase access People typically engage with health services when they need support and feel ready to act.
Waiting lists ignore individuals’ expressed desire for timely help and can result in the exacerbation of
people’s difficulties and an increased need for specialist health service input. It is now recognised that early
intervention initiatives tend to be in the best interests of both service users and the service provider in that
they are less costly, less complicated, and less intensive.

1.0 Key Problems 

• The key concern is ACCESS to timely and appropriates services.
• The present dual tract system CAMHS (Secondary Care) & Primary Care Psychology is broken and does not

serve children or families with children bounced around the system.
• GP’s are totally frustrated with the system of referrals for children and refer simultaneously to Primary Care

Psychology (where it exists) and CAMHS.
• Children fall between the ‘cracks’ the child with ASD and anxiety based issues is not accepted in CAMHS
• Presently there is no clear acceptance criteria into CAMHS as the ‘Standard Operating Procedures’ policy

are accepted by some teams and not others
• Using the Diagnostic & Statistical Manual DSM-5 / International Classification of Diseases ICD-10 as sole

criteria of acceptance into CAMHS is too narrow and  excludes children from appropriate services
• Functioning and staffed primary care services are required for early intervention to offset referrals into

secondary care CAMHS
• Primary Care services for children and families are poorly staffed, poorly funded; More staff and diversity of

staff required – Psychologists, family support workers, childcare workers, youth workers, play therapists.
• CAMHS services are critically important, yet are underfunded and understaffed.
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• CAMHS is a secondary service, it’s the absence of appropriate primary care services and school based 
services that exacerbates the need in CAMHS.  

• Essentially we need to think about psychosocial services for children in advance of entrance to secondary 
care (CAMHS) --- It’s the build up of primary care that is critically required.  Ask parents, teachers, public 
health nurses, other professionals they can’t get early access to primary care psychology services. 

• Audit the numbers of psychologists in Primary Care and you will be shocked.  
• Audit the current waiting lists of psychologists in Primary Care and you will be shocked.  

  
I urge the committee to look at children’s mental health beyond a secondary care model (CAMHS). It needs 
to be seen in its entirety     
  

A radical rethink on how services are provided is required for 
children and families.    
    

2.0  Key Solutions      -- PUBLIC POLICY CHANGES  
 

2.1   One STOP SHOP / centres of excellence: All children need to be seen in a one stop children’s centres 
where appropriate staff governanced through a broader psychosocial model (not medical model) would deliver 
child and family centred care;  Psychologists, family support workers, childcare workers, youth workers, play 
therapists, social care workers, behavioural therapists, family therapists, voluntary partners, parental peer 
support etc.   All care needs physical, sensory, emotional, disabilities, mental health, need to be seen from these 
sites – significant strategic investments for same need to be made: such centres would have family spaces, 
crèche, playgrounds etc       

2.2  Access: Children need timely access to emotional, psychological & mental health care in primary care 
and school settings to thwart referrals into primary care via stepped care approach 

2.3  Seamless: Systems changes are required such that dual track = no track is replaced with a single open 
point of referral for Parents, GP’s, , Schools, concerned professionals and that care pathways are developed (so 
that the internal debate “not mine, its yours” etc is eliminated which creates delays impacts on the child’s need. 

2.4   Care pathways: Clear care pathways and steeped care model of delivery need to be developed to 
children ; eg emotional & behavioural disturbance, self-harm, anxiety, trauma, child sexual abuse, school 
refusal, ASD, etc     
 

Current service models are centred around powerful 
professional groupings. A critical shift is needed to put 
Children & Families at the centre of care.     

 
2.5    Stepped Care Model: (as per NICE guidelines NHS & Jim White Glasgow Steps)  

Introduce a stepped care model of service provision In order to provide accessible and cost-effective health 
services. To illustrate, this model has been advocated by the National Institute for Health and Care 
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Excellence in the UK for managing a wide range of child and adult mental health difficulties. While there is 
variation on the exact structure of the stepped care model, there are a number of key components (see 
Figure 1):  

2.6 Having a wide spectrum of interventions available, ranging from low-intensity (e.g., self-help) to high-
intensity interventions (e.g., complex multidisciplinary interventions);  

2.7 Providing service users with the least intensive intervention that is likely to bring about clinical 
improvement; and • A self-correcting mechanism whereby service users not showing a treatment response 
are ‘stepped-up’ to higher intensity interventions. 

Figure 1 - Stepped Care Model   
2.8.1 A stepped care model of service provision with graded levels of intervention appropriate to each level 

of clinical severity, other change elements required of primary care children services include:  
2.9  Delivering rapid access initial assessments to prevent the escalation of presenting difficulties and the 
subsequent requirement for specialist health care services;  
2.10 Providing effective gate-keeping for specialist health care services (and increasing their capacity to meet 

the needs of those with the most complex presentations);  
2.11 Improved continuity of care for service users via coordinating shared care activities with specialist 

health care services such as disability services, CAMHS, and addiction services;  
2.12 Providing early intervention options for at-risk groups;  
2.13 Promoting cost-effectiveness by delivering high throughput and reducing the use of specialist health 

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

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

2.15 Developing peer-led interventions (e.g., support groups, networks of expertise) to facilitate 
local communities in utilising their own significant expertise in supporting each other.  

 
2.16 The structure of a stepped care system for children and adolescents will be somewhat more 

complex given the larger range of stakeholders and services involved.  
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3.0 OTHER POLICY INITIATIVES  
3.1 Promote shared or collaborative care  
3.2 There is an increasing recognition of the potential of shared care to enhance the quality and 

efficiency of service provision. While the exact definition of shared care varies, the underlying 
principle involves some form of enhanced coordination between different levels of the health 
service (e.g., primary care and secondary care collaboration). There are a number of key objectives 
typically associated with shared care initiatives in secondary care mental health services including:  

3.3 To provide a continuum of care to service users;  
3.4 To more effectively meet the diverse range of needs of service users;  

3.5 To reduce the number of inappropriate referrals to specialist levels of care; and  
3.6 To increase the number of cases managed in primary care. 

  
Service users and their carers are often overwhelmed by having to navigate our 
typically fragmented health care system; are sometimes ‘bounced around’ the 
local service system creating delays and further distress; and sometimes they fall 
through the cracks in local service provision entirely.  
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4.0 A Focus on suicide prevention  
4.1 Rapid access to primary care services can also serve an important suicide prevention function. For 

example, evidence indicates that many of those who complete suicide have prior contact with 
primary care staff. It is therefore critical that individuals in distress can rapidly access primary care 
mental staff who can reliably evaluate risk and organise care to meet their needs For example, 
while it also provides a suite of predominantly low-intensity interventions to those experiencing 
psychological distress, walk-in clinics and next-day assessments increases the probability of 
detecting active suicidal ideation in our communities, and thus serves as a suicide prevention 
model. This can support the goals of Connecting for Life – Ireland’s National Strategy to Reduce 
Suicide 2015-2020: 27  
 

5.0 Increased access to psychological therapies; Families are increasingly asking for increased access talk 
therapies Its important that these are evidenced-based.    
 

6.0 Promote recovery-focused partnerships: A recovery for children needs to be adopted across children’s  
mental health services. Key principles of a recovery-oriented approach as outlined by Anthony and Carrick 
includes ensuring that child and their family are supported and encouraged, thus facilitating their having an 
active role in their treatment rather than being passive recipients of care. In addition, treatment must go 
beyond the singular goal of the management of clinical symptoms to focusing on supporting meaningful 
goals service users’ lives (e.g.,  eg returning to education etc.). Recovery also requires professionals to 
abandon any traditional conceptions of the ‘expert-patient’ relationship, instead focusing on a collaborative 
relationship that utilises service users’ experiences and insights.  

 

SUMMARY  

I encourage the committee to think strategic and highlight the need for new thinking for 21st century services 
for children and families.  In the 1916 Proclamation it quotes “cherish all the children of the nation 
equally”; it’s also declares “its resolve to pursue the happiness of all its citizens“. Let’s have children 
centres of excellences based in communities, appropriately funded and staffed, with partnerships with 
parents and children so that our children get the best physical, sensory, emotional, mental and 
psychological care that they need when they need it. That’s the measure of a society and legacy I want 
for my children and all children.   
 

I would welcome the opportunity to give direct evidence to the committee if invited.   

Reference: Heads of Psychology Services Ireland’ (2015) Psychology briefing paper for the HSE primary care 
division. :HSE. Publisher Heads of Psychology Services Ireland (HPSI) and Health Service Executive  

 




