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Abstract

The successes and limitations of primary mental health care systems in three countries outside of Ireland are examined in order to inform 
potential change for the Irish primary mental health care system. Systems currently at work within Scotland, England, and the Netherlands are out-
lined, all of which employ versions of the “stepped-care” approach to primary care. It is acknowledged that Ireland is attempting to modify primary 
care to include the stepped-care approach. However, there are significant limitations to the current Irish system. With the Scottish, English, and 
Dutch systems in mind, an alternative vision of primary mental health care for Ireland is suggested.
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Initiatives in primary mental health care
Introduction

The current Irish primary mental health care (PMHC) service 
in Ireland has been examined in the first article in this series. The 
model, known as ‘Counseling in Primary Care’ (CIPC) was intro-
duced by the Health Service Executive (HSE) in 2013 and was first 
evaluated in 2018.1 Shortcomings of this model include: eligibility 
criteria; service limitations and lengths of waiting lists; and med-
icalization of the whole system. Currently, in order to access CIPC 
services, a candidate must be aged over 18 and have a medical card. 
The CIPC model is a short-term service with a limit of 8 counseling 
sessions, and access is only available through GP referral. The most 
recent report on the National Evaluation Study revealed 76-80% 
of service users waiting 0-4 months and 20-24% waiting between 
4-6 months.1

These shortcomings are outlined in greater detail in the first 
article in this series.2 In order to demonstrate alternatives to CIPC, 
this second article of the series considers three PMHC models out 

 
side of the Irish system. This paper commences with a review of 
the Scottish system, followed by a review of the system in England, 
and finally with a review of the Dutch system. No system stays stat-
ic forever;thus, we highlight that changes have been made within 
the Irish service over the past few years and point to a paradigm 
shift that is emerging within Ireland and the UK which provides an 
alternative approach to the medical model. However, the changes 
and shifts identified are disjointed and piecemeal. With the limita-
tions of the Irish systems and the benefits of the overseas systems 
in mind, this article proposes a complete reconsideration and re-
configuration of the Irish PMHC system. 

Scotland: Stepped-Care
In the year 2000, Jim White, a Consultant Clinical Psychologist 

with the National Health Service (NHS) in Scotland, proposed a new 
model of PMHC which was rolled out across the Glasgow region 
throughout 2003. This model, described in White3-5 and Bower & 
Gilbody,6 comprises two fundamental elements: firstly, that support 
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commences with the least intensive intervention likely to promote 
increased wellbeing; and secondly, that it is ‘self-correcting’,mean-
ing intervention can be stepped-up to one of greater intensity as 
necessary without assuming non-compliance of the service user. 
Imperative to the stepped-care model is its accessibility to the lo-
cal community and self-referral into the model rather than profes-
sional referral. These elements invite and promote help-seeking 
and service use, contributing to the maintenance of wellbeing in 
the community and mitigation of symptom development for those 
with difficulties. White5 suggests that the model is not only staffed 
by mental health practitioners but also managed by specialists in 
mental health, such as clinical or counselingpsychologists.[1] Qual-
ified psychologists are well suited to delivering a wide range of 
support at primary care level including therapy, awareness raising, 
prevention, and early intervention. Critically, however, the psychol-
ogist has competencies in assessment and formulation. Their range 
of skills, therefore, allow them to refer service users to the most ef-
fective interventions and services thus utilizing available resources 
efficiently.

Behind any stepped-care model lies a menu of interventions 
ranging from low to high intensity. The assessment stage which fre-
quently lies before or at step 1 is ideally governed by the psychol-
ogist who is well trained to identify psychological needs and effec-
tively allocate psychological interventions. Although the number of 
actual steps might vary slightly, Bower & Gilbody6 note that they will 
be limited by two issues; a finite number of interventions that differ 
qualitatively regarding intensity, and the upper limit of service that 
can be offered by such a model. To provide an example, therefore, 
any model utilizing a stepped-care approach might look as follows:

[1]Henceforth, Clinical/Counselling Psychologists will be ab-
breviated to simply ‘Psychologists’.

Step 1: Assessment/screening, existing community supports, 
and self-help supports (e.g., bibliotherapy, pod-casts, websites, on-
line cognitive-behavioral programmes)

Step 2: Guided self-help (talks/groups/classes, 1-2 support 
sessions with a therapist)

Step 3: Brief individual therapy (1-6 sessions with a therapist)

Step 4: Longer-term individual therapy (6-20 sessions with a 
therapist)

Step 5: Referral to secondary care/external specialist supports

In a system with limited resources, the stepped-care model is 
ideal for reaching the greatest number of people possible and em-
ploying the least intensive yet effective intervention. It provides 
early intervention, self-help, and community based psychological 
support for the local population as well as immediate psycholog-
ical care for low to moderate level difficulties from mental health 
professionals. The employment of psychologists within the model 
permits the provision of psychological assessment and support for 
those with more complex levels of care or more severe problems 
who may or may not require referral to secondary level care. Pre-
vention and early intervention mitigate the development, entrench-

ment, chronicity, and severity of mental health problems. As is clear 
from the above example, those who cannot be treated adequately 
within this stepped-care structure can be referred to specialist or 
secondary mental health care services. Such referrals can be made 
quickly following assessment or when PMHC supports have not 
been effective or sufficient.

Given that only appropriate referrals get directed to second-
ary care, this approach alleviates pressure on the secondary and 
tertiary services both in the short and the long-term. Resources at 
all levels of mental healthcare can therefore be employed to their 
greatest potential. Whilst limitations, such as high attrition rates, 
are associated with the stepped-care model,3,7,8 the model flexibili-
ty, self-correcting nature, and openness to improvement3 render it 
suitable as an evolving and adaptable primary care initiative.

The United Kingdom (UK): Increasing Access to Psycho-
logical Therapies (IAPT)

‘Increasing Access to Psychological Therapies’ (IAPT) is the 
term employed for a system of care utilized within the National 
Health System (NHS) of the United Kingdom (UK) to provide evi-
denced based talk therapies for those with depression, anxiety, and 
co-morbid long-term physical health conditions (LTCs) or medical-
ly unexplained symptoms (MUS).9 Piloted in 200610 and established 
in 2008, IAPT utilizes a stepped-care ideology (i.e., the most appro-
priate but least intrusive intervention is offered first) whilst oper-
ating as a ‘hub and spoke’ model (i.e., management and adminis-
tration are centralized but 1:1 therapy is provided at local primary, 
community, and secondary settings).9 Referral pathways are varied 
(self, community, primary care, secondary care, GP) thus optimiz-
ing accessibility. Only those psychological therapies recommended 
by the national institute for health and care excellence (NICE) are 
provided by the IAPT model. Cognitive behavioral therapy (CBT) 
is offered for all presentations whilst interpersonal therapy (IPT) 
is offered as an alternative for moderate-severe depression and 
eye-movement desensitization and reprocessing an alternative 
for post-traumatic stress disorder (PTSD).8 The workforce be-
hind IAPT consists of low-intensity and high-intensity therapists. 
Low intensity interventions (step 2) are provided by psychologi-
cal wellbeing practitioners (PWPs) who have completed an IAPT 
training course whilst those providing high intensity interventions 
(step 3) are therapists trained in delivering CBT or IPT and who 
also have accreditation with their relevant professional bodies.9,11 
This addition of PWPs is central to the stepped-care vision where 
most people may be sufficiently supported with the low-intensity 
interventions.11

The most recent IAPT statistics detail that for the period April 
2019 to March 2020 1,666,047 referrals were received by the ser-
vice, of which 36.5% completed a course of treatment. Based on 
pre- and post-treatment data, 47.7% of eligible referrals moved to 
recovery.12 This is promising data from a large-scale, national ser-
vice. However, there are some limitations and restrictions inherent 
within IAPT which are compromising its potential. These include: 
therapeutic issues, resource issues, and staff issues. Each of these 
are outlined below:
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Therapeutic issues

Limited range of therapy

The limited therapeutic interventions provided by the IAPT 
model is concerning. Guided self-help provided by the PWPs and 
diagnosis/symptoms specific CBT at higher intensity interventions 
may well be ‘best practice’ but the reliance on limited training and 
specific focus diminishes the complexity of human beings and over-
looks the factors related to their social world.3 A number of reviews 
of psychological therapies have empirically supported the efficacy of 
various other therapeutic approaches beyond CBT for a wide range 
of psychological disorders. These include: brief dynamic therapy, 
emotion focused therapy, family focused therapy, and interpersonal 
social rhythm therapy for mood disorders;13 dynamic therapy for 
major depressive disorder,14 irritable bowel syndrome15 and mental 
health problems;16 acceptance and commitment therapy for men-
tal and physical health problems16 and integrative psychotherapy 
for generalized anxiety disorder.18 It is less well documented but 
nonetheless extremely significant that the effects of CBT have been 
found to decay with time following treatment completion whilst the 
effects of psychodynamic therapies continue to improve following 
completion.19 Furthermore, although himself endorsing the CBT 
approach as suitable to primary care, White4 cautions against re-
liance on research orientated manualized CBT, which may inhibit 
therapeutic initiative. This is particularly worrying in light of those 
PWPs with minimal training who might lack clinical competency to 
adapt therapy to the client. Talk therapy conducted in this way is 
akin to a technician ‘doing’ a job, thus promoting what Rizq20 has re-
ferred to as a ‘perversion of care’ and a ‘fetishization of governance’. 
We suggest that limiting therapy type and practitioner skill-base 
renders the IAPT models inflexible, prescriptive, and unlikely to in-
cur long-lasting change for individuals. However, a model run and 
staffed by fully trained psychologists and psychotherapists permits 
the use of clinical judgment, modification of technique, and appli-
cation of integrative work as would be expected of any competent 
practitioner.

Reliance on diagnosis, symptoms, and clinical cut off

The IAPT model relies on diagnosis to guide treatment which 
in turn complies with NICE guidelines.21 Furthermore, severity of 
presentation and allocation to low or high-intensity intervention is 
determined by the nine item Patient Health Questionnaire (PHQ-9) 
and seven item Generalized Anxiety Disorder scale (GAD-7) clin-
ical cut off scores (i.e., above 9 on the PHQ-9 for depression and 
above 7 on the GAD-7 for panic disorder, social phobia, and PTSD). 
The IAPT model therefore implicitly perpetuates the medical model 
which responds to ill-health rather than endorsing wellbeing main-
tenance.22 Furthermore, by focusing exclusively on specific therapy 
techniques, the IAPT model ignores the three other broad areas of 
importance related to client outcome: extra-therapeutic factors; ex-
pectancy effects; and common factors.23 Relying heavily on specific 
techniques overlooks well-known variables contributing to mental 
wellbeing and outcome, such as resilience, optimism, and social 
support,24 therapist characteristics, and client-therapist interac-
tion.25 Adherence to technique over client needs in this way has a 
detrimental impact on wellbeing.22

In addition, shadows have been cast in relation to IAPT’s high 
rate of recovery. It has previously been established that scores on 
weekly self-report scales can drop due to repeated test adminis-
tration rather than due to the effects of wellbeing improvement.26  

Scott27 presented independent research exploring IAPT service 
user recovery, employing a more comprehensive assessment (al-
beit also medicalized in nature), the SCID (semi-structured clinical 
interview for the diagnostic and statistical manual of mental disor-
ders). Findings revealed only 9.2% of IAPT clients to fully recover 
from their disorder.

Resource issues
The stepped-care model proposed by White4 places great em-

phasis on mental health awareness within the community, the 
maintenance of wellbeing via prevention and early intervention, 
and the provision of mental health support utilizing a variety of me-
dia (bibliotherapy, online websites and apps, blogs, and podcasts). 
Whilst the IAPT model has been widely received and can (suppos-
edly) demonstrate improvement amongst service users, the heavy 
reliance on 1:1 intervention renders it highly resource intensive and 
open only to those who are motivated to attend and engage with 
personal work. Furthermore, although residing itself at the level 
of primary care, it does little to maintain large-scale public mental 
well-being or to de-stigmatize mental health concerns in the wid-
er community. The outcome of research on the Scottish, stepped-
care model, has already revealed that 1:1 intervention is not the 
most appropriate approach for everyone, particularly those from 
deprived areas.4,5 However, IAPT’s emphasis on 1:1 work invokes a 
heavy financial investment from the government without consider-
ation for White’s previous findings. This heavy 1:1 focus of resourc-
es is unlikely to make any significant changes to prevent the devel-
opment of mental health problems. As with the medical model, this 
approach intervenes only after symptoms and problems emerge 
rather than attempting to prevent or mitigate their development in 
the first place. There is no triaging of service delivery nor tailoring 
of therapeutic approach. This means that regardless of need or dif-
ficulty all service users are treated equally, placing undue demands 
on the limited resources. The primary care machine gets choked by 
its own self-imposed demands. The establishment of a true stepped 
care model which provides incrementally increased resources de-
pending upon presentation would ease the burden on this system.

Staff issues

The side-lining of psychologists

As part of its five-year development plan to the NHS,27 IAPT is 
set to provide services to an additional 600,000 service users and 
extend services to those with long-term physical health conditions. 
There will also be a slightly increased focus on high-intensity in-
terventions achieved by redistributing the IAPT workforce to 30% 
PWPs, 60% high intensity therapists, and 10% clinical, health, or 
counselling psychologists.9 The goal is that psychologists will be 
available to provide expertise in LTC and MUS as well as manage 
complex problems and provide supervision. This appears a prom-
ising move given concerns by White4 and Rizq20 of the relegation 
and dilution of applied (i.e., clinical, counselling, health) psychol-
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ogists in favor of cheaper mental health workers. However, there 
remains little reference to early intervention work within primary 
care, for which such psychologists are well suited. Furthermore, the 
taskforce, commissioned in 2015 which makes recommendations 
for change for the coming years within PMHC in the UK clearly con-
tinues to endorse the medical model and lead, stating, ‘The training 
of GPs could also be improved to ensure they are fully supported to 
lead the delivery of multidisciplinary mental health support in pri-
mary care’ (p.46).27 This is a disappointing addition by the taskforce 
and one which conflicts utterly with White’s vision of placing the 
psychologist at the helm of PMHC. 

High staff turn-over

PWPs are recruited from healthcare backgrounds and provid-
ed with one year’s training and skill acquisition to provide assess-
ments and guided self-help support with the IAPT model. However, 
retention of PWPs has proved a concern.9,27 Many of those applying 
for the role have predominantly been young, white, female gradu-
ates from psychology or related backgrounds28 who use the role as 
the means to an end for clinical psychology training.30 In addition, 
the high caseload of PWPs has contributed to burn-out31 with staff 
finding themselves dealing with highly complex cases for which 
they are insufficiently trained. The NHS9 has responded to these 
concerns with a set of recommendations aiming to retain staff. Such 
recommendations include recruiting PWPs from a wide variety of 
backgrounds, ensuring two-year commitment to the role, and cre-
ating development opportunities, seniority, and specialisms to pro-
mote career development. The publication of the standards of prac-
tice for the retention of PWPs9 is too recent to evaluate. It seems 
that the job itself is struggling to find a stable identity within mental 
health and that the realities of the role are conceivably stretching 
the skillset of the PWP.

The Netherlands: Primary Care Psychology (PCP)
Siemons31 delineates four specific psychological professions 

within the Dutch system: health care psychologists; psychothera-
pists; clinical psychologists; and clinical neuropsychologists. All 
these professions require undergraduate and masters level quali-
fications in psychology, education, or mental health to enter formal 
training. The former two professions take two-three-years formal 
training respectively following entry and are considered ‘general-
ist’ in nature. The latter two professions, considered ‘specialist’, are 
an additional four years on top of the two-year health care psychol-
ogy training.

The current PMHC system in the Netherlands serves as a model 
for Europe and is considered ‘unique’ to the entire world.33 Provid-
ing psychological care to populations within delineated geographic 
regions and utilizing the stepped-care model, the Dutch system is 
now almost 40 years old.33 Born out of the absence of brief psycho-
logical care as much as the need for master’s level psychologists 
to find employment, psychologists began by working with family 
doctors to support patients who were frequent attenders to their 
GP but who appeared physically healthy. The role of the primary 
care psychologist (PCP) was created.

Today, PCPs are certified health psychologists who register with 
the National Organization of Primary Care Psychologists. They en-
gage in a further year of study to provide them with the specific 
applicable knowledge and skill for the role, as well as to promote 
the necessary attitude for primary care work. This extra year also 
promotes and consolidates identity formation as a PCP. As stated, 
PCPs are referred to as ‘generalists’, indicating a wide skill set that 
allows them to assess and treat a full range of psychological dif-
ficulties throughout the lifespan.33 They work closely with family 
doctors, helping to review potential referrals before they are made. 
They provide psychological support for patients who present with 
psychological problems for the first time. Since 2008, eight sessions 
with the PCP can be reimbursed through the Dutch healthcare pol-
icy, with another four sessions frequently supplemented.32 Medi-
cal and self-referral is possible, although self-referral is on the in-
crease.33,34 Characteristics of the service that facilitate self-referral 
include walk in systems and email registration rather than reliance 
on referral from family doctors.33 No waiting list between regis-
tration and treatment exists. Satisfaction with the service is high, 
personal improvement rates are at 60%, drop-out rates are 18%, 
and referral to secondary care is at 14%. This stepped-care model 
is central to the reduction of referrals to secondary care35 with mild 
to moderate psychopathology successfully managed within the pri-
mary care system.36

Similar to the Scottish system of stepped-care but contrasting 
with the UK IAPT model, an integrated approach to health and well-
being is provided in the Netherlands. The PCP works closely with 
the patient, drawing together a systemic understanding of their 
concerns and forming intervention plans that take a biopsychoso-
cial approach. Treatment can, therefore, involve the main players 
of the patient’s social life, including the family, local doctor, nurses, 
physiotherapist, and social workers. Individual based treatment is 
not the only aspect of the PCP’s role, however. Unlike the CIPC mod-
el in Ireland and the IAPT model in the UK, Dutch PCPs working in 
primary care also place great emphasis on health promotion and 
early intervention work through the provision of information on 
various topics related to mental wellbeing and health.33 Wellbeing 
is not just considered the absence of illness within this model, but 
also the presence of quality of life and strong relationships. It is the 
PCP who serves as gatekeeper to care provision, utilizing observa-
tion, interview, and psychometric assessments and adjusting treat-
ment as necessary, fitting with the stepped-care model. Their work 
assumes a positive psychological approach, exploring the healthy 
elements of the client rather than the ‘sick’ or ‘illness’ model that 
might be perpetuated within secondary care, or the Irish CIPC mod-
el of primary care.

The PCP, understanding the social context and biopsychosocial 
issues inherent to their service user, utilize the stepped-care model 
in a way that meets the individual’s need and incorporates psycho-
logical knowledge. The stepped-care approach to depression, for 
example, may be as follows:

Step 1 - Watchful waiting for up to three months (given that 
most periods of depression remit in this time)
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Step 2 - Guided self-help and internet-based interventions

Step 3 - Brief 1:1 therapy

Step 4 - Longer 1:1 therapy and/or anti-depressant medica-
tion.36

It is noteworthy that medication is involved at step 4 rather 
than step 1, placing such an intervention option later in the treat-
ment process rather than first, as is often the case in Ireland.38-41

Collaboration and exploration of medication use in prima-
ry care, such as this, has been demonstrated a contemporary and 
cost-efficient method of treating common psychological presenta-
tions42 and is worth holding in mind outside of the Netherlands.

Commencement of Change in Ireland
Although advocating and operating a shared-care model of 

mental health service provision, the HSE43 recommended the evalu-
ation and development of stepped-care within its framework. Three 
years later, a briefing paper produced by the Heads of Psychology, 
Ireland (HPSI)44 called for the establishment of a primary care psy-
chology service in Ireland. HPSI recommended the following:

1.	 Clinical lead from psychologists

2.	 A single point of contact to the health care system

3.	 Supervision and training from psychologists for others 
providing generic psychological assessments and interventions

4.	 The employment of psychology graduates for the pro-
vision of low-intensity assessments and interventions (i.e., 
basic psychometric screening, risk-assessment, advice, and 
sign-posting to other services)

We present some actioned recommendations stemming from 
that briefing paper; the piloting of a stepped-care model in Ireland, 
and employment of Assistant Psychologists in a ‘generalist’ role 
within that stepped-care model. We also present the development 
of the HSE supported charity, ‘Jigsaw’, which advocates and pro-
vides community-based support for young people in Ireland and 
the commencement of a UK initiated paradigm shift across Ireland.

Access to Psychological Therapies Ireland (APSI)
The recommendations made by HPSI were based on a pilot 

model rolled out over 5 years across one area, Co. Roscommon, in 
Ireland.44 This model, referred to as ‘Access to Psychological Ser-
vices Ireland’ (APSI) bears many similarities to the IAPT approach 
in the UK and takes a shared care approach whereby mental health 
professionals work as part of the wider primary care team.45 The 
pilot incorporated a stepped-care model, providing low-intensity 
psychological treatment for adults with mild to moderate mental 
health problems. These low-level interventions, such as guided self-
help, online CBT, groups interventions and brief CBT, were provided 
by psychology graduates who assisted Clinical and Counselling Psy-
chologists. These graduates are, therefore, referred to as ‘Assistant 
Psychologists’ (APs). Self-referral or GP/primary care staff referral 
made the service highly accessible, whilst next-day assessment 
made it highly responsive. Mental health promotion was made 

available through education initiatives such as community talks, 
newspaper articles, etc.44 Results of the pilot have proved encour-
aging45 with benefits of the model reducing referrals to secondary 
care, permitting on-site, rapid psychological assessment, and effi-
cient use of clinical resources.46 Follow up evaluations on access to 
the service,47 the effect of therapeutic alliance48 and on symptom 
change, user satisfaction, and referrer feedback49,50 reveal the APSI 
system to be effective for half of 126 service users  and well consid-
ered by referrers. 

The APSI studies and the HPSI briefing paper44 have served as 
the catalyst for the reconfiguration of PMHC in Ireland, commenc-
ing with child and adolescent services. As of 2018, the above model 
has commenced national roll-out. However, the APSI system lacks 
its own inherent step 2 and step 3 primary care interventions, rely-
ing instead on the CIPC service for 1:1 intervention,44,50 the limita-
tions of which we have previously outlined.1 Whilst the APSI model 
remedies some of those problems, such as the provision of low-lev-
el psycho education programmes, it is nevertheless attempting 
to insert itself within existing structures and models of care that 
are both limited and limiting. Despite best efforts, we suggest that 
while the work of APSI is welcomed, the service is attempting to 
simply seal the widening cracks within the existing Irish PMHC, and 
at present is only available within one county. It is suggested by the 
authors that, rather than expanding APSI within the current system 
of PMHC, instead, a radical overhaul of service delivery in Ireland 
is required.

The role of Assistant Psychologists (APs)
As with all the stepped-care models described, the low-level 

interventions are most efficiently and economically resourced by 
those with generic skills rather than specialist training. Psychology 
graduates with undergraduate degrees and/or postgraduate mas-
ter’s degrees in psychology have a wealth of knowledge rendering 
them particularly suited to providing generic low-intensity psycho-
logical care and evidence-based treatments. Such graduates have 
studied a wide variety of relevant topics including but not limited 
to: child and adolescent development; mental health; attachment 
theory; identity development; cognition and distortions; behav-
ior and behavioral modification; research methods; and statistical 
analysis. Within the UK, many psychology degree graduates are em-
ployed as APs or PWPs.29,30 Paid employment that recognizes exist-
ing skills and knowledge of such graduates has, until 2018, been 
rare in Ireland. For those wishing to gain experience within clini-
cal psychology in Ireland, unpaid voluntary AP work has been the 
traditional route, with most APs having a minimum of a masters’ 
degree in psychology.51 However, within the HPSI psychology brief-
ing for primary care44 strong recommendations were made for the 
development of a paid AP grade within the grade structure for psy-
chologists in Ireland. This recommendation has been implemented 
since 2017/2018, with initial development of nearly 120 AP posts 
to work within the new PMHC teams for children and adolescents 
under the supervision of qualified Clinical Psychologists. This pro-
fessional and financial shift within statutory Irish health care pro-
vision is long overdue and welcomed. Furthermore, it serves as a 
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model and provocateur for change in community services and pro-
vides ready-made ‘generalists’ who are employable within a revised 
PMHC model. The limitation of such a role to child and adolescent 
PMHC services is disappointing, however.

Jigsaw
‘Jigsaw’ is a registered charity and national organization pri-

marily funded by the HSE. With 13 centers located across Ireland, 
Jigsaw has two core aims: to provide therapeutic support to young 
people aged 12-25 with mild-moderate mental health presenta-
tions; and to advocate for mental health change at policy level.52 

The understanding and support provided to young people assume 
an ecological and systemic approach rather than the traditional 
medicalized model of mental health. This approach moves beyond 
individualized therapeutic intervention, by strengthening mental 
health at a societal level via awareness, understanding, and skill 
development. Jigsaw has added some dimension to community pri-
mary mental health care, but continues to remain disjointed from 
the mental health care system as a whole. 

Power Threat Meaning Framework: A Paradigm Shift
The current PMHC system, as previously highlighted in paper 1 

of this series,2 is medicalized in nature and gate-kept by GPs. This 
medicalized approach to mental health breeds and perpetuates a 
narrative and ethos around pathology and illness, rather than re-
covery and wellness. The scientific method upon which medicine 
is organized has not proved useful for understanding, treating, or 
destigmatizing mental distress. Furthermore, the ‘diagnoses as-
sociated with mental ‘illnessesbecome confused with explanation 
and also promotes abdication of responsibility within individuals 
for change or understanding by such clinicians of the contextual is-
sues surrounding the problems.53 Despite this, mental ‘disorders’ as 
having a biological basis and requiring medication for ‘treatment’ 
has been accepted for decades throughout the Western world. A 
recent paradigm shift within psychology has recognized the pathol-
ogizing of mental health and is attempting to challenge that ethos 
with one of recognizing distress rather than illness, particularly in 
relation to exploring the factors pertaining to the development and 
maintenance of distress. In 2013 the Division of Clinical Psychology 
(DCP) within the British Psychological Society (BPS) issued a po-
sition statement articulating their view that classification systems 
such as the Diagnostic and statistical manual of mental disorders 
(DSM)54 and the International Statistical Classification of Diseases 
(ICD)55 are limited both conceptually and empirically in terms of 
understanding human distress,56 based on the rationale presented 
above. The DCP is not alone in their statement. Johnston & Boyle5 
point to numerous sources also seeking change regarding the un-
derstanding of mental distress, including but not limited to; the U.S. 
National Institute of Mental Health (NIMH)57, the Critical Psychia-
try Network,58 and service users.59 The formal presentation of an 
alternative to the medical model of distress has recently been pub-
lished by the DCP of the BPS via the ‘Power, Threat, Meaning (PTM) 
Framework’.53 Unlike the medical model which seeks to determine 
what is wrong with a person, the PTM framework helps facilitate 
discourse by asking what has happened to a person, what meaning 

they make of it, and what they had to do to survive. The shift in 
thinking has not been overlooked by psychologists in Ireland, many 
of whom work in the HSE. Workshops on the PTM have been held in 
Dublin, May 2018, (hosted by Jigsaw), in Limerick, September 2019 
(hosted by the Dept. Psychology at the University of Limerick), and 
articles reflecting upon the framework have been published in a 
special issue of the ‘Clinical Psychology Forum’ (2019).

Ireland’s mental health policy document ‘A Vision for Change’60 
has recently been supplemented by an additional document, ‘Shar-
ing the Vision’ (StV).61 StV does make reference to positive mental 
health and wellbeing, however, the document fails to make detailed 
reference to the resourcing or structuring of relevant qualified 
professional teams to ensure this positive mental health strategy 
doesn’t remain a mere vision. StV fails to address the limitations 
inherent with the current structure of PMHC in Ireland and makes 
minimal nod to the role of psychology and absolutely none to any 
paradigm shift, as detailed above. GPs and emergency department 
admissions continue to be the main access routes to mental health 
care in Ireland and no changes are outlined for criteria for access-
ing CIPC services. Thus, many of those in need of mental health sup-
ports are either unable to access services or are destined to eventu-
ally present to an emergency department when their situation has 
become much more complex and entrenched.62

Conclusion
Three models of PMHC outside of Ireland have been presented 

prior to the articulation of the limitations within the Irish PMHC 
system. The modifications outlined which have attempted to adapt 
the current system in Ireland have, to date, been sporadic and lim-
ited. In order for successful and relevant changes to be made, it 
is critical that Ireland looks to systems in other jurisdictions and 
takes into consideration overall shifts within psychology that better 
meet the mental health demands of the public. The three systems 
outlined, along with the recent paradigm shift of the PTMF, provide 
relevant and real markers which can be used as a guideline for a 
new, non-medicalized approach to adult primary mental health 
care in an Irish context.

Such an approach has already been developed over the past 9 
years within one community setting in Ireland; a university coun-
selling service located at the University of Limerick. The adoption 
of the model is presented in part three of this PMCH series and is 
proposed as a pilot model for systems change in Ireland.
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